Medicine- Medical Physician and Surgeon-
Accredited School Graduate

AA0000937266

BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS

P. O. Box 2649
Harrisburg, PA 17105-2649
APPLICANT INFORMATION
PERSONAL INFORMATION
Last Name CHEN First Name BEATRICE
Middle Name |ALLIS Suffix
Full Name BEATRICE ALLIS CHEN
SSN ] Date Of Birth |_ Age 41[Gender FEMALE
ADDRESS DETAILS

Street Address _
City/State/Zip PITTSBURGH PA 15221
County Allegheny Country  |United States

CONTACT DETAILS

Phone number

Mobile Phone number

Primary Email Address

I ©omail.com

Secondary Email Address

CHECKLIST ITEMS

Checklist name Status Submitted Date Expiration Date
Application Pending Review 10/31/2018
Application Fee Completed 10/31/2018
Child Abuse CE Completed 10/31/2018
LEGAL QUESTIONS
Questions Answer Document File Name
Uploaded
1 ]Are you submitting a name change with this renewal? N No
2 First Name No
3 Middle Name No
4 Last Name No
5 No
You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:
(1) Marriage Certificate:
(2) Divorce decree which indicates the retaking of your maiden
name:
(3) Other "legal" document indicating the retaking of a maiden
name:
(4) For a "legal" name change, a copy of the court document
must be provided.
6 With the exception of the one you are currently renewing, do you N No
hold, or have you ever held, a license, certificate, permit,
registration or other authorization to practice a profession or
occupation in any state or jurisdiction?




Please provide the profession and state or jurisdiction.

No

Since your initial application or last renewal, whichever is later,
have you had disciplinary action taken against a professional or
occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you
in any state or jurisdiction or have you agreed to voluntary
surrender in lieu of discipline?

No

Do you currently have any disciplinary charges pending against
your professional or occupational license, certificate, permit or
registration in any state or jurisdiction?

No

10

Since your initial application or last renewal, whichever is later,
have you withdrawn an application for a professional or
occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed
not to apply or reapply for a professional or occupational license,
certificate, permit or registration in any state or jurisdiction?

No

11

Since your initial application or last renewal, whichever is later,
have you been convicted (found guilty, pled guilty or pled nolo
contendere), received probation without verdict or accelerated
rehabilitative disposition (ARD), as to any criminal charges, felony
or misdemeanor, including any drug law violations? Note: You are
not required to disclose any ARD or other criminal matter that has
been expunged by order of a court.

No

12

Do you currently have any criminal charges pending and
unresolved in any state or jurisdiction?

No

13

Since your initial application or your last renewal, whichever is
later, have you had your DEA registration denied, revoked or
restricted?

No

14

Since your initial application or your last renewal, whichever is
later, have you had provider privileges denied, revoked,
suspended or restricted by a Medical Assistance agency,
Medicare, third party payor or another authority?

No

15

Since your initial application or your last renewal, whichever is
later, have you had practice privileges denied, revoked,
suspended, or restricted by a hospital or any health care facility?

No

16

Since your initial application or your last renewal, whichever is
later, have you been charged by a hospital, university, or
research facility with violating research protocols, falsifying
research, or engaging in other research misconduct?

17

Since your initial application or last renewal, whichever is later,
have you engaged in the intemperate or habitual use or abuse of
alcohol or narcotics, hallucinogenics or other drugs or substances
that may impair judgment or coordination?

No

18

Since your initial application or your last renewal, whichever is
later, have you been the subject of a civil malpractice lawsuit?

No

No

19

Have you previously reported the complaint to the Board?

No

20

Provide the docket number:

No

21

Upload a copy of the entire Civil Complaint, which must include
the filing date and the date you were served.

No

22

Have you completed at least 2 hours of Board approved
continuing education in pain management, identification of
addiction or the practices of prescribing or dispensing of opioids?

No

23

Do you hold a DEA number or use the registration number of
another person or entity to prescribe controlled substances?

No

24

Have you registered with the Pennsylvania Prescription Drug
Monitoring Program?

No




25 |1 will be retiring from practice but desire to place my license on N No
active-retired status which will allow me to treat immediate family
members. | am exempt from the CME requirements, except for
completion of the 2 hours of Board-approved continuing
education in child abuse recognition and reporting and 2 hours of
Board approved continuing education in pain management,
identification of addiction or the practices of prescribing or
dispensing of opioids. Renewal must be completed and fee

required.
26 |Do you maintain current medical professional liability insurance in Y No
the Commonwealth of Pennsylvania?
27 |Upload an explanation or reason for an exemption request. No
28 |Have you met your continuing education requirements? Please Y No

review the continuing education requirements posted on the
Board’s website at www.dos.pa.gov/med. Click on General Board
Information. If you qualify for an exemption of the continuing
education requirements, answer yes to the question. You are
required to retain your official continuing education certificates of
completion earned for this license renewal period until December
31, 2020.

CONFIRMATION

ﬂlAII fees are non-refundable. Please check to continue with your transaction. ( 10/31/2018 10:28:46 )



https://www.dos.pa.gov/med

erson Info
Name:BEATRICE ALLIS CHEN

ddress Info
Street Address

Fax
CityPittsburgh
StatePA
Zipcodel5221

Country82
CountyAllegheny

E HIO
ma'_@gmail.com

Survey Response Summary

Question Response Summary
Are you submitting a name change with this renewal?
Have you met your current CE requirements? Y
Have you completed 2 hours of Board-approved
continuing education in child abuse recognition and
reporting? -
Do you hold, or have you ever held, a license, certificate,
permit, registration or other authorization to practice a N
profession or occupation in any state or jurisdiction?
If you answered yes to the above questions, please
provide the profession and state or jurisdiction.
Since your initial application or last renewal, whichever is
later, have you had disciplinary action taken against a
professional or occupational license, certificate, permit,
registration or other authorization to practice a profession
or occupation issued to you in any state or jurisdiction or
have you agreed to voluntary surrender in lieu of
discipline?
Do you currently have any disciplinary charges pending
against your professional or occupational license,
certificate, permit or registration in any state or
‘urisdiction?
Since your initial application or last renewal, whichever is
later, have you withdrawn an application for a
professional or occupational license, certificate, permit or
registration, had an application denied or refused, or for
disciplinary reasons agreed not to apply or reapply for a
professional or occupational license, certificate, permit or
registration in any state or jurisdiction?
Since your initial application or last renewal, whichever is
later, have you been convicted (found guilty, pled guilty
or pled nolo contendere), received probation without
verdict or accelerated rehabilitative disposition (ARD), as
to any criminal charges, felony or misdemeanor,
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including any drug law violations? Note: You are not
required to disclose any ARD or other criminal matter
that has been ex unged b order of a court.

Do you currently have any criminal charges pending and
unresolved in any state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you had your DEA registration denied,
revoked or restricted?

Since your initial application or your last renewal,
whichever is later, have you had provider privileges
denied, revoked, suspended or restricted by a Medical
Assistance agency, Medicare, third party payor or another
authority?

Since your initial application or your last renewal,
whichever is later, have you ever had practice privileges
denied, revoked, suspended, or restricted by a hospital or
any health care facility?

Since your initial application or your last renewal,
whichever is later, have you been charged by a hospital,
university, or research facility with violating research
protocols, falsifying research, or engaging in other
research misconduct?

Since your initial application or last renewal, whichever is
later, have you engaged in the intemperate or habitual use
or abuse of alcohol or narcotics, hallucinogenics or other
drugs or substances that may impair judgment or
coordination?

