
Aflidavit atld Arrthorlzatlott for Rolease,of lnformatlon: You must attoch a recenl (less tiran 6 rnonths old)pas$por{ quality, c;clor phofrrgraph of yourself io (his form. 
.fake 

tfr. foifn to a notary public and sjgn lh6 form inlhe presence 0{ llte noiary puntic, rrre nctarizea forrrr itren must be se,it ciirectty to this Board,

Affidovtt
And

Authorlzation For Release of lnformation

l' lhe urtdersiglted' being cluly sv/orn, heleby cartify uncJer oalh tlrat I arrt tlrn persou rramsd irr this applicag'n,ll''at ti{l sislen'lents I have tnacie or strail rnaie wiltirespect lhereto ate lrue, lirat lam the original and lavwut pos.so$s0r t'lf altd petson tranted in lhe various forms anc.l creden(iars furnislrod or l0 be furnisho? willt respect lo myapplrcalion nncl lhat illl documen{s, forms or copies ilrereof lurrtislrsd or tc bo lurnishocJ wlfl.l respect to nry appll.oaticn are slricily lrue in every aspect,

i acknow{r'"dge thal I have read and understand the Applloatrcin for physician Lrcerisure Bnd have arrswereo al}qrrestions cr:rttained in the application truthfully and coinplorely I firrrher acknowlecjgo lhat falh.lre on my part t0ansvrer qtiestions trufhtutlv and completoly ntay lead to my beino prosecuted un,leiappropiiote i"oorar irrrd sraielar,vs. / -- ''r r''----:

I ar'rthotlze and request every person, hospilal, clinic, goverhmenl agenoy (local, sloto, {.edrrral or loroign), courl,acs0ci;rlit:n, irrstitttlicn fir lo'.v entorc€rneni flgency hilving custody oicontrot crf any c1ucrlmerris, recorrlb andotlter i111*r,"*tirtn peflainirtg to me to furnielr io the Boari any such tntonrrailon, inlucring cjocuinents, recordsreqatding cltarges or complaints filed againsl me, forrnal or inlorma{, pencling or olosed,'or any other porlinenl
data anci l-o permit tlro [loard or any of ltu agents or representatives to inspecr and rnake r:opies o( such cJocu.
rnents, recorcls, arrci o(lrer irrformaiion in connection with lhis applibailon,

i her*by releese, discharge and exonerate the Board, its agents orrepresentaflves and any peruon, hospltal,
clinic, governnten( ogency (local, state, federaj or foreign),iouri, association, institution or law enforcemeni
a91ln9y having custody or control of any doouments, roeords ancJ other inlornration pertaining io me 0{ any and
all liabiilty of.overy nalure and kirrd arising orrl of lnvesfigaflon made by the Board.

l,will inrl'n&diately notily the, board in writinE of any changes to the answers to any of lhe ques(ione conlained in
tliis applicatron lf strch a ctrange ocours at any iime prioi to a licenee to prac(ice rnedicine being.grnnlecl to nre
by the l-rc;tud.

l.undorstand my failure lo,Enswerquestions contained in this application truthfully and compietely may lead to
denial, revocation, or other cirsciplinaty sanction of my licerrse cir pernrit lo practice rnedicine ,

't.'" 1' " ;. 
-:. 

*
Applicalt's iiignature (must be sigrred in lfie pr.edence oie noldt)--- -

n1 Prn{ed Last ilsme

,Appilcan i's Frirrtecl First anre, Middie nitial, and (e.g jr.)

Appliconi pnotograrlh

S6curely lape ot gtue
in lhin squarr o cur'
lcnt irooFvigv/ 2' x 2'
tb$$port-type colbr
pho(ognprh o( your,
rr:ll.

f) ate cf Signerture

l)irieci

SUBSCRIBED AND SWORN To belore me this

M;r <:omtnissiorr e (N0'r^RY Pt'rjt,tc riJ(;N4TuR6 & SrAL)

Applicanl Name Date



EMPLOYMENT CONTRACT

, an applicant for
(Applicant's Name)

Certification as a Anesthesiologist Assistant, am employed by

(Employer's Name)

for the period beginning
(MonthlDayfY

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

Signature of Anesthesiologist Assistant (Date)

Signature of Supervising Anesthesiologist (Date)

