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ANESTHESIA CREDENTIALS COMMITTEE 

 

AGENDA 

July 9, 2013 

12:30 p.m. 
 

Location:  Iowa Dental Board, 400 SW 8th St., Suite D, Des Moines, Iowa 

(Committee Members May Participate in Person or by Telephone) 

 

Committee Members:   Kaaren Vargas, D.D.S. Chair; Richard, Burton, D.D.S.; Steven Clark, 

D.D.S.; Douglas Horton, D.D.S.; Gary Roth, D.D.S.; Kurt Westlund, D.D.S., Lynn Curry, D.D.S. 

 

OPEN SESSION 
 

 

I. CALL MEETING TO ORDER – ROLL CALL  Kaaren Vargas, D.D.S. 

II. GENERAL ANESTHESIA PERMIT APPLICATIONS 

a. Kyle M. Stein, D.D.S. 

III. MODERATE SEDATION PERMIT APPLICATIONS 

a. Niels Oestervemb, D.D.S. 

IV. OPPORTUNITY FOR PUBLIC COMMENT 

V. ADJOURN 

 

If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability, 

please call the office of the Board at 515/281-5157. 

 

Please Note:  At the discretion of the Committee Chair, agenda items may be taken out of order to accommodate 

scheduling requests of Committee members, presenters or attendees or to facilitate meeting efficiency. 

 



 

REPORT TO THE ANESTHESIA 

CREDENTIALS COMMITTEE (ACC) 

 
DATE OF MEETING:   July 9, 2013 

RE:   General Anesthesia Permit Application 

SUBMITTED BY:  Christel Braness, Administrative Assistant 

ACTION REQUESTED:      Recommendation regarding application 

 

Background 

The Anesthesia Credentials Committee is a peer review committee appointed by the Board to assist the 

Board. The administrative rules provide that one of the duties of the Committee is to: 

   a. Review all permit applications and make recommendations to the board regarding 

those applications. 
 

The following practitioner has applied for a general anesthesia permit: 

 Dr. Kyle M. Stein, D.D.S. 

 

Committee Recommendation  

Should the applicant above be granted a general anesthesia permit? 

Should the applicant be granted a provisional permit pending approval by the Board? 

 

Facility Inspection/Peer Evaluation 

Dr. Stein will be providing sedation services at the University of Iowa College of Dentistry; therefore, a 

facility inspection does not need to be conducted.  A peer evaluation has not been conducted so far as I 

am aware.  

 

 

 

 

 

RECOMMENDATION 
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IOWA DENTAL BOARD 

400 S.W. 81
h Street, Suite D, Des Moines, Iowa 50309-4687 

Phone (515) 281-5157 Fax (515) 281-7969 
http://www.dentalboard.iowa.qov 

RECEIVED 
MAY 1 5 2013 

TALB ARD 

APPLICATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT 

SECTION 1- APPLICANT INFORMATION 

Instructions- Please read the accompanying instructions prior to completing this form. Answer each question. If not applicable, mark "N/A." 

Full Legal Name: (Last, Flrst,~ldd'll Suffix) M' ~ 
~+~\ V\ "~ e o.. \-=t e_w 

Other t~r~= (e.g. Maidenf Ho~~,~~
1

5+cin@ wowo.. .eJ.u.. 
Work E·mall: e..ol 
~v1e..~s.w~\ou.Jo... \u 

~d\i;~( St {\opt&. 0 
City: I IA Zip: Home Phone: 

Iow~ Cl"'y ~'lb 3l~-3txl-~~ 5 

LlceQif>tS lsc:!Th/09 8P.31
1

7}~: 
Type of Practice: 

Or.x\ t Mo.x\l\~do..\ ~v f:leJ' y 
SECTION 2- LOCATION($) IN IOWA WHERE SEDATION. SERVICES WILL BE PROVIDED 

. 