If yes, are you currently participating in the Pennsylvania
Professional Health Monitoring Program?

Since your initial application or your last renewal,
whichever is later, have you been the subject of a civil
malpractice lawsuit?

If yes, please submit a copy of the entire Civil Complaint,
which must include the filing date and the date you were
served. Submit a statement which includes complete
details of the complaints that have been filed against you.
PLEASE NOTE: If you previously reported the complaint
to the Board you will only need to provide the docket
number here:

Do you maintain current medical professional liability %
insurance in the Commonwealth of Pennsylvania?

If you answer "No", please provide an explanation or
reason for an exemption request.

ate Tuesday,
o October 21,
Submitted: 2014
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Education Info

[ No education records |
Employment Information

[ No employment records W
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erson Info
Name:BEATRICE ALLIS CHEN
ddress Info

Email .
Street Address- -gmall.com

Fax
CityPittsburgh
StatePA
Zipcodel5221
Country§82
CountyAllegheny

Survey Response Summary
Question Res onse Summary

Are you submitting a name change with this renewal?

Do you hold a license/certificate (active, inactive or
expired) to practice in any other state or jurisdiction?
Since your initial application or last renewal, whichever is
later, have you had disciplinary action taken against your
license, certificate or registration issued to you in any
profession in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you been convicted, found guilty or pleaded
nolo contendere, or received probation without verdict, or
accelerated rehabilitative disposition(ARD) as to any
felony or misdemeanor, including any drug law
violations, or do you have any criminal charges pending
and unresolved in any state or jurisdiction? You are not
required to disclose any ARD or other criminal matter
that has been expunged by order of a court.

Since your initial application or last renewal, whichever is
later, have you withdrawn an application for a license,
certificate or registration, had an application denied or
refused, or for disciplinary reasons agreed not to reapply
for a license, certificate or registration in any profession
in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you been arrested for criminal homicide,
aggravated assault, sexual offenses or drug offenses in
any state, territory or country?

Since your last renewal, have you been the subject of a
civil malpractice law suit? If yes, please submit a copy of
the entire Civil Complaint which must include the filing
date and the date you were served. If you previously
reported the complaint, email or fax the docket number to
the Board. (email at st-medicine@state.pa.us or fax at
717-787-7769)
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Since your initial application or last renewal, whichever is|N
later, have you had your DEA registration denied,
revoked or restricted?

Since your initial application or last renewal, whichever is
later, have you had practice privileges denied, revoked or |N
restricted in a hospital or health care facility?

Since your initial application or last renewal, whichever is
later, have your provider privileges been denied, revoked [N
or restricted by any medical assistance agency for cause?

Do you maintain current medical professional liability
X . . Y
insurance in the Commonwealth of Pennsylvania?

Have you met your current CE requirements? Y

Education Information

‘ No education records

Employment Information

| No employment records

remarks
Remarks:
Continuing Education Information

l No CE Course records
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Person Info
Name:BEATRICE ALLIS CHEN
Address Info
Street Address_ Emailaﬂ_mm
Phone
Fax
CityPittsburgh
StatePA
Zipcode15221
Countryg2

County A]legheny

Are you submitting a name change with this renewal?

Have you completed your current CE requirements?

Do you hold, or have you ever held, a license, certificate, permit, registration or other N
‘authorization to practice any health-related profession in any state or jurisdiction?

Ifyou answered yes to the above question, please provide the professmn and state or
‘urisdiction.

Since your initial application or last renewal, whichever is later, have you had disciplinary actio
taken against a professional or occupational license, certificate, permit, registration or other |
authorization to practice a profession or occupation issued to you in any state or jurisdiction or |
have you agreed to voluntary surrender in lieu of discipline? |
Do you currently have any disciplinary charges pending against your professional or ]N
occupational license, certificate, permit or registration in any state or jurisdiction?

Since your initial application or last renewal, whichever is later, have you withdrawn an
application for a professional or occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed not to apply or reapply for a |N
professional or occupational license, certificate, permit or registration in any state or
‘urisdiction?

Since your initial application or last renewal, whichever is later, have you been convicted
(found guilty, pled guilty or pled nolo contendere), received probation without verdict or
accelerated rehabilitative disposition (ARD), as to any criminal charges, felony or ’N
misdemeanor, including any drug law violations? Note: You are not required to disclose any
ARD or other criminal matter that has been expunged by order of a court.

Do you currently have any criminal charges pending and unresolved in any state or jurisdiction? N

Since your initial application or last renewal, whichever is later, have you had your DEA IN

registration denied, revoked or restricted? I

Since your initial application or your last renewal, whichever is later, have you had provider

privileges denied, revoked, suspended or restricted by a Medical Assistance agency, ‘N

Medicare, third party payor or another authority? . L
Since your initial application or your it last renewal, whichever is later, have you ever had :

practice privileges denied, revoked, suspended, or restricted by a hospital or any health care N

facility?

Since your initial application or your Jast 1 renewal, whichever is later, have you been charged by

a hospital, university, or research facility with violating research protocols, falsifying research, ‘N

or engaging in other research misconduct? ;
Since your initial application or last renewal, whichever is later, have you engaged in the
intemperate or habitual use or abuse of alcohol or narcotics, hallucinogenics or other drugs or
substances that may impair judgment or coordination? ]
Since your initial application or your last renewal, whichever is later, have you been the subject N

of a civil malpractice lawsuit? e o _
Ifyes please submit a copy of the entire Civil Complamt, which must include the ﬁ]mg date and,

the date you were served. PLEASE NOTE: If you previously reported the complaint to the

Board you will only need to provide the docket number here:

Have you completed 2 hours of Board-approved continuing education in child abuse |Y

recognition and reporting? :
Do you maintain current medical professional liability insurance in the Commonwealth of v
Pennsylvania? '

If you answer "No", please provide an explanation or reason for an exemption request.

Please prov1de the zip code of your primary emp]oyer/practlce location. This data is bemg

collected for the purpose of identifying healthcare professionals during state emergenciesand 15213
may be provided to the Pennsylvania Emergency Management Agency for official use only.

f

Monday, November 14,

Date Submitted: 2016

Education Info
No education records
Employment Information
No employment records
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TARGET SHEET

Board: Medicine
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) il Courler Delivery Addrass
STATE BOARD OF MEDICINE STATE BOARD OF MEDICINE
P.0. BOX 2649 2601 NORTH THIRD STREET
HARRISBURG, PA 17105-2649 HARRISBURG, PA 17110
717-783-1400/717-787-2381
st icin state.pa.us

APPLICATION FOR REGISTRATION AS A SUPERVISING PHYSICIAN

IN§TR¥CTION§ Print or type all information. If the written a%reemem is identical for all supervisors, submit one
applicafion Tor each physician assistant. Attach the fee and en agreement.

555“)"535 .00 for each application with one primary and one subshtuhe physician assistant s
al $5.00 fee is due for each additional substitute su'gervusor ocessing fee of‘ipz% 00 will be
charged for any check or money order returned un by your ﬁnanclal nstitution regardless of reason
for non-p: ent. Make check payable to the "Commonwoalth of Pennsylvania,” ) P cannot bo
g%ﬁ%‘“*f ;% gmmsé&'; appli ﬁ% TE: If this application is not completed WIRhin slx mo
updates of certain ONS Wi requnre 6 application process has not been complated within one r
from the date it was received, applicants will be also be required to submit an updated application and anﬁ ey
ggnllcatlon procassing fee.

roval of the application, the Board will issue an approval fetter for the primary su?ervnsor and provide a

Ilst of a subsutute supervnsors These documents will be sent to the primary supervisor at the address provided
on page one of the application.

