
Affidavit and Authorization for Release of lnformation; You musl affach a recent (less than 6 monflre olci)passporl quality, color photograph of yourself to thi$ forrn. Take the form to a notary public and sign the form in
tlre presence of the notary public. The notarized forrn thon must be sent direcly to'this Board. '

^Til"-
Authorization For Release of lnformafion

I the undersigned, being duly sworn, hereby certity under oath that I arl the person'named in this application.
that ali staternents I have made or shall make tvith respect thoreio are true, that I am the original and lawful pos-
seBsor of and porson named in the various forms and credentiais furnished or to be furnished with respect to my
application and that all documents, forms ot copies thereof furnished or to be furnished with respect to my appli-
catron are stricily truq in every aspoct.

I acknowledge that I have read and undersiand the Applicition for Physician Licensure and have ansy,rered all
questions contained in the application truthfully and completely. I further acknowledge that failure on my partto
ansvrer questions truthfully and compietely may lead to my being prosecuted under appropriate federal and $tai.e
laws.

I authonze and request every person, hospital, clinic, governrnent agency (local, state, federal or foreign), court,
association, institution or law enforcement agoncy having custody or controi of any docrJments, records and
other information pertaining to nie to furnish to the Board any such infcrmation, incir-rding documents, records
regarding charges or complainis filed against me, formal or informal, pending or closed, or any other partinent
data and to permit the Board oi any of its agents or represeniatives to inspect and make copies oi such docri.
rnents, records, anci other inlormaiion in connection wiih this application.

I hereby release, discharge and exonerate the Board, its agents or representatives and any person, hospital,
clinic, government agency (local, slate, lederal or foreign), court, association, institution or law enforcement
agency having custocly or control of any ciocunrents, records and other information pertainirrg to mo of any and
all tiability of ever5r nature and i<ind.arising out of investigation rnade by the Board

I will imrnediately notify the board in wriiing of any changes to the answers to any of the questions contained in
this apptication if such a change occurs at any time prior to a license to praciice medicirre being grantecl to nre
by the boarci.

I understand my failure to answer questions contained in this applicaiion truthfully and completely may lead t-o

denial, revocation, or other disciplinary sanction of my license or permit to practice mec]icine.

Appticant's Signaiure (must be signed in the presence of a notary)

/"\pplicanl s Printed Last Nanre

Applicani's Printecl First Name, Middle lnitial, and Suffix (e.q., Jr.)

Dale of

Applicant Pholograph

Securory lape or giue
in ihis square a cur.
r6nt lronl-viow 2" x f
pa$sport-type color
photograph ol youn
self ,

NINTA PV

Dated*"---**- Sjgned .-

SUBSCRIBED AND SWORN TO before me this_.___*._ - . day of,

My comr;nission

20- *_
(NO,TARY PU8'-rC STGNATURS & SEAL)

Appiicant Narne LJdtC



EMPLOYMENT CONTRACT FORM

(Applicant's Name)

Certification as a Radiologist Assistant, am employed by

, an applicant for

(Employer's Name lncluding Department)

for the period beginning
(Month/DayNear)

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

Signature of Radiologist Assistant (Date)

Signature of Supervising Radiologist (Date)

Print Name of Supervising Radiologist

NOTE: A contract from each separate employer is required



STATE OF VERMONT - BOARD OF MEDICAL PI{ACTICE
I08 CHERIIY STIIEET

BURLINGTON, VT 05401
(802) 651-4223

APPLICATION BY PROPOSED PRIMARY SUPERVISING RADIOLOGIST

Nanie in firll
(Last)

Address where RA will be supervised:

(Fir.sr) (Middle)

(Office Narne)

(Street)

(CitylSrate) (Zip Code) (Telephone Number)

Vennont Physician License #

Flospital(s) where you have pr.ivileges

Hospital(s) Location

what arra.ngements irave you made for supervision when you a::e n<lt available

Li'st the names and addr:esses of all Raclioiogist Assistants you currently supervise:

I hereby cerliS'fhat, in accordance with26 VSA, Chapter 52, I shall be legally responsible for all professional
activities of -----:;---:--- , ItA. while under my'supervision, I further certify that the
ptotocol atracied to thiilpplicatiorl ana aoeffi exceed the normal ]imits of my pracrice. I further cenify that
notice will be posted tlraf a Radiologist Assistant is used, in accordalce with26 vbA, Chapter52. Sectjon 2s63. I
alsoal"firmfhatlhavereadandwill abidebyall provisionsof26VSA,Chapter.52,aadSection5oftheRulesofthe
Vernront Board of Medical Practice.

CERTIFICATE OF PROPOSITD PRIMARY SUPEIIVISIJVG RADIOLOGIST

I further certiflr {la1 I have read the statutes and Board rules governing Radiologist Assistanls.

(Date) (Signature of Proposed Primary Supervi-sing R.adiologist)

(Date) (Signature ol' Radiologrst Assistant)



STA'TE OF VERMONT - BOARD OF MEDICAL PRACTICE
I08 CHERITY STREET

BURLINGTON, VT O54OI
(8021 6s7-4223

APPLICATION BY PROPOSED SECONDARY SUPERVISING RADIOLOGIST

Name in f'ull
(Last)

Address where M will be supervised:

(First) (Middle)

(Office Name)

(Street)

(CitylState) (Zip Code) (Telephone Number)

Vermont Physician License #:

Flospitai(s) where you have privileges:

Flospital(s) J-ocation

v/hat arrangements have you made for supervision when you are not available;

List the names and addresses of'all Radiologist Assistants you currently supervise:

CEII.TIT'ICATE OF PROPOSED SECONDARY SUPERVISING RADIOLOGIST

I hereby cedify that, in accordance with 26 VSA, Chapter 52, I shall be legally resporrsible for all professional
activities of R,A. while i am supervising him/her, I further certify that the
plotocol attached to this application, does not exceed thc nonnal limits of rny practice and that in accordance with
26 VSA, Chapter'52, Section 2863. I atso affirrrr that I have read and will abide by all provisions of 26 VSA,
Chaptel'52, and Section 5 of the Rules of the Vernront Board of Medical Practice,

I l'urther certi! that I have read fhe sfatulcs and Board lules governing Rad.iologist Assistaffs.

(Date) (Signature of Pr oposed Secondary Supervising Radiologist)



VERMONT tsOARD OF MEI}TCAI, FRACTICE
11.,&DT OLOGIST A SSIS'rANT' PR.O]]OCOL

A prniocol mean$ a writtert document detalling those aleas of rned jcal pracrice irrcludingrluties and nreclica] r0rs, delegatocl to theRadiologist Assislani by the srtporvising physician foli'hom rlre physiciau is qualified by education, rraining a,nd experience . At no tinre shallthe ptotocol ol" the Racliologist Assisranr exleed the nonnal scopi oieither the. primary or seconcLiry supervising physician(s) pracfice.

, 
ttarliologist A'ssislanls practice medicine with physiciari supelvision. Radiologist Assistants may perfo'n those cluties a,dresponsibilities, including the prescribing and dispensing of medical'devices lhar are cliegatecl b), rheil.supervising physician(s).

Radiologist r\ssistanfs shall be considered tlie agents of t'heir supervising physicians,in ther perfomrance oi.all praqtice-relateriactivitiel, inciuding burnot Iimited to the ordering of diafrrosric, therapeutkr ono Idle, medical servic",