Principal Office Address: '~ City: Zip: Phone: Office Hours/Days: 

I.JlllC.- J4c,sp~l ~tiS'fry w~i~.s tt:(!)v~o.. C\.fy 902'1-lY-. 311-356-73~ 1u/ThS-~ F 1-5 
Other Office Address: 

~!Ao~)1d 
City: Zip: Phone: Office Hours/Days: 

IO:r. Co\\C!J:\e..o~ 'Oo1\\~ .Io w o..... C \-1-y ~?~40l 314-33)-745- M flrl:;.,,-51 F ~ r>-1 
Other Office ~ddress: E.'te.1.1 C..+ City: 

5~01 '-f t 
Phone: Office Hours/Days: 

Ha.wkye 0'(oo.l S'v.~·f'.J ~uNe.. -s- Ca-ro.lv\ l \e.. '3\~-~~3 ~ VJ~ 8--5 
Other Office Address: 

V I 
City: Zip: Phone: Office Hours/Days: 

Other Office Address: City: Zip: Phone: Office Hours/Days: 

SECTION 3- BASIS FOR APPLICATION . · . 

Check each box to indicate the type of training you have completed & attach proof. Check all that DATE(S): aoolv. 

Advanced education program accredited by ADA that prov~des training In deep 
sedation and general anesthesia - ()(~\ a-. M.o.xi I o-f etc\ c..\ ~v..'( qe.iy X 7/0~- ~ll ~ 

Formal training in airway management:_~~~ 
0 
~ ~'l'o me (cd-C(-\ ~ d""-

nst ~v X 3/16- CO/to 
Minimum of one year of advanced training I~ anesthesiology in a training'program 
approved by the board 

SECTION 4- ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION 

NamA of Course: ~ Location: 

~ C..LS t'ov\ clef lJ...I..'\tC.- EM SLJU... ~oo Ho.,\ol'lz.\~s Or 
Date of67~' ~~ \ DV3:i:l3 Exp&~e.~o-\ YJ l~)\~ ~ ~~ WI 

Lie.# SenttoACC: Peer Eva I: Fee~ 62735/(JD J>t rw 
:,;~ij Permit# Approved by ACC: State Ver.: ACLS /::s·. 
,;8"· Issue Date: Temp# Inspection: Res. Ver Form 

·~(f.:~~.~·/'·::'·.~· 
Brd Approved: T. Issue Date: Inspection Fee: Res. Cart ,,, I 



Name of Applicant k~le. S·+e \'V\_ 
I 

SECTION 5- DENTAL EDUCATION, TRAINING & EXPERIENCE 

Name of Dental School: U , ~ ,P L 
h rv~ 'y. 0 c. \ll 0... c~ ll ~e. of.' ~+c91 rJr~7ors- To(M~Y'09 

City, state: .10~ Cl+v Tc,uJo.... 
v Degree Received: tJ()S 

POST-GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgraduate program you have completed. 

"L 
Name of Training P~ ~ 
\.).)a-- 6<h..l .r I) d~l ~419a'' 

Address: W:HC. -l*'splio-l ~'sit 
-:lC) 0 l--lo...wk1""S Y).y 

IYCity: C;+, ~~~~ ::t:ow~ 

Pho~ t l:f- 35"b -?33'l 
u Specialty: ~Fromfio~ I Tot://'3 Qfo..l ~ M())(lllo.fh.c 1~1 Su..'<q~"' 

Type of Training: D Intern D Resident D Fellow D other (Be Specific): 
v 

Name of Training Program: Address: City: T State: 

Phone: Specialty: From (Mo!Yr): To (Mo!Yr): 

Type of Training: D Intern D Resident D Fellow D Other (Be Specific): 

CHRONOLOGY OF ACTIVITIES 
Provide a chronological listing of all dental and non-dental activities from the date of your graduation from dental school to the present date, with no 
more than a three (3)'.month gap In lime. Include months, years, location (city & state), and type of practice. Attach additional sheets of paper, if 
necessary, labeled with your name and sianed bY you. 