REGARDLESS OF THE FILING DATE, A PHYSICIAN ASSISTANT CANNOT PRACTICE
IOR TO THE BOARD'S APPROVAL OF THIS APPLICATION

Chen Beadece — e, MD: 3

P i ISTANT NAM| B .

mé‘,/? APMAN ?F&;! rig /sy — MA L
PRACTICEADDRESS_ 933 Ly “éuq:r"f‘ Yy Prenue

af'f.sbuic}/\ /ﬁZZZ
PRACTICE TELEFHONE ( YD Y 3Y- #9577

PRIMARY SUPERVISING PHYSICIAN MUST COMPLETE THIS SECTION;

Ob<tetrics v Gywecolog
r \_{-J

’ZA

List your specialties

Do you hold 2 membership in any American Boards of Medical Specialties? YES pad NO
If yes, list Board(s)__Aperiian  Hooad. od Qhstetrics cind ¢ 2y recolo :71 O
——-/

Do you hold hospital staff privileges? YES X NO
If you have hospital staff privileges, indicate the hospital name(s).
[a 4ee (W mers s Hosps Fed
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VERIFICATION

| will direct and exercise supervision over the named physician assistant in accordance with the rules and lations of
Ihels BoardofMedidnalvenfymallhavewmsdmmlPrawceActandReqmanonsofme “teBoard

of Medicine that | am ted to co lmthallthepmvumsofmm Tatons In
B e S T
nize et
an ass and the care and treaiment of the phy s p -ty or the pe
1 verify that the statéments in this application and written reemsmarelruemdcormcl the X
in\f’:rmymanon‘ andbeﬁdlundemndw mmema:rgemadesubpdbm”namasoh a.CS &umﬁ&
relating 0 unswom faisification athsandmaymdtm"wsuspomnormmh of my ragictration.
The physician assistant identified in v.his lication will work with the prima su?ervm ician and subsntut
phymdan assistant superwsm‘,a i% mt °"'¥n.. pnysiclan agfsusta'r!t } only o
pﬂmary and rvisor(s) named

Lf/@f/Fo

_ v' hd

Name of Substitute Physician Assistant Supervisor___ 20 de he 11 (reinia a0

License # OS5 *7/7

e 28 /0

Signature

Name of Substitute Physician Assistant Supervisor
License #

Signature Date

Name of Substitute Physician Assistant Supervisor
License #

Signature Date

Name of Substitute Physician Assistant Supervisor

License #

Signature Date

(Attach 8 4/2 x 11 sheets with additional names it needed.)
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WRITTEN AGREEMENT
Bevtrice (hen, MDD Rl , ; -
NAME OF PRIMARY SUPERVISING PHYSICIAN NAME OF PHYSICIAN ASSISTANT

lNSTRUCTIONS Please provide the followmg' mformabon for questions 1 and 2 on 8 1/2 x 11 sheets and attach to this
i te& Number 2each section on the attachment. The information on this agreement must be identical for all supervisors
isted on page

1. Describe the functio ted to the physician istant.
See attached

2.
3.

Plasneg Frvenrdbaad of VYesder) 7A.

433 Liherty Ovenye F2u, 70 )5222

Facil /—7 ”:Se:t‘b"j CPlanmed Feresttoed heatth. ¢erde—
4, Will the physician assi i d di dr hera ic devices?

YES_X__ NO

if yes, list below any categories that the physician assistant will NOT be permitted to
prescribe/dispense.

arcotics

If yes, will Schedule li, ill. IV andior V_controlled substances cribed a
E!i’%lﬂsﬂ’?

YES NO




1. Functions/tasks to be delegated to the physician assistant:

Provide gynecological exams including STD testing, Pap tests and breast exams.
Interprets laboratory tests and order additional diagnostic tests when indicated.
Make appropriate referrals for medical findings requiring Further evaluation.
Prescribe medications according to PPFA guidelines and collaborative agreement.
Initiate or assist in the delivery of emergency care in accordance with established
procedures.

Carry out duties of testing personnel in a laboratory performing moderate
complexity testing when wet mount microscopy is indicated

pppow

™

2. The supervising physician will ensure that the physician assistant is fully trained on
all functions and tasks listed in item 1. Ms. Chapman will be employed to work three
days a week, and one or two of those days each week she will work directly with either
the supervising physician, Dr. Chen, or the substitute supervising physician, Dr. Creinin.
On those days the supervising or alternate physician will see any clients needing or
Tequesting to see a physician and review the medical records of the clients seen by Ms.
Chapman. At all times, either the supervising physician or the substitute supervising
physician will be available by phone and email for consultation with Ms. Chapman and to
review medical regimens.

BEAY D g
WMAY R 2otk



COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 2849
HARRISBURG, PENNSYLVANIA 17105

o 5
April 23, 2010
Talephone: 717-783-1400/787-2381

iﬁTRICE ALLIS CHEN 9849 Fax: 717-787-7769

PITTSBURGH PA 15221
EVALUATOR: KRISTA

RE: PATRICIA CHAPMAN, PA-C

Dear Doctor:

The Board is In receipt of your request to update your written agreement. The following is
required so your request can be re-evaluated.

Our records do not show any written agreement exists between yourself and the above-captioned
physician assistant. Please provide proof of this agreement by submitting copies of your original
approval letters issued by the Board. The PA needs to cease practicing immediately until this
agreement has been determined to exist.

NOTE: PLEASE RETURN A COPY OF THIS LETTER WHEN SUBMITTING THE
ABOVE INFORMATION. THE REQUESTED CHANGES MAY NOT BE
IMPLEMENTED UNTIL THE BOARD HAS GRANTED APPROVAL.

Sincerely,

State Board of Medicine
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@'P,Ianned Parenthood’

of Western Pennsylvania, Inc.

933 Liberty Avenue
Pittsburgh, PA 15222

t: §12.434.8957
f:412.434.8974
WWW.ppWp.org

Bridgeville
Johnstown
Moon Township
Pittsburgh
Somerset

Kimberlee S. Evert, MP.H
President & CEQ

Beatrice Chen, M.D,
Medica! Director

Baard of Directors.
Elizabeth Teti, Chair
Harold Smoliar, vice Chair
Louanne Baily, Treasurer
lamini Davies, Secretary

Amesh Adalja
Regina Anderson
Jacob Bacharach

Carole Bailey

- Donna Bauman
Vicki Beatty
Rebecta Foster
Tess Harper
Carole King
Susan Kurtz
Cynthia Liefeld
Beatrlz Luna
Karen Peterson
Patricia Schroder
Phyllis Stevens
Stacy Weiss

Julie Zeigler

Director Emeritus.

Eliese Cutler

Gordon D. Fisher

Sue Liken

Barbara Logan

Karen Oberg

Mrs, Charles E. Stone, |r.
Susanne C. Wean

Mrs. L. Stanton Williams

Advisory Committee
Judith P. Brand, Esg.
Charles R. Burke. Esg.
Douglas P, Dick
David McL. Hillman
Chartie Humphrey
Bill Rackoff

Richard W. Reed, Jr.
Pat Siger

Harry A. Thompson, ||
Carey T. Vinson, M.D., MP.M,
Milton A, Washington
Farley W. Whetzel

April 28, 2010

State Board of Medicine

P.O. Box 2649

Harrisburg, PA 17105-2649

Attn: Krista

Dear Krista:

Please find enclosed an Application for Registration as a Supervising Physician
from Dr. Beatrice Chen for Patricia Chapman, PA-C. Earlier this month, Dr.
Chen mistakenly submitted a Written Agreement Change Form to establish this
arrangement instead of submitting the required application form. The response

received from the State Board of Medicine pointed out our error and we are now
submitting the correct forms.

