
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 othe,r 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) 

1. You must check one of the two statements below regarding child support regardless whether or not you have children: 
Cl	 I hereby certify that, as of the date of this application: (a) I am not subject to any support order or (b) Iam subject to a support 

order and I am in good standing with respec:t to it, or (c) I am subject to a support order and I am in full compliance with a plan to 
pay any and all child support due under that order. 

or 
o	 I hereby certify that I am NOT in good standing with respect to child support dues as of the date of this application and I hereby 

request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship. 
Please forward an "Application for Hardship". 

Regarding Taxes 
Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed 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) 

2. You must check one of the two statements below regarding taxes: 
o	 I hereby certify, under the pains and penalties or perjury, that I am in good standing with respect to or in full compliance with a plan 

to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen 
years in prison, a $10,000.00 fine or both).
 

or
 
o	 I hereby certify that I am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application 

and I hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable 
hardship. Please forward an "Application fOI' Hardship". 

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

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

o	 I hereby certify, under the pains and penaltiet. of perjury, that I am in good standing with respect to or in full compliance with a 
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or 
payments in lieu of unemployment contributit)ns to the Vermont Department of Employment and Training due as of the date of this 
application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both.) 

or 
o	 I hereby certify that I 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 I 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. 

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

Social Security #. 1__1 _ Date of Birth __1__1 

• The disclosure of your social security number is mandatory. it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and will be used 
by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals 
,1ffected by such laws, and by the Office of Child Support. 

STATEMENT OF APPLICANT 

I certify that the information stated by me in this application is true and accurate to the best of my knowledge and that I understand providing 
false information or omission of information is unlawful and may jeopardize my IIcense/certification/registration status. 

Signature of Applicant. _ Date	 _ 

Vermont Department of Health - Board of Medical Practice 
Applicant's Statement Regarding Child Support, Taxes, Unemployment Compensation Contributions 



State of Vermont
 

Department of Health
 

Board of Medical Practice
 

Statelnent of Good Standing 

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or 
District Court for Fines or Penalties for a Violation or Criminal Offense 

I hereby state that I am in good standing with respect to any unpaid judgment 
issued by the judicial bureau or district court for fines or penalties for a violation or 
criminal offense. 

I understand that a license may not be issued or renewed without such a 
statement. 

I further understand that, for the purposes of this section, a person is in good 
standing with respect to any unpaid jUdgment issued by the judicial bureau or district 
court for fines or penalties for a violation or criminal offense if: 

(I) 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. 

Date Signature 



-Vermont Department of Health· Board of Medical Practice 
FormA 

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM 

Withdrawal or denial of license or certificate (Questions 27 and 28) - Attach documents 

State year _ 
Circumstances under which license or cE~rtificate was withdrawn, denied, revoked, not renewed, or 
otherwise terminated, _ 

Voluntarily surrendered or resigned a license or certificate to practice medicine or any healing art 
(Question 29) - Attach documents 

State -- year _ 

Circumstances, _ 

Disciplinary charges or action (Question 30) - Attach documents 

Name of organization involved, , 

Duration, 

Action taken (circle all that apply) 

01 Revocation of right or privilege 
02 Suspension of right or privilege 
03 Censure 
04 Written reprimand or admonition 
05 Restriction of right or privilege 
06 Non-renewal of right or privilege 
07 Fine 
08 Required performance of public servicl~ 

09 EducationfTraining/Counseling/Monitoring 
10 Denial of rights or privilege 
11 Resignation 

Circumstances 

Date, _ 

_ 

12 Leave of absence 
13 Withdrawal of an application 
14 Termination or non-renewal of contract 
15 Medical Records Suspension 
16 Probation 
17 Assurance of Discontinuance 
18 Consent Agreement 
19 Letter of Agreement 
20 Expulsion from Membership 
21 Reprimand 
22 Other (specify) _ 

_ 

Denial of examination priVileges (Question 31) - Attach documents 

State, year _ 

Circumstances under which examination privileges denied _ 



Vermont Department of Health - Board of Medical Practice
 
FormA
 

Training program(s) not completed - discontinued education, training, practice (Questions 32 and 
33) . Attach documents 