Activitv & Location From IMo/Yrl: To IMo!Yr): 

C!>-r"' l t- {\f) 01.. xi 11 ofc...c ~ o.. \ >t.Af'qe:<'y J?eslkn.c.. y 7/09' {:;/13 
l~if\.Nef'5d-y o.f .Eu..>C\. 

SECTION 6- DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE 

0YES"'NO A. Do you have a license, permit, or registration to perform sedation In any other state? 

If yes, specify state(s) and permit number(s): 

~ES 0 NO B. Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice? 

DYES ,NO C. Have you ever had any patient mortality or other Incident that resulted In the temporary or permanent physical or mental 
Injury requiring hospitalization of the patient during, or as a result of, your use of antianxiety premedication, nitrous 
oxide Inhalation analgesia, moderate sedation or deep sedation/general anesthesia? 

I 
~YES 0 NO D)Do you plan to use deep sedation/general anesthesia in pediatric patients? 

~~S 0 NO 
E. Do you plan to use deep sedation/general anesthesia In medically compromised patients? 

YES 0 NO F. Do you plan to engage in enteral moderate sedation? 

YES 0 NO G. Do you plan to engage In parenteral moderate sedation? 

What major drugs and anesthetic techniques do you utilize or plan to utilize for sedation purposes? Provide details (IV, inhalation, etc.) and 

attach a separa!:teet if nerssary. ~.... ~-tet 1 /Lek. '~ p f .f'o 1 I'./- W\ I ~ OlYV\,1 \O:Zt2Jf0.. W'\1 'Y\ '/ r W\.1 I Yb) 0 

T \1\h(\_\ ..... -VtcV\- nl-t(b'-lS oxide. 
Po-· Jlo. ~ Wl, Vl"-lcJ...qz.o/o..w.. 
liM .. ~~V\1\ I V'\. e.. 

2 



Name of Applicant )L'\}) e... ~Y"'- Facility Address Uir\-C- Hos~-lo..l ~-Hs~-
SECTION 7- AUXILIARY PeRSONNEL 
A dentist administering sedation in Iowa must document and ensure that all auxiliary personnel have certification in basic life support (BLS) and are 
capable of administering basic fife support. Please fist below the name(s). license/registration number, and BLS certification status of all auxiliary 
personnel. 

Name: License/ BLS Certlfl7/on Date BLS Certlfl1n 

£1 i "Z.P1e..t k "811w. '{)..(\/ Registration #: O G, b 11 q Date: I O / d-- Expires: / O · tf 
Name: 

~ 
License/ BLS Certfff

1

!Jon Date BLS Certl~it~ 
Mo..'f c\ ()... W \ol Md Registration#: Q ~ 713 (e, Date: }O '/ ;)__ Expires: J O r J tf 

Name: License/ BLS Certlffcatlon Date BLS Certl

1

j)tlon 

C.lo"flo.... Ru.~, Registration#: '(Joq 51 fo Date: fO /! ;)._ Expires: / O ilf 
Name: f License/ BLS Certl;72on Date BLS Certfflcatlon 

.Te>'lei:. ~lle..v Registration#: Q 0C( 77 tJ- Date: (0 / J- Expires: /O// ~ 

N\~. ' License/ BLS Certl~ion Date BLS Ce~tlon 

a_V\\ e. Mo. . .cz. Reglstratlon#:Q O 37) 0).. Date: / 0 / [:).__ Expires: } () / lj 
Name: License/ BLS Certification Date BLS Ce~"tlon 
J:bor,'5 :J C:cc ~ S Registration #: ·'061\0b Date: I 0 /t ;t_ Expires: } 0 / t.f 

' 
Name: License/ BLS Certlfl0on Date BLS c;iJcatlon 

Mctt\/v n vJ\Ar -}h.. Registration#: 05Loq {R 3 Date: } () { ?..__ Expires: / O JJ:. 
Name: 7 License/ BLS Certifl7on Date BLS C;j;lcatlon 

u~a.._ \)Jo..\\ s Registration#: Q {pt1 4-4 (o Date: [ 0 / ;;),_ Expires: 16 ) 'f 
SECTION 8 - FACILITIES & EQUIPMENT 

~ 

Each facility in which you perform sedation must be properly equipped. Copy this page and complete for each facility. You may apply for an exemption 
of any of these provisions. The Board may grant the exemption if it determines there is a reasonable basis for the exemption. 