Thank you for your assistance.

Sincerely, ,

Kimberlee Evert, MPH
President and CEO




COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 2649
HARRISBURG, PENNSYLVANIA 17108

st-medicinef@state.pg.us
www.d

April 23, 2010
Telephone: 717-783-1400/787-2381
9849 Eax; 717-787-7762

PITTSBURGH PA 15221 ]
EVALUATOR: KRISTA

RE: PATRICIA CHAPMAN, PA-C

Dear Doctor:

The Board is in receipt of your request to update your written agreement. The following Is
required so your request can be re-evaluated.

Our records do not show any written agreement exists between yourself and the above-captioned
physician assistant. Please provide proof of this agreement by submitting copies of your original
approval letters issued by the Board. The PA needs to cease practicing immediately until this
agreement has been determined to exist.

NOTE: PLEASE RETURN A COPY OF THIS LETTER WHEN SUBMITTING THE
ABOVE INFORMATION. THE REQUESTED CHANGES MAY NOT BE
IMPLEMENTED UNTIL THE BOARD HAS GRANTED APPROVAL.

Sincerely,

State Board of Medicine



! EGEIWE

L PR 9
WRITTEN AGREEMENT CHANGE FORM 2 201
& e
A. PRIMARY SUPERVISOR NAME, ADDRESS, WRITTEN AGREEMENT NUMBER (MX): ) e
cnctreas P Cheso 70 Licemse /D ./91_/534,

MNegez tlerments 110501
&g e = dat

B. NAME AND LICENSE NUMBER OF TH PHYSICIAN ASSISTANT (MA) CURRENTLY WORKING UNDER YOUR AGREEMENT:
Pit Chapmusd - License #5000 722

C. NAME AND LICENSE NUMBER OF THE PHYSICIAN ASSISTANT (MA) YOU ARE DELETING:

D. LIST THE NAME AND LICENSE NUMBER OF THE SUBSTITUTE PHYSICIAN (MD OR O8) YOU ARE ADDING:
f1richel] Crermirm, MO , Litewse . pPIDOEZT717 &m
Mgee Worraer?3 (7031

1xe -
E. LIST THE NAME AND LICENSE NU BER OF HE SUBSTITUTE Fi1  CIAN (MD OR OS) YOU ARE DELETING:

.

*“If you answer yes to any of the following questions, please follow all instructions outlined on the
instruction page.

F. WILL THERE BE ANY CHANGE IN JOB DUTIES?

YES [+]
WILL THERE BE ANY CHANGE TO THE PRESCRIBING/DISPENSING
PRIVILEGES?
YES NO
IF CHANGING THE PRESCRIBING/DISPENSING PRIVILEGES, CHECK THE CONTROLLED SUBSTANCE THAT WILL
BE PRESCRIBED AND DISPENSED.
NOTE: Physlician Assistants are not permitted to prescribe/dispense Schedule | controlled substances.
SCHEDULE I}
SCHEDULE Il
SCHEDULE IV
SCHEDULE V
1S THE ADDRESS OF THE PRACTICE LOCATION CHANGING?
YES NO
ARE YOU ADDING PRACTICE LOCATIONS? X
YES NO
ARE YOU DELETING PRACTICE LOCATIONS?
YES NO
SIGNATURE OF PRIMARY SUPERVISOR DATE q/bm
SIGNATURE OF PHYSICIAN ASSISTAN' DATE (\"’ l a / ) D
g
SIGNATURE OF NEW SUBSTITUTE DATE ZIL / & 10
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Regular Malling Address Courier Delivery Address
STATE BOARD OF MEDICINE STATE BOARD OF MEDICINE
P.O. BOX 2649 2601 NORTH THIRD STREET
HARRISBURG, PA 17105-2649 HARRISBURG, PA 17110

717-783-1400/717-787-2381
st-medicine@state.pa.us

APPLICATION FOR REGISTRATION AS A SUPERVISING PHYSICIAN

INSTRUCTIONS - Print or type all information. {f the written agreement is identical for all supervisors, submit one
application jor each physician assistant. Attach the fee and wriiten agreement.

EEE - $35.00 for each application with one primary and one substitute physician assistant supervisor. An
additional $5.00 fee is due for each additional substitute supervisor. NOTE: A processing fee of $20.00 will be
charged for any check or money order returned unpaid by your financial institution regardless of reason
for non-payment. Make check payable to the “Commonwealth of Pennsylvania.” The fee cggn%t be
@%@%%ngﬂ?%@ EL%ASE NOTE: If this application is not completed within six months,
updates of certain ons wil required. application process has not been completed within one year
from the date it was received, applicants will be also be required to submit an updated application and another

application processing fee,

Upon anroval_ of the application, the Board will issue an approval letter for the primary sut)ervisor and provide a
list of all substitute supervisors. These documents will be sent to the primary supervisor at the address provided
on page one of the application.

REGARDLESS OF THE FILING DATE, A PHYSICIAN ASSISTANT CANNOT PRACTICE
PRIOR TO THE BOARD'S APPROVAL OF THIS APPLICATION

IMARY SUPERVISING PHYSICIAN ! EN ER;:

I_mCheM 'Bm_fgca — eno, D 3
YSIC| SISTANT NAME/LI| UMBER: .

Lhapman Zgg}ﬂ cin S MA_ 2 L

PRACTICE ADDRESS Cé 3 3 A 66"7‘11 /9 ey é.

- _J
Z/n#“’b“':f}}‘ ?:A (5222
PRACTICE TELEPHONE { Y1 Y 3Y-K#9 57
PRIMARY SUPERVISING PHYSICIAN MUST COMPLETE THIS SECTION;

List your specialties__ Ob s fetrics v & y weco /?_2:;

Do you hold a membership in any American Boards of Medical Specialties? YES ¢ NO

If yes, list Board(s)__/Apierican Pocnd of Ohstedrics cind G 2y Nc‘co/ag o

Do you hold hospital staff privileges? YES__X NO
If you have hospitai staff privileges, indicate the hospital name(s).
Magee. Ldemen s f/D-Srﬁ’ Fed
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VERIFICATION

1 will direct and exercise supervision over the named physician assistant in accordance with the rules and regulations of
the State Board of Medicine. | verify that | have reviewed the Medical Practice Act and Regulations of the State Board
of Medicine. | recognize that | am obligated to comply with all the provisions of the Act and Regulations including
those provisions that require me to notify the Board of the termination of my agreement to supervise the
physician assiggng. | recognize that | retain full professional and legal responsibility for the performance of the
physician assistantand the care and treatment of the physician assistant's patients.

| verify that the statements in this apﬁlicati‘on and written agreement are true and correct to the best of my knowledge
information and befief. | understand that false statements are made subject to the penalties of 18 Pa. C.S. Section 4
relating to unswom falsification to authorities and may result in the suspension or revocation of my registration.