Training program(s) _ 

Location of programs . Year _ 

Circumstances, _ 

Affecting health care institution staff privileges, employment or appointment (Question 34) _ 
Attach documents 

Institution involved ' _ 

Location Year _ 

Circumstances _ 

Privilege to prescribe controlled substances (Question 35) - Attach documents 

Name of organization involved _ 

Type of restriction Date _ 

Circumstances of restriction 

Criminal investigation - proceeding (Questions 36 and 39) - Attach documents 

Court _ 

City and state _ 

Charge . _ 

Description . _ 

Status. _ 
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Vermont Department of Health - Board of Medical Practice
 
Form A
 

Date _ 

Plea? Yes No 

Conviction? Yes No 

Date _ 

(Question 37) Internet prescribing 

Please provide a general description of your practice of internet prescribing 

Investigation by other licensing or certification board - proceeding (Question 38) - Attach 
documents 

Date _ 

Licensing or certification board _ 

State _ 

Description , _ 

Status _ 

Medical condition, treatment, use of chemical or illegal substances (Questions 40-42) 

Treating organization _ 

Address Telephone _ 

Type of diagnosis, condition or treatment ,- field of practice - use of chemical substances 

Dates of illness of 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 
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Vermont Department of Health - Board of Medical Practice
 
FormA
 

(Question 48) 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 at point of your involvement; 
2. Patient's condition at end of treatment; 
3. The nature and extent of your involvElment with the patient; 
4. Your degree of responsibility for the course of treatment 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 Anesthesiologist 11 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-Call Physician 
08 PGY 1 18 Group Practitioner/Partner 

19 Other: Specify _09 PGY 2
 
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, Settlement, Dismissal: 

Vermont Department of Health - Board of Medical Practice 
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Vermont Depal1ment of Health - Board of Medical Practice 
FormA 

If a Court or Arbitration Panel heard your case, indicate the following:
 

Court _
 

Court's location _
 

Docket number _
 

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)
 
__1__1_­
Date appeal decided: (month, day, year) .__1__1__
 

If your case was settled, indicate the following:
 

Settlement amount paid on your behalf:
 

Total settlement amount:
 

Date of settlement: (month, day, year) __1__1__ 

__ Case dismissed against you Against all defendants 

Important: In addition to the above information, please attach a copy of the complaint and final 
judgment, settlement and release, or other final disposition of the claim. This information can be 
obtained from your legal representativt~. 

Additional information, if any: 

Vermont Department of Health - Board of Medical Practice 
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
 
10B CHERRY STREET
 

BURLINGTON, VERMONT 05401·0070
 
(B02) 657- 4220
 

VERIFICATION OF PHYSICIAN ASSISTANT LICENSURE OR CERTIFICATION 

This section must be completed by t~le regulatory authority in the states in which you now hold 
or have ever held a license or certification to practice as a physician's assistant. 

I, Secretary of the 

State Board of , certify that 

was granted Certificate Number 

to practice as a physician's assistant in the State of 

on the day of 19 

and that said certificate has never been revoked, suspended or conditioned in any way, or the 
licensee has never been disciplined by the Board in any way.
 

NOTE: If licensed by written examination the secretary should further certify:
 

I further certify that the aforesaid in his/her written
 

Examination before this Board, obtained a general average of percent in the
 

Following branches:
 

(The subjects of the examination and rating of each must be stated in full.)
 

(AFFIX SEAL) -=--__--,-,-_----, _ 
(Secretary/Dimctor) (Date) 



--------------------

EMPLOYMENT CONTRACT
 

I, __________. , an applicant for 
(Applicant's Name) 

Certification as a Physician Assistant, am employed by 

(Employer's Name) 

for the period beginning 
(Month/DayIYear) 

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

Signature of Physician Assistant (Date) 

Signature of Supervising Physician (Date) 

Print Name of Physician


NOTE: A contract from each separate employer is required.
 



--------------------------------

------

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 
(Last) (Middle) 

Mailing Address ---------------- ­
(Office Name) 

(Street) 

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

Vermont License #: 

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

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

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 , 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 nonnallimits of my practice. I 
further certify that notice will be posted that a physician assistant is used, in accordance with 26 YSA, Chapter 31, 
Section 1741. 