Print Name of Anesthesiologist

NOTE; A contract from each separate employer is requlred'



STATT] OF VERMONT. BOARD Otr MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VT 05401
(802) 6s1-4220

APPLICATION BY PROPOSID PRIMARY SUPDRVISING ANESTHESIOLOGIST

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

Name of Supervisor;
(Last)

Address where AA will be supervised:

(First) (Middle)

(Offibe Name)

(Street)

(City/State, Zip Code)

Vermont Physician License #t

Hospital(s) where you have privileges:

Hospital(s)

(Telephone Number)

Location Specialty

What arrangements have you made for supervision when you are not available:

List the names ancl addresses of all anesthesiologist assistants you cunently supervise;

CITRTIF'ICATE OF PROPOSED PRIMARY SUPERVISING ANESTHESIOLOGIST

I hereby certiD, that, in accordance with Z6 VSA, Chapter 29, I shallbe legally responsible for allprofessional.activities

of (narne of ai)
proiocol outlining the scope of p.i"tic", 

^ttari*A 
io if,is application, does not exceed the normal limits of my practice ' I

hunher certif, thit notice will be posted that an anesthesiologist assistant is used, in accordance with 26 VSA, Chapter

29, Section 1657. I also affirm that I have read and will abiJ's by all provisions of 26 VSA, Chapter 29, of the Statutes of

the Vermont Board of Medical Practice.

I further certily that I have rcad the statutes and Boa|d rulos governing anesthesiologist assistants'

(Date) Signature of PrimarY Supervis

(Date) 
- Signature of AA Applicant:

Note; An AA who prescribes controlled <lrugs must obtain an ID number ftom DEA,

AA's DEA Number

ing Anesthesiologist



STATD OF VERMONT - BOARD OF MEDICAL PRACTICE
I08 CHERRY STREET

BURLINGTOTY, VT 05401
(8AD 651-422A

APPLICATION BY PROPOSED SECONDARY SUPERVISING ANESTHESIOLOGIST

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

Name of Supc'rvls(')t'

(Last)

Address where AA will be supervised:

(Middle)(First)

(Office Name)

(Street)

. (City/State, Zip Code)

Vermont License #:

Hospital(s) where you have privileges;

I{ospital(s) Location

(Telephone Number)

Specialty

List all the names and addresses of anesthesiologist assistants you currently supervise;

CERTIFICATE OA PROPOSED SECONDARY SUPERVISING ANESTHESIOLOGIST

I hereby certily that, in accor(lance with 26 VSA, Clrapter 29, I shnll be legally t'esponsible for nll profcssional nctivities

of (name of AA)-,___ AA rvhilc I ant supervising lrirnlhcr, I lilrthcr corrily that the

protocoloullirring the scope of lrlrnctice, attached lo this application, does flot cxceed the ftlrm{l linits of nry practise

and thal in accordance wiitr ZO VSA, Chapter 29, Seotion 165?, I also affirrn lhat I havc reod and will abide by all

provisions of 26 VSA, Chapter 29,of the Statutes of theVermont Board of MedicalPractice,

I further ocrtify that I have read the statutes and Board rules governing anesthesiologist assistants.

(Dare) (Signature of Proposed Secondary Supervising Anesthesiologist)



Protocol require ments for Anesthesiologist Assistants

In order to practice, a cerlified Anesthesiologist assistant shall have completed a protocol with a Vermont
Iicensed Anesthesiologisl signed by both the anesthesiologist assistant and the supervising
anesthesiologist, The originalshall be filed with the board and copies shallbe kept on file at each of the
anesthesiologist assistant's practice sites. All applicants and certificatees shall demonstrate that the
requirements for certification are met,

The Protocol document shall be signed by the primary supervising anesthesiologist and the AA, and shall
cover at least the following:

. Narrative: A description of the practice selting, patient population cornmon to the practice and a

general overview of the role of the anesthesiologist assistant in that practice,

. A detailed description of the manner in which on-site and off-site Anesthesiologist supervision
and communicatjon will occur;

. A detailed description of the manner in which secondary supervising anesthesiologists wil] be

utilized, and the means by which communication with them will be managed;

r A detailed description of the manner in which emergency conditions will be handled in the
absence of an on-site anesthesiologist, including
r Plans for irnmediate care,

. Means of accessing emergency transport;

o A detailed description of the physician's supervision plan for the AA's praclice; and