The physician assistant identified in this a&plicatiop will only work with the primary sul;;ervising prysician and substitute
hysician assistant supervisor(s) listed in this apgllqation. his physician assistant wili only provide medical services to
mary and substitute supervisor(s) named in this application.

s5/13/10
nature o nary upervising ys cian ate
“ )
gn ture o can s stant te
Name of Substitute Physician Assistant Superviéor 17 ! PN

License# OS5 @7/7

sorare e /2 10

Name of Substitute Physician Assistant Supervisor

License #

Signature Date
Name of Substitute Physician Assistant Supervisor

License #

Signature Date

Name of Substitute Physician Assistant Supervisor

License #

Signature Date

(Attach 8 1/2 x 11 sheets with additional names if needed.)

2
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WRITTEN AGREEMENT

& Fre o ’p&zlt'/ﬁ Ch ALLGN, 23-C

NAME OF PRIMARY SUPERVISING PHYSICIAN NAME QOF PHYSICIAN ASSISTANT

INSTRUCTIONS: Please provide the following information for questions 1 and 2 on 8 1/2 x 11 sheets and attach to this
Ifon;n(i Numberzeach section on the attachment. The information on this agreement must be identicai for all supervisors
isted on page 2.

1. Describe the functions/tasks to be dele ated to the sician assistant.
See. adtached

2. Provide details re ardin the time lace and manner of su rvisi n and direction ou
Wi Tovie e sclanass n.

e ajv’ad/?ec/

3. List the name address and ractice settin i.e. hos ital rivate ractice rou

racice ec. w ere e canasss n wi serve.
laproect everrth of s .
Qven - LA 22
Faci /',,¢7 etting ! Planwea f2resttoced heaftiv Cerder
4. Willthe h si i nassistant r scribe and dis ense dru s/thera eu icd vice ?
YEsS_ X __ NO
If yes, list below any categories that the physician assistant will NOT be permitted to
prescribe/dispense. -
r
If es will Schedule Il ll |V andior V controlled sub tances be rescribed a
ispense .

YES NO Z



1. Functions/tasks to be delegated to the physician assistant:

Provide gynecological exams including STD testing, Pap tests and breast exams.
Interprets laboratory tests and order additional diagnostic tests when indicated.
Make appropriate referrals for medical findings requiring further evaluation.
Prescribe medications according to PPFA guidelines and collaborative agreement.
Initiate or assist in the delivery of emergency care in accordance with established
procedures.

Carry out duties of testing personnel in a laboratory performing moderate
complexity testing when wet mount microscopy is indicated

oo o

™

2. The supervising physician will ensure that the physician assistant is fully trained on
all functions and tasks listed in item 1. Ms. Chapman will be employed to work three
days a week, and one or two of those days each week she will work directly with ¢ither
the supervising physician, Dr. Chen, or the substitute supervising physician, Dr. Creinin.
On those days the supervising or alternate physician will see any clients needing or
requesting to see a physician and review the medical records of the clients seen by Ms.
Chapman. At all times, either the supervising physician or the substitute supervising
physician will be available by phone and email for consultation with Ms. Chapman and to
review medical regimens.



COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 2849
HARRISBURG, PENNSYLVANIA 17106

st-medicine@atate pa.us
www.dos state.pa.us/med

May 5, 2010
Telaphone: 717-783-1400/ 717-787-2381
BEATRICE ALLIS CHEN 9849 Fax: 717-787-7769
I

PITTSBURGH PA 15222
EVALUATOR: KRISTA

RE: PATRICIA CHAPMAN, PA-C

Dear Doctor:

The Board has received your application for registration as a supervising physician. The items listed below are needed to
complete your application.

> Please provide original signatures for the primary supervisor, the physician assistant and the substitute supervisor
on page 2 of the application, The Board does not accept copied signatures.

» Please complete the second part of question four on page 3 of the application regarding the PA
prescribing/dispensing controlled substance schedules II-V.

APPLICATIONS NOT COMPLETED WITHIN SIX MONTHS
WILL REQUIRE UPDATES OF CERTAIN DOCUMENTS.

When submiliting the above information, please return a copy of this letter. A physician assistant may
not practice prior to the Board's approval of the application.



COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
STATE BOARD OF MEDICINE
P. O. Box 2649
Harrisburg, PA 17105-2649
www.dos.state. a.us

May 18, 2010

BEATRICE ALLIS CHEN
PITTSBURGH PA 15222

RE: PATRICIA A CHAPMAN
Dear Doctor:

Your application to supervise a physician assistant has been processed. Enclosed are your
approval letters. You are reminded of the following:

The Board's regulations at 49 Pa. Code §18.151 define the role of a physician assistant. A copy
of the regulations is available on our web site at www.dos.state. a.us/med. The regulations authorize the
physician assistant under appropriate direction and supervision by a physician assistant supervisor, to
augment the physician's data gathering abilities in order to assist the physician in reaching decisions and
instituting care plans for the physician's patients.

If you desire your physician assistant to provide services beyond those included in the regulations
you must adhere to the statutory provisions which address delegation of medical services. Sections 17
and 21 of the Medical Practice Act, 63 P.S. §§422.17 and 422.21, address the use of non-physician in the
performance of medical services.

The Board is unable to pre-approve procedures which are not contained in the regulation. As a
government agency the Board's activities are limited to that authorized by the Medical Practice Act of
1985, 63 P.S. §§422.1 - 422.45. This information is avallable on our web site, also. The act does not
confer authority on the Board to issue advisory opinions or pre-approve specific conduct. This issue has
been addressed by the Pennsyivania Commonwealth Court, which is the Court having review authority
over decisions of the Board. That Court has held that where the legislature has not provided authority for
a licensing board to pre-approve conduct of its licensees, such pre-approval decisions are in the nature of
an advisory opinion and thus a nullity. See Avis Rent A Car  stems v. Commonwealth artm nt of
State, 548 A.2d 402 (Pa. Cmwith. Ct. 1988).

The Court has also held specific to the State Board of Medicine that the Medical Practice Act does
not confer pre-approval authority to the Board. Such actions by the Board are outside the scope of power
granted by the legislature, The Board's authority to decide issues concerning accepted ethical and quality
standards of conduct arises in the context of promulgating regulations or in the context of a disciplinary
action. See Morrison v. State Board of Medicine, 618 A.2d 1098 (Pa. Cmwith. Ct. 1992). Outside the
context of its regulations the Board lacks authority to provide you the pre-approval you seek.



Page 2

In assessing whether the particular service is one which is appropriate for delegation under those
regulations, the physician must comply with the Board's delegation regulations contained at 49 PA Code;
Section 18.401 — 18.402 which is also available on our web site. The physician retains responsibility for
the medical service performed, whether performed personally or delegated to another person. Determine
the level of skill and knowledge necessary to the safe performance of the procedure. Research the
medical community's accepted practices, review the medical literature, and review the practice with
experts in the field. Assess the competency of the individual who will provide the service. Ascertain
whether performing the procedure on the particular patient creates any special risk. Provide supervision
and monitoring appropriate to the difficulty of the procedure, the skill of the delegatee, and the risk to the
particular patient.

We trust this information will assist you in exercising professional judgment regarding the
appropriate utilization of your physician assistant.