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

(Date) (Signature of Supervising Physician) 

Co-signature ofPA: _ 

Note: A PA who prescribes controlled drugs must obtain an ID number from DEA. PA's DEA Number 



------

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 --------_._------------------ ­
(Last) (First) (Middle) 

Mailing Address . _ 
(Office Name) 

(Street) 

(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 

I hereby certify that, in accordance with 26 YSA, Chapter 31, I shall be legally responsible for all medical activities 
of , P.A. only when the prima)' 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 I~xceed the norrnallimits of my practice and hat in accordance with 26 
YSA, Chapter 31, Section 1741, the use of a physician assistant has been posted. 

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

(Date) (Signature of Secondary Supervising Physician) 



Vermont Department of Health - Board of Medical Practice 

SPECIALTY CODES LIST 
(primary care specialties in boldface) 

0101 Allergy and Immunology 0712 Medical Oncology 1503 Clinical Pathology 
0102 Clinical & Laboratory 0713 Nephrology 1504 Blood 
Immunology 0714 Pulmonary Disease BankinglTransfusion Medicine 

0715 Rheumatology 1505 Chemical Pathology 
0201 Anesthesiology 0716 Sports Medicine 1506 Cytopathology 
0202 Critical Care Medicine 1507 Dermatopathology 
0203 Pain Management 0801 Medical Genetics 1508 Forensic Pathology 

0802 Clinical Biochemical 1509 Hematology 
0301 Colon & Rectal Surgery Geinetics 1510 Immunopathology 

0803 Clinical 1511 Medical Microbiology 
0401 Dermatology Biochemical/Molecular Genetics 1512 Neuropathology 
0402 Dermatopathology 0804 Clinical Cytogenetics 1513 Pediatric Pathology 
0403 Clinical & Laboratory 0805 Clinical Genetics (Md) 
Dermatology 0806 Clinical Molecular 1601 Pediatrics 
0404 Dermatological Immunology Ge,netics 1602 Adolescent Medicine 

1603 Clinical & Laboratory 
0501 Emergency Medicine 0901 Neurological Surgery Immunology 
0502 Medical Toxicology 0902 Critical Care Medicine 1604 Medical Toxicology 
0503 Pediatric Emergency 1001 Nuclear Medicine 1605 Neonatal-Perinatal 
Medicine Medicine 
0504 Sports Medicine Obstetrics & Gynecology11101 Pediatric Cardiology 1606 

Critical Care Medicine 1102 Pediatric Critical Care 1607 
0601 Family Practice Gynecologic Oncology 1103 Medicine 
0602 Geriatric Medicine Maternal & Fetal1104 Pediatric Emergency 1608 
0603 Sports Medicine Me,dicine Medicine 

1105 Reproductive 1609 Pediatric Endocrinology 
0701 Internal Medicine Endocrinology 1610 Pediatric 
0702 Adolescent Medicine Gastroenterology 
0703 Cardiac 1201 Ophthalmology 1611 Pediatric Hematology-
Electrophysiology Oncology 
0704 Cardiovascular Disease 1301 Orthopaedic Surgery Pediatric Infectious 1612 
0705 Critical Care Medicine 1302 Hand Surgery Disease 
0706 Clinical & Laboratory Pediatric Nephrology 1613 
Immunology 1401 Otolaryngology Pediatric Pulmonology 1614 
0707 Endocrinology Diabetes 1402 Otology/Neurotology Pediatric Rheumatology 1615 
& Metabolism 1403 Pediatric Otolaryngology Pediatric Sports 1616 
0708 Gastroenterology Medicine 
0709 Geriatric Medicine 1501 Anatomic & Clinical 1617 Children With Special 
0710 Hematology Pathology Health Needs 
0711 Infectious Disease 1502 Anatomic Pathology 

1 



3.1.11 AUTHORITY TO PRESCRIBE DRUGS 

The certified physician's assistant may prescribe only those drugs utilized, by the primary supervising 
physician and permitted by the scope of practice submitted to and approved by the Board. 

The drug order shall be signed, ·~ysician assistant's name) for (physician'S namet. 

Upon a pharmacist's request, the Board shall fumlsh a copy of the Board approved scope of practice and 
8 signature sample of the physician's assistant. 