A detailed description of the physician's plan for retrospective review of AA charts which must at

least include the following:

. The frequency with which these reviews will be conducted;

. The minimum number or percentage of charts that will be reviewed;

r The method by which charts will be selected for review; and

r The methods by which the review wili be documented;

Sites of Practice: Name, physical address and type of facility for each practice site'

a

o

a Duties: A list of the tasks and duties delegated to the M, which shall include only activities within
the supervising anesthesiologists' scope of practice, The supervising anestheslologist may only
delegate those tasl<s for which the anesthesiologist assistant is qualified by education, training and

experience to perform.
Authorization To Prescribe, An AA may prescribe only those drugs that are within the scope of
practice of both the AA and fhe primary supervising anestlqesiologist as documented in the
protocol, If authorized to prescribe prescription drugs andf or devices, the protocol must address

all of the following [if appiicable): ZZ,Z.S.t Whether the AA is authorized toprescribe control]ed
substances;

. The AA's DEA number; and

r The specific schedules authorized

a



STATE OF VERI4ONT .. BOARD OT MEPICAL PRACTICE,1OB CHERI{Y STITEET
BURLTNGTON, vERMONT 05401

(802) 657_ 4220

ANESTHESIOLOGIST A$$ISIANT

VHRIFICATION OF LICENSUNE OR CERTIFICATION.

This seciion tlus( bo completerj by.{he regulatory authority in the statos in which you now hotdor have ever horcr a riconse orcehirication o pric,co us i nrucltaiilacilttoner.

Slate Board bf

to practice as an

on the

or other a

, on behalf of the

, certify that

was gmntod 0ertificate/License Nunrber

in the $tate of

day of

and thaf said certificate or license has never boen re.voked, suspended or conditioneci in any way,or tlro certtlicate holder ot licensee has,never beon disciplineO rj/nrlJauthority in any way, '

{At:,rlx sEALi
(Auth orized Representative)



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

CERTIFICATE OF ANESTHESIOLOGIST ASSISTANT EDUCATION

I hereby certify that, was admitted to the
(Name)

Anesthesiolog ist Assistant

Program in on
(City and State)

and completed all requirements for graduation on
(Date)

A was granted on
(Specify certificate/d iploma/deg ree)

ls this program CAHEA or successor agency approved? _ Yes

Date:

Signed
(Authorized Officer of the School)

(Date)

(Date)

(AFFTX SEAL)

No

TO PROGRAM: Return to above address



Reference Form #1 Return Directly to the Board

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

Name of applicant:
The person named above has applied to the Vermont Board of Medical Practice for a certification to
practice as an anesthesiologist assistant in Vermont. The applicant has listed your name as one
who has requisite knowledge through recent observation of the applicant's current clinical
competence, ethical character, and ability to work.cooperatively with others. ln this regard, please
complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form. lf more room is needed, please attach additional information

Name was at

from to During that time, he/she

was (list status in the institution)

IMPORTANT NOTE: lf you rate the applicant "poor" or "fair" in a particular category, please
elaborate on this aspect of the reference in as much detail as possible.

The basic medical
knowledge to be
expected in a AA:

Professional j ud gement:

Sense of responsibility

Moral character/ethical
conduct:

Competence and skills
in the tasks delegated:

Cooperativeness abil ity
to work with others:

Willingness to accept
directions and limitations
in role:

History & physical exam:

Record keeping

M-Patient relationship

Track record in adhering
to scope of practice:

Ability to communicate in
reading, writing and
speaking the English
language:

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Fair

Fair

Fair

Fair Average Above Average

Fair Average Above Average

Fair Average Above Average

Fair Average Above Avera"ge

Average

Average

Average

Average

Average

Average

Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Fair

Fair

Fair

Fair

Poor Fair Average Above Average



Reference Form #1
Continued

Return Directly to the Board

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH MOST RECENTLY
PAGE TWO OF TWO

Name of applicant:

To the best of your knowledge, does/did the applicant carry out the duties and
responsibilities of the position at your institution in a satisfactory manner?

Do you know of any emotional disturbance, mental illness, organic illness, alcohol or
drug problem, which might impair the applicant's ability to practice as a
anesthesiolog ist assistant?

Do you know of any pending professional misconduct proceedings or medical
malpractice claims?