Sincerely,

State Board of Medicine

Enclosures
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TARGET SHEET

Board: Medicine

Licensee Fult Name:
BEATRICE ALLIS CHEN

License No:
MX010300

2790835 LIC_1_05/24/2012




WRITTEN AGREEMENT CHANGE FORM

A. gF;?IMARY SUE?VISOR NADME ADDRESSZWRITI'EN :‘:SREEMENT NUMBER {(MX):
Boatvice (new m 4323 iben(!7 Venwe
Pbsbur b, P4 15222 ~ MXo30%

B. NAME AND LICENSE NUMBER OF THE PHYS AN ASSISTANT (MA) CURRENTLY WORKING UNDER YOUR AGREEMENT:
Fatricin CAa/ymﬂ ]

MA~- D0 7224
C. NAME AND LICENSE NUMBER OF THE PHYSICIAN ASSISTANT (MA) YOU ARE DELETING:

D. IZS)’THE NAM?JD LIGENSE NUMBER OF THE SUBSTITUTE PHYSICIAN (MD OR OS) YOU ARE ADDING:
Rache s Rapkid D

Sho22/
E. LIST THE NAME AND LICENSE NUMBER OF THE SUBSTITUTE PHYSICIAN (MD OR OS) YOU ARE DELETING:
Mdchel] Creinin , mp
5277 L

*If you answar yes to any of the following questions, please follow all instructions outlined on the
instruction page.

F. WILL THERE BE ANY CHANGE IN JOB DUTIES? ><
YES NO
WILL THERE BE ANY CHANGE TO THE PRESCRIBING/DISPENSING
PRIVILEGES?
YES NO
IF CHANGING THE PRESCRIBING/DISPENSING PRIVILEGES, CHECK THE CONTROLLED SUBSTANCE THAT WALL
BE PRESCRIBED AND DISPENSED.
NOTE: Physiclan Assistants are not permitted to prescribe/dispense Schedule | controlled substances.
SCHEDULE Il
SCHEDULEI __
SCHEDULE IV
SCHEDULE V

IS THE ADDRESS OF THE PRACTICE LOCATION CHANGING?

YES ;IZ)
ARE YOU ADDING PRACTICE LOCATIONS?
YES NO

ARE YOU DELETING PRACTICE LOCATIONS?
YES NO

oare 377 0/
pate__ 374 é

e 3113/42

SIGNATURE OF PRIMARY SUPERVISOI

SIGNATURE OF PHYSICIAN ASSISTAN]

SIGNATURE OF NEW SUBSTITUTE



2/08

Regular Mailing Address Courier Address

Stafe Board of Medicine State Board of Medicine
P.O. Box 2649 2601 North Third Street
Harrisburg, PA 17105-2649 Harrisburg, PA 17110

Phone: (717) 783-1400 or 787-2381
Email: st-medicine@state.pa.us

WRITTEN AGREEMENT CHANGE FORM INSTRUCTIONS

*This form is to be completed when reporting a change to an existing, approved Medical |
physician assistant supervisor written agreement. A separate form must be completed for
each MX number. All signatures must be original. Please duplicate this form as needed.

« ADDING/DELETING A SUBSTITUTE SUPERVISOR:

o

(o]

ADD: Complete Sections A, B, and D. All signatures are required. FEE - $5 fee for each additional
substitute supervisor. Check/money orders should be made payable to the “Commonwealth of PA."
A processing fee of $20.00 will be charged for any check or money order returned unpaid by
your financlal institution regardless of reason for non-payment.

DELETE: Complete Sections A, B, and E. The signature of the primary supervisor and physician
assistant are required.

+ ADDING/DELETING A PHYSICIAN ASSISTANT:

=]

ADD: If you are requesting to supervise a new physician assistant, you must complete and submit
the Application for Registration as a Supervising Physician.

DELETE: Complete Sections A and C. The signature of physician assistant or the primary
supervisor is required.

« CHANGES IN PROTOCOL.:

=]

All changes require completion of Sections A, B, and F. The signatures of the primary supervisor
and physician assistant are required.

Changing Job Duties:
= ADD: Provide a list of all the added duties to be delegated to the physician assistant.
Describe the manner of supervision and the direction you will provide the physician
assistant.
» DELETE: Submit a list of all the deleted duties.

Chanaing Prescribing/Dispensing Privileges:
= Onan 8% X 11 sheet of paper, submit a list of all categories that the physician assistant
WILL NOT prescribe/dispense.
= Select the Schedules the physician assistant will prescribe/dispense.

Changing Practice Address Currently on File With the Board:
*  Submit the name and address of the location (NOTE: All future mailin .“E
be sent to this address. l

Adding/Deletiria Practice Locations: ] ApR 2.6 2012 “

s Submit a list of the names and addresses of the new/deleted locations. '\U'u

NOTE: PHYSICIAN ASSISTANTS CANNOT HAVE MORE THAN 3 PRIMARY
A HEALTH CARE FACILITY. PRIMARY SUPERVISORS CANNOT SUPERVISE MORE THAN 4
PHYSICIAN ASSISTANTS.




WRITTEN AGREEMENT CHANGE FO

A. PRIMARY SUPERVISOR NAME, ADDRESS, WRITTEN AGREEMENT NUMBER (MX):

atrice. Chen D 733 Li Avenyee
Pt / Pulstuer 4y |PA 15222, MkO1O an@

B. NAME AND LICENSE NUMBER OF THE PHYSICIAN ASSISTANT (MA) CURRENTLY WORKING UNDER YOUR AGREEMENT:
Catrica. Chapman

A - 000 722 L.
C. NAME AND LICENSE NUMBER OF THE PHYSICIAN ASSISTANT (MA} YOU ARE DELETING:

D. LIST THE NAME AND LICENSE NUMBER OF THE SUBSTITUTE PHYSICIAN (MD OR OS) YOU ARE ADDING:
Sharon Achitigs , M.

F32z224

E. LIST THE NAME AND LICENSE NUMBER OF THE SUBSTITUTE PHYSICIAN (MD OR OS) YOU ARE DELETING:
peved Creinia | mip

952717/,

*If you answer yes to any of the following questions, please follow all instructions outlined on the
instruction page.

F.  WILL THERE BE ANY CHANGE IN JOB DUTIES? X
YES NO
WILL THERE BE ANY CHANGE TO THE PRESCRIBING/DISPENSING >(
PRIVILEGES?
YES NO
IF CHANGIEE THE PRESCRIBING/DISPENSING PRIVILEGES, CHECK THE CONTROLLED SUBSTANCE THAT WILL
D AND DISPENSED. '
NOTE: Physiclan Assistants are not permitted to prescribe/dispense Schedule | controlled substances.
SCHEDULE Il
SCHEDULE il
SCHEDULE IV
SCHEDULEV ___
IS THE ADDRESS OF THE PRACTICE LOCATION CHANGING? ><
YES NO
ARE YOU ADDING PRACTICE LOCATIONS? ><
YES NO
ARE YOU DELETING PRACTICE LOCATIONS? X
YES NO

DATE Qﬁf//?
DATE S'é Ié

pate £— — /T

SIGNATURE OF PRIMARY SUPERVISOR

SIGNATURE OF PHYSICIAN ASSISTANT

SIGNATURE OF NEW SUBSTITUTE
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‘ Regular Maillng Address

Courier Addregs
State Board of Medicine State Board of Medicine
P.Q. Box 2649 2601 North Third Street
Harrisburg, PA 17105-2649 Harrisburg, PA 17110

Phone: (717) 783-1400 or 787-2381
Email: st-medicine@state.pa.us

WRITTEN AGREEMENT CHANGE FORM INSTRUCTIONS

*This form is to be completed when reporting a change to an existing, approved Medical
physician assistant supervisor written agreement. A separate form must be completed for
each MX number. All signatures must be original. Pleage duplicate this form as needed.