3.1.12 PRIMARY SUPERVISING PHYSICIAN 

The supervising physician shall: 
1. be qualified to practice medicine In the field(s) of medicine In which he or she actively practices; 
2. supervise physician' assistants; only in the field(s) of medicine In which he or she actively practices; 
3, submit his or her usual scope of practice as defined in 3.1.1, 10 a). 
4. outline in detail how he or she will be available for consultation and review of worK performed by the 
physician's assistant 
5. supervise no more physician assistants concurrently than have been approved by the Board after 
review of the system of care delivery, 
6. fumish copies of the physician' assistant's scope of practice to any medical facilities with which the 
physician's assistant is affiliated or employed; 
7. conduct and document regular chart reviews. such as chart audIts, and retrospective patient care
 
audits, or review and countersign PA notes;
 
8. immediately notify the eoarCl in writing of dissolution of the physician' assistant's employment 
contract and the reason(s) for dissolution. Sirt;lilar notification Is required if the scope of practice changes, 
the employer(') change. or there is a change In the primary or secondary supervising physician(s). Board 
approval must be received. otherwise the PA's certificate becomes void. Documents already on file with the 
Board need not be resubmitted. 
9. sign a statement certifying that the primary supervising physician has read the statutes and Board. 
rules governing physician . assistants. 

3.1.13 SECONDARY SUPERVISING PHYSICIAN 

The secondary supervising physic:ian shall: 
1. be qualified to practice In the field(s) of medicine In which the physician assistant Is practicing; 
2. supervise physician assistants only In the field(s) of medicine In which he or she actively practices; 
3. be responsible for the physiciaf1 assistant's medical acts only when Consulted by the physiciar1 
assistant. 
4. be available for consultation as secondary supervising physician; 
5. have read and signed the scope of practice submitted to and approved by the Board; 
6. supervise no more physicial\ assistants concurrently than hev. been approved by the Board after 
review of the system of care delivery; 
7. immediately notify the Board of dissolution of secenctary IUpervision and reasons for dissolution of 
the physician assistant employment contract. The notification shaJI Include the reasons for· ending the 
employment relationship If any of the grc)l,lI'lds of unprofessional conduct as described in 26 V.SA section 
1736 has occurred.; 
e. sign a statement certifying that the secondary supervising physician has read the statutes and Board 
rules governing physici8l1 auiatants. • 



VERMONT BOARD OF MEDICAL PRACTICE
 
PHYSICIAN ASSISTANT SCOPE OF PRACTICE
 

"Scope of practice" means a written document detailing those areas of medical practice including 
duties and medical acts, delegated to the physician assistant by the supervising physician for which the 
licensee is qualified by education, trainin~1 and experience. At no time shall the scope of practice of the 
physician assistant exceed the normal scope of either the primary or secondary supervising physician(s)' 
practice. 

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

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

It is the obligation of each team of physician(s) and the physician assistant(s) to insure that the 
written scope of practice submitted to the Board for approval clearly delineates the role of the physician 
assistant in the medical practice of the supervising physician. This should cover at least the following 
categories: 

a) Narrative: A brief description of the practice setting, the types of patients and patient 
encounters common to this practice and a general overview of the role of the physician assistant in that 
practice. 

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

c) Sites of Practice: A description of any and all practice sites (Le. office, clinic, hospital 
outpatient, hospital inpatient, industrial SitE~S, schools, etc.). For each site, a description of the PA's 
activities. 

d) TaskslDuties: A list of the PA's tasks and duties in the supervising physician's scope of 
practice. 

This list should express a sense of involvement in the level of medical care in that practice. The 
supervising, physician may only delegate those tasks for which the physician assistant is qualified by 
education, training and experience to perform. Notwithstanding the above, the physician assistant should 
initiate emergency care when required while accessing back-up assistance. At no time should a particular 
task assigned to the-PA fall outside of the scope of practice of the supervising physician. 

e) An authorization to prescribe medications which includes the following statements: 

1) The physician assistant name~d in this document will be authorized to prescribe medications 
in, accordance with the scope of practice submitted to and approved by the Vermont Board of Medical 
Practice., 

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