Do you know if the applicant has been a defendant in any criminal proceeding other than
minor traffic offenses?

Do you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence,
misconduct or malpractice?

Do you know of any resignation or withdrawal from training or of professional privileges
to avoid imposition of disciplinary measures?

Do you know of any confirmed quality concern (quality of hospital care provided to
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere?

Do you know of a failure of the applicant to complete a training program(s)?

Yes No

Yes No

Yes

-No
Yes No

Yes No

Yes No

Yes No

Yes No

ln addition to the information provided on the previous page, please use the space below and the
reverse side for elaboration on the above and any additional information you have available to aid
the Board in evaluating this applicant. Of particular value to us in evaluating any applicant are
comments regarding his/her notable strengths and/or weaknesses. We would appreciate such
comments from you. Any additional information should be attached to this form.

The above report is based on:

Close personal observation
General impression
A composite of previous evaluations
Other - Specify:

I further certify that at the time of completion of the above training, or during my association with
the anesthesiologist assistant,.he/she was competent to practice as an anesthesiologist assistant
and he/she was not the subject of any disciplinary action.

I recommend for certification in Vermont

Signed

Print or Type Name and Title

Date:



Reference Form#2 Return Directly to the Board

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(8021 657- 4220

Name of applicant:
The person named above has applied to the Vermont Board of Medical Practice for a certification to
practice as an anesthesiologist assistant in Vermont, The applicant has listed your name as one.
who has requisite knowledge through recent observation of the applicant's current clinical
competence, ethical character, and ability to work cooperatively with others. ln this regard, please
complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form, lf more room is needed, please attach additional information.

Name was at

from to During that time, he/she

was (list status in the institution)

IMPORTANT NOTE: lf you rate the applicant "poor" or "fair" in a particular category, please
elaborate on this aspect of the reference in as much detail as possible.

The basic medical
knowledge to be
expected in a AA:

Professional judgement

Sense of responsibility

Moral character/ethical
conduct:

Competence and skills
in the tasks delegated:

Cooperativeness ability
to work with others:

Willingness to accept
directions and limitations
in role:

History & physical exam

Record keeping:

AA-Patient relationship:

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Fair

Fair

Fair

Fair Average

Fair Average Above Average

Fair Average Above Average

Fair Average Above Average

Average

Average

Average

Average

Average

Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Above Average

Fair

Fair

t.
l-atr

FairTrack record in adhering
to scope of practice:

Ability to communicate in _ Poor 

- 

Fair
reading, writing and
speaking the English
language:

Average Above Average



Reference Form#2
Continued

Return Directly to the Board

Yes

STATE OF VERMONT - BOARD OF MED]CAL PRACTICE
108 CHERRY STREET

BURLINGTON, VERMONT 05401
(802)' 657- 4220

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH MOST RECENTLY
PAGE TWO OF TWO

Name of applicant:

To the best of your knowledge, does/did the applicant carry out the duties and
responsibilities of the position at your institution in a satisfactory manner?

Do you know of any emotional disturbance, mental illness, organic illness, alcohol or
drug problem, which might impair the applicant's ability to practice as a
anesthesiologist assistant?

Do you know of any pending professional misconduct proceedings or medical
malpractice claims?

Do you know if the applicant has been a defendant in any criminal proceeding other than
minor traffic offenses?

Do you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence,
misconduct or malpractice?

Do you know of any resignation or withdrawal from training or of professional privileges
to avoid imposition of disciplinary measures?

Do you know of any confirmed quality concern (quality of hospital care provided to
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere?

Do you know of a failure of the applicant to complete a training program(s)?

No

Yes

-No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes

-No
ln addition to the information provided on the previous page, please use the space below and the
reverse side for elaboration on the above and any additional information you have available to aid
the Board in evaluating this applicant. Of particular value to us in evaluating any applicant are
comments regarding his/her notable strengths and/or weaknesses. We would appreciate such
comments from you. Any additional information should be attached to this form.

The above report is based on

Close personal observation
General impression
A composite of previous evaluations
Other - Specify

I further certify that at the time of completion of the above training, or during my association with
the anesthesiologist assistant, heishe was competent to practice as an anesthesiologist assistant
and he/she was not the subject of any disciplinary action.

I recommend for certification in Vermont.

Signed

Print or Type Name and Title

Date