» ADDING/DELETING A SUBSTITUTE SUPERVISOR:

o ADD: Complete Sections A, B, and D. All signatures are required. FEE - $5 fee for each additional
substitute supervisor. Check/money orders should be made payable to the “Commonwealth of PA."
A processing fee of $20.00 will be charged for any check or money order retumed unpaid by
your financial institution regardless of reason for non-payment.

o DELETE: Complete Sections A, B, and E. The signature of the primary supervisor and physician
assistant are required.

» ADDING/DELETING A PHYSICIAN ASSISTANT:

o ADD: If you are requesting to supervise a new physician assistant, you must complete and submit
the Application for Registration as a Supervising Physician.

o DELETE: Complete Sections A and C. The signature of physician assistant or the primary
supervisor is required.

» CHANGES IN PROTOCOL:

o All changes require completion of Sections A, B, and F. The signatures of the primary supervisor
and physician assistant are required.

o Chgngmg Job Dutles:
ADD: Provide a list of all the added duties to be delegated to the physician assistant.
Describe the manner of supervision and the direction you will provide the physician
assistant.
= DELETE: Submit alist of all the deleted duties.

o Changing Prescribing/Dispensing Privileges:
= Onan 8 % X 11 sheet of paper, submit a list of all categories that the physician assistant

WILL NOT prescribe/dispense.
= Select the Schedules the physician assistant will prescribe/dispense.

o Changing Practice Address Currently on File With the Board:
»  Submit the name and address of the location (NOTE: All future mailings )
be sent to this address. i

[ .
o Addina/Deleting Practice Locations: Ll BPR Y8 2917
=  Submit a list of the names and addresses of the new/deleted locations. |

NOTE: PHYSICIAN ASSISTANTS CANNOT HAVE MORE THAN 3 PRIMARY
A HEALTH CARE FACILITY. PRIMARY SUPERVISORS CANNOT SUPERVISE MORE THAN 4
PHYSICIAN ASSISTANTS.
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Board: Medicine
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License No:
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49-106 (REV. (8/09)

Regular Mailing Address Courier Dellvery Address
STATE BOARD OF MEDICINE STATE BOARD OF MEDICINE
P.Q. BOX 2649 2601 NORTH THIRD STREET
HARRISBURG, PA 17105-2649 HARRISBURG, PA 17110
7t1 7-;133-1 400!{ 1t7-787-2381

/o | 4K

APPLICATION FOR REGISTRATION AS A SUPERVISING PHYSICIAN

INSTRUCTIONS - Print or type all information. If the written agreement is identical for all supervisors, submit one
application for each physician assistant. Attach the fee and wrilten agreement.

FEE - $35.00 for each application with one primary and one substitute physician assistant supervisor. An
additional $5.00 fee is due for each additional substitute supervisor. NOTE: A processing fee of $20.00 will be
charged for any check or money order returned unpaid by your financial institution regardless of reason
for non-payment. Make check payable to the “Commonwealth of Pennsylvania.” e fee cannot be
transfe to another application. PLEASE NOTE: If this application is not completed within six months,
uplaEfes of cerfain sections will be required. 1T the application process has not been completed within one year
from the date it was received, applicants will be also be required to submit an updated application and another
application processing fee.

Upon approval of the application, the Board will issue an approval letter for the primary su[;ewisor and provide a
list of all substitute supervisors. These documents will be sent to the primary supervisor at the address provided
on page one of the application.

REGARDLESS OF THE FILING DATE, A PHYSICIAN ASSISTANT CANNOT PRACTICE
) PRIOR TO THE BOARD'S APPROVAL OF THIS APPLICATION

PRIMARY SU ISING PHYSICIAN NAME/LICENSE NUMBER:

Chen Beatrice Allis mp- A2 45 36
CRET FIRET WDOLE LIC NO.

PHYSICIAN ASSISTANT NAME/LICENSE NUMBER;
Daniels Tud ¥y Ann MA- D0/0 63/
=T FRST WIOTE e
PRACTICE ADDRESS 7,27 A’Z”;f;ér Aierne -

UL A /5222
Y 74 ETATE 2P CUDE

PRACTICE TELEPHONE (72 | 734 —§957
PRIMARY SUPERVISING PHYSICIAN MUST COMPLETE THIS SECTION:

List your specialties @ L Sfekty 4 égiml-l) lﬁj

Do you hold a membership in any American Boards of Medical Spgcialties? YES / NO

If yes, list Board(s) Arm“cm Bl of  Obitins 4 La?j

Do you hold hospital staff privileges? YES \/ NO
If you have hospital staff privileges, indicate the hospital name(s).

oy~ Wnwr fhupbd of (1MC

=

o
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VERIFICATION

| will direct and exercise supervision over the named physician assistant in accordance with the rules and regutations of
the State Board of Medicine. | verify that | have reviewed the Medical Practice Act and Regulations of the State Board
of Medicine, | recognize that | am abligated to comply with all the provisions of the Act and Re?ulations including
those provisions that require me to notify the Board of the termination of my agreement to supervise the

hysiclan_assistant. | recognize that | retain full professional and legal responsibility for the.performance of the
physician assistant and the care and treatment of the physician assistant's patients.

| verify that the statements in this apﬁiication and written agreement are true and correct to the best of mé km:wledgv.;oe4
information and belief. | understand that false statements are made subject to the penalties of 18 Pa. C.S. Section 4
relating to unswormn falsification to authorities and may result in the suspension or revocation of my registration.

The physician assistant identified in this application will onl¥ work with the primary surervising physician and substitute
rhyslclan assistant supervisor(s) listed in this apgllcatlon. his physician assistant will only provide medical services to

he iatients under the care of the inmary and substitute supervisor(s) named in this application.

_ o731
reo rmary supexis n siclan te

/10 30 zoltz—
tureo  ysician ssistant ae

Name of Substitute Physician Assistant Supervisor bhavon Actiit fe <
License# 4 3222

s B owe (20 2

b . : A
Name of Substitute Physician Assistant Supervisor Rde « a ,(4

License # £
Signature

Date \O{ 7

1 ame of ubstitute Physician Assistant Supervisor

License #

Signature Date
Name of Substitute Physician Assistant Supervisor

License #

Signature Date

{Attach 8 1/2 x 11 sheets with additional names if needed.)
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WRITTEN AGREEMENT

?f; @ﬂfrlé( 4 a&vr

NAME OF PRIMARY SUPERVISING PHYSICIAN

Tudth A. Danielc

NAME OF PHYSICIAN ASSISTANT

INSTRUCTIONS: Please provide the followin
listed on page 2.

information for questions 1 and 2 on 8 1/2 x 11 sheets and attach to this
form. Number each section on the attachment. The information on this agreement must be identical for all supervisors

1. Describe the functions/tasks to be delegated to the physician assistant.

2. Provide details regarding the time, place and manner of supervision and direction you
will provide ‘&s!c!an agsisfa nE. Llrecton you
3.

{
Will the physician assistant prescribe and dispense druagsitherapeutic devices?
ves_ X NO

If yes, list below any categories that the physician assistant will NOT be permitted to
prescribe/dispense.
i il 1/

SUGFAM A~

If ves, will Schedule Il Il IV and/or V controlled substances be prescribed and
dispensed?
YES )(

NO

707§ 0 AON







1. Describe the functions/tasks to be delegated to the physician assistant.

The PA, Judy Daniels, will evaluate patients through Dr. Beatrice Chen following the
guidelines of Planned Parenthood of Western Pennsylvania. The Physicians will also
evaluate the patient when he/she or the PA believes it is necessary. Specific functions
include:

= Medical screening and evaluation

= Physical Examination including temperature, blood pressure, cardiac and lung
auscultation, assessment of airway, breast exam and pelvic bimanual exam,
collection of specimens

Provider performed microscopy

Insertion and removal of contraceptive implants

Endometrial Biopsy

Chemoablation of condyloma

Gestational sizing

Abdominal and transvaginal ultrasound

IV Access

Intra-operative monitoring using EKG machine and pulse oximeter

Immediate post-operative patient care consisting of observation and monitoring

patient's vital signs, managing post-operative medical care and administering

post-operative medications

= Supervision of the recovery area -

» Ordering, prescribing, dispensing and administering medications and
therapeutics will be performed within her scope of practice and as directed by the
Supervising Physician.