.lt is the obiigrrtion o1: encit team.of pltysician(s) and the Raclioiogist Assistalr(s) ro insure that fte written sc.pe ol practicesubnriitecl to the uoa|d I'or approval clearl"v oelineates the role of the RadLlogist Assistant in ilrer meJical pracrice of rhe surpervis.ingphysiciun. l'his shoulcl cover at least rhe follou,ing categories:

a) Narrafive: A brief description ol"rhe praclice setting, the types of p4tienrs and patient encour.ll:ers common to this practice arrcl agenera.l overview of the role 01'the Ra.diologist Assistant in thar pJictice.. 
'

b) Supervision: A detailed explatratiott of tlte merihanisms for on-site physician supervision ancl comrnunicarion, back-irp arrdsecondary supervising ph1'siciarr utilization, lnclurjecl lrere shouJd be a description oftl',* methocl ol,trausport and back-up procedures forinrmechate care and ffansPort clf patients who are in need of emergency care when tirc r;p;;;;;g phyui.iun is n0( o, Drenlises, Thise'xplanation should include issues such as, ongoing review of the h.aoiologist Assisrant's activitiei,'r#ospective chart ievielv, co-signing of
1:aticnt charts, and urilizat;ion of[lte services ot'norr-rup*ruising physiciani and corrsupants,

c) Sites of Prilctice: A rlescripti0n ol'any and all practice sires (i.e. office, c!inic, outpaLient, hospita,l ippalielt, inciustrial sites,schools, erc.). For sach site, inclucle i.r <Jescription of the I{Ais aotivities, 
I .r" "'

ti) Tasks/Duties: A Iist of the RA's tasks and duties in the supervisingphysician's scopeof practice,

'fhis list shoulcl expres's a sense of involvernent in the level ol rneclical care in that practice. Thc su;.rervising physician nray only delegate
those tasks for which the Radiologist Assistirnt is qualifieci by educatirn, training anc! experience to peri:orm,'Nltwittrstaniingihe above, theRadiologist Assistant should initiaf.e emer$iency care when rcquired while accessing back-up assistance, At no tirne shoulcl a iar.ticular task
assigned to the.,RA fall outside ofthe scope ofpraciice ofthe supervising phvsician



STATE OF VHI?MCINT * BOARD OF MENICAL FRACTIOE
108 CHERRY STREET

BURLINGTOf{, VERIVIONT O54O 1

{802) 657-4220

RADIOLOG I$T AS$ISTAf{T

VFRIFICATION OF LICENSURE OR CERTIFICATION

This section must be completed by the regulatory authority in the.states in which you pow hold or haveever held a license or ceriification to practice as a rnedical practitioner. 
"-" ', -

, on behalf of the

$tate Board of , certify that
(or other authority)

was granted Certificate/License Number

to practice as a in the State of

on the day of

and that seid certificate or license has never been revoked, su$pended or conditioned in any way, or thecertificate holder or licensee has never been disciplined by this authority in any v,ray.

(AFFTX SEAL)
(Authorized Representative) (Date)

q



I hereby cerlify that,

$TATE OF VERMOhIT * BOAR.D OF MEDICAL PRACTICH
,IOB CHERRY STREET

BURLIhIGTON, VERMONT 05401
(802], 657- eZzA

CERTIFICATE OF RADIOLOGI$T A.$EISTANT EDUCATION

was admitted to the
(Name)

Radiologist Assistant

Program in on
(City and State) (Date)

and has completed all requirements for graduation on
(Date)

was granted on
(S pecify certificate/d iploma/deg ree) (Date)

ls this prografi] recognized by thb ARRT under its "recognition Criteria for RA educational programs?,'

: yes No

Date
(AFFIX SEAL)

Signed
(Authorized Officer of the School)

'TO PROGRAM: Re.turn to above address



Vermont Department of Health
Board of Medical Practice

108 Cherry Street, PO Box 70
Burlington, VT 05402-0070

802-657 4220 or 800-7 45-7 37 1

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER

Name of applicant:
The Applicant named above has applied to the Vermont Board of Medical Practice for a license to practice medicine. 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 (applicant) was at (l nstitution)

From to During that time, he/she

Was (list Position at the institution)

IMPORTANT NOTE: lf you rate the applicant i'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:

_ Poor Fair Average _ Above Average

Professional judgement

Sense of responsibility:

Moral character/ethical
conduct:

Competence and skill:

Cooperativeness ability
to work with others:

History & physicalexam
taking:

Rec,ord keeping

Patient management:

Case presentations

Physician-Patient
relationship:

Participation in Medical
Staff Affairs::

Competence in being
able to communicate in
reading, writing and
speaking the English
language:

Reference Form
Page 1 of2

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Poor

Fair

Fair

Fair

Fair

Fair

Fau Average Above Average

Average

Average

Average

_ Average

_ Average

Above Average

_ Above Average

_ Above Average

_ Above Average

Above Average

_ Above Average

Above Average

_ Above Average

Above Average

Fair

Fair

Fair

Fair

_ Average

Average

_ Average

Average

_ Poor _ Fair Average Above Average

Fair _ Average _ Above AveragePoor

Return Directly to the Board



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?

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? (Note: DWI is not minor)

Do you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence,
miscoriduct 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 residency training program(s)?

Does the applicant call upon consults when needed?

Yes No

Yes

-No
Yes No

Yes No

Yes No

Yes No

Yes No

Yes

Yes

No

No

Unusual Circumstances: The following questions apply to unusual clrcumstances that occurred during any part of the
applicants medical education. Please check the appropriate response. lf you answer yes to any of these questions,
please enclose an explanation.

Yes _ No
Did the applicant take any leaves of absence or breaks from his/her medical education?

Were any limitations or special requirements imposed on the applicant because of Yes _ No
questions of academic or technical competence?

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 applicant, he/she was
competent to practice as a medical practitioner and he/she was not the subject of any disciplinary action.

I recommend (Applica for licensure in Vermont.

Signed:

Print or Type Name and Title:

Reference Form
Page 2 of 2

Date:

Return Directly to the Board



Medical Malpractlce Glalm Reporllng Form -Must complete form. Do not say "see attached"

Name of Appllcant;

Please provide the following information regarding each instance of alleged malpractice. This sectlon should
be photo copied and filled out separately for each claim. Addltlonal sheets may be obtalned/used if necessary

lnsurer--

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 lnvolvement wlth the patient;
4, Your degree of responsibility for the course of treatment ln leading to the claim; and
5, Narrative of event.

lf the incident resulted in patient's death, indlcate cause of death accordlng to autopsy or patient chart:

;l

Your role (circle one);

01

02
03
04
05
00
07
08
09
10

Aneslhesiologist
Prlmary Care Physician
Refering Physician
Altendlng Physlcian
Consultant Specialist
Surgeon
Fellow
PGY 1

PGY 2
PGY 3

11 PGY4
12 PGY 5
13 PGY 6
14 PGY 7
15 Workmen's Compensation Evalualor
16 Courl Psychiatrist
17 On-Call Physlclan
1 8 Group PraclitioneilPartner
19 Other: Soecifv
20 Unknown

Your Legal Representative in this matter (lnclude name, address and telephone number)

Name

Firm

City, State, Zlp __
Phone

lndicate Declslon, Appeal, Settlement, Dlsmlssal:
lf a Court or Arbitration Panel heard your case, lndlcate the followlng;

Address

Court

Form A
Page 1 of 5



Court's loca

Docket number

Date the action was fi

Decision determined by (check one):, _ Judge -- _ Jury _ Arbitration Panel

Decision: Award

lf your case was appealed, indicate the following: Date appeal filed (month, day, year) _J_l_
Date appeal decided; (month, day, year) _l_J__
lf your case was settled, indicate the following:

Settlement amount paid on your behalf:

Total settlement amount:

Date of settlement: (month, day, year) _J_l_
_ Case currently pending

Case dismissed agalnst you _ Against all defendants

lmportant: ln addltlon to the above informatlon, please attach a copy of the complairrt and finaljudgment,
settlement and release, or other final disposition of the claim. This information can be obtained from your
legal representatlve,

Addltional lnformation, if any:

;..

Form A
Page 2 of 5