= Implement an emergency protocol during center hours and after hours. Direct
and assist with CPR until outside assistance is obtained

» Refer patients for specialist evaluation

2. Provide details regarding the time, place and manner of supervision and
direction you will provide the physician assistant.

1. The Physician shall be immediately available for consultation to the PA through
reEEEeessslnssassasasnication or by email, telephone, or telecommunications. When the
Physician cannot be available, she must communicate this to the clinician and
the Substitute Physician so that the Substitute Physician can respond to a
request to consultation within 30 minutes. The Substitute Physician will be
Sharon Achilles, MD.
2. The Physician will be present and avaiiable for:
a. Reviewing the standards of medical practice,
b. Establishing and updating standing orders and drug and other medical
protocols as required,
¢. Periodic updating of medical diagnosis and therapeutics,
d. Countersigning patient records within a reasonable time not to exceed 10
days, unless countersignature is required sooner by regulation, policy
within the medical care facility or the requirements of a third-party payor.

21029 0 AON







"
COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 2649
HARRISBURG, PENNSYLVANIA 17108
st-medicine@pa.gov

www.dos.state. .us/med

December 15, 2012
Telephone: 717-783-1400/ 717-787-2381
BEATRICE ALLIS CHEN 9849 Fax: 717-787-7769

PITTSBURGH PA 15222

RE: JUDITH DANIELS

Dear Doctor:

The Board has received your application for registration as a supervising physician. The items listed below are needed to
complete your application.

| -ltr=0
aéFee in the amount of $5.00, made payable o the "Commonwealth of Pennsylvania.” Fee breakdown is as
follows: $35 primary and one substitute supervisor, $5 for each additional substitute supervisor. Check or money

order must be drawn on a US bank. Note: A processing fee of $20.00 will be charged for any check or
money order returned unpaid by your bank, regardless of the reason for non-payment.

. APPLICATIONS NOT COMPLETED WITHIN SIX MONTHS
WILL REQUIRE UPDATES OF CERTAIN.DOCUMENTS,

When submitting the above information, please return a copy of this lefter. A physician assistant may
not practice prior to the Board’s approval of the application.



PHYSICIAN ASSISTANT Da.nivls_r Suo f{;\,{ - W .galol3L
PRIMARY PHYSICIAN  Chen Reotru ~ MDYIYF3L

#suBs > (JS_)

APPROVED PENDING
WS el
FEE S
12-187 1
APPLICATION
1)~ l‘a/'l}
WRITTEN AGREEMENT
PRACTICE LOCATION IS HOSPITAL @JF@
PRESCRIPTION PRIV (IR
RESTRICTIONS LISTED EprRN ~NO schtL
APPROVED FOR SCHED 2,34 5 ®3R N

wa Numeer: Mx_©! 9 ¥5L




COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
STATE BOARD OF MEDICINE
P. O. Box 2649
Harrisburg, PA 17105-2649
www.dos state. a.us/med

January 17, 2013

EN 9849

PITTSBURGH PA 15222

RE: JUDITH ANN DANIELS
Dear Doctor:

Your application to supervise a physician assistant has been processed. Enclosed are your
approval letters. You are reminded of the following:

The Board's regulations at 49 Pa. Code §18.151 define the role of a physician assistant. A copy
of the regulations is available on our web site at www.dos.state. a.us/med. The regulations authorize the
physician assistant under appropriate direction and supervision by a physician assistant supervisor, to
augment the physician's data gathering abilities in order to assist the physician in reaching decisions and
instituting care plans for the physician’s patients.

If you desire your physician assistant to provide services beyond those included in the regulations
you must adhere to the statutory provisions which address delegation of medical services. Sections 17
and 21 of the Medical Practice Act, 63 P.S. §§422.17 and 422.21, address the use of non-physician in the
performance of medical services.

The Board is unable to pre-approve procedures which are not contained in the regulation. As a
government agency the Board's activities are limited to that authorized by the Medical Practice Act of
1985, 63 P.S. §§422.1 - 422.45, This information is available on our web site, also. The act does not
confer authority on the Board to issue advisory opinions or pre-approve specific conduct. This issue has
been addressed by the Pennsylvania Commonwealth Court, which is the Court having review authority
over decisions of the Board. That Court has held that where the legislature has not provided authority for
a licensing board to pre-approve conduct of its licensees, such pre-approval decisions are in the nature of
an advisory opinion and thus a nullity. See Avis Rent A Car § stems v. Commonwealth De artment of
State, 548 A.2d 402 (Pa. Cmwith. Ct. 1988).

The Court has also held specific to the State Board of Medicine that the Medical Practice A¢t does
not confer pre-approval authority to the Board. Such actions by the Board are outside the scope of power
granted by the legislature. The Board’s authority to decide issues concerning accepted ethical and quality
standards of conduct arises in the context of promulgating regulations or in the context of a disciplinary
action. See Morrison v. State Board of Medicine, 618 A.2d 1098 (Pa. Cmwith. Ct. 1992). Outside the
context of its regulations the Board lacks authority to provide you the pre-approval you seek.
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In assessing whether the particular service is one which is appropriate for delegation under those
regulations, the physician must comply with the Board's delegation regulations contained at 49 PA Code;
Section 18.401 — 18.402 which is also available on our web site. The physician retains responsibility for
the medical service performed, whether performed personally or delegated to another person. Determine
the level of skill and knowledge necessary to the safe performance of the procedure. Research the
medical community's accepted practices, review the medical literature, and review the practice with
experts in the field. Assess the competency of the individual who will provide the service. Ascertain
whether performing the procedure on the particular patient creates any special risk. Provide supervision
and menitoring appropriate to the difficulty of the procedure, the skill of the delegatee, and the risk to the
particular patient.

We trust this information will assist you in exercising professional judgment regarding the
appropriate utilization of your physician assistant.

Sincerely,

State Board of Medicine

Enclosures



BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS

P. O. Box 2649
Harrisburg, PA 17105-2649
12/24/2018
License Information
BEATRICE ALLIS CHEN
Pittsburgh, Pennsylvania 15213
Board/Commission: State Board of Medicine Status Effective Date: 07/13/2004
LicenseType: Medical Physician and Surgeon Issue Date: 07/13/2004
Specialty Type: Expiration Date: 12/31/2020
License Number:  MD424836 Last Renewal: 10/31/2018
Status: Active
Prerequisite Information
Licensee Relationship License Type License License Associated License
Number Status Date Expiration Date
BEATRICE Self Automatic Written Agreement MX010300 Active
ALLIS CHEN
BEATRICE Self Automatic Written Agreement MX014486 Active
ALLIS CHEN
BEATRICE Self Automatic Written Agreement MX008148 Inactive
ALLIS CHEN

Disciplinary Action Details

No disciplinary actions were found for this license.

This site is considered a primary source for verification of license credentials provided by the
Pennsylvania Department of State.