YES NO Is your dental office properly maintained and equipped with the following: 

J( D 1. An operating room large enough to adequately accommodate the patient on a table or In an operating chair and permit an 
operating team consisting of at least three Individuals to move freely about the patient? 

)it 0 2. An operating table or chair that permits the patient to be positioned so the operating team can maintain the airway, quickly 
alter the patient position In an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation? 

)l( 0 3. A lighting system that Is adequate to permit evaluation of the patient's skin and mucosal color and a backup lighting system 
that Is battery powered and of sufficient intensity to permit completion of any operation underway at the time of general power 
failure? 

* 
0 4. Suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction device? 

0 5. An oxygen delivery system with adequate full face masks and appropriate connectors that Is capable of delivering oxygen to 
the patient under positive pressure, together with an adequate backup system? 

)( 0 6. A recovery area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the 
operating room.) 

~ 
0 7. Is the patient able to be observed by a member of the staff at all times during the recovery period? 

0 8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fall safe 
mechanism? 

i 
0 9. EKG monitor? 

0 10. Laryngoscope and blades? 

0 11. Endotracheal tubes? 

0 12. Magill forceps? 

0 13. Oral airways? 

0 14. Stethoscope? 

! 
0 15. A blood pressure monitoring device? 

0 16. A pulse oximeter? 

0 17. Emergency drugs that are not expired? 

0 18. A defibrillator (an automated defibrillator is recommended}? 

Tft 19. Do you employ volatile liquid anesthetics and a vaporizer (I.e. Halothane, Enflurane, lsoflurane)? 

20. In the space provided, list the number of nitrous oxide inhalation analgesia units In your facility. 

COPY FORM AND SUBMIT FOR EACH FACILITY. 3 



'"IoUI~Ci·+y, 'IA 
.,~Lia 

0('o.. \ .. 
Facility Address iJ..J:. Lo \le_qe. 0 ..(:. f'.h1tl9}-tv - 1/lAxil\cJ~ 

v s~~e~ 
Name of Applicant 
SECTION 7 -AUXILIARY fi"ERSONNEL 
A dentist administering sedation in Iowa must document and ensure that all auxiliary personnel have certification In basic life support (BLS) and are v 
capable of administering basic life support. Please list below the name(s), license/registration number, and BLS certification status of all auxiliary 
personnel. 

Name: License/ BLS Certification 

~+h\eer.. ~V\e..)<N Registration#: ~tfOf,O Date:~~~ O /J ' 
Date BLS Cei,catlon 

Expires: s:: 'I o/i3 
Name: License/ BLS Certification Date BLS Certification 

Me.l~ 'V\Ie }LD'\)'\ey, Yl-N Registration#: 0 ~ 7? l/ g Date:'J/I c>/l/ Expires: ~ 7 O/J 3 
Name: License/ BLS Certification Date BLS Certlflcatlon 

lfu. 'f 1ctk+ "Pc:~.\o\i ~~ 12N Registration#: () 7 s-a 5;;( Date: JJ;i 5/J"3 Expires: I/~'?A'S 

Name:- License/. BLS Certification 

(/\ r..J..'} ~VV\~~ Registration#: Q CX) 330 Date: 5' II o)J/ 
Date BLS C0~atlon 
Expires: 5 /O/t3 

Name: License/ 

'tere.s01.. Wah-."- Registration#: Q 050} tf BLS Ce,~a~if 
Date: '5, {O /I 

Date BLS C0:c6tlon 
Expires: S//0//3 

Name: License/ Date BLS Certlflclltlon 

¥-\e:CD\. So~~Jd'S Registration#: Q C 5 SC{ 'f BLS Ce~iitl~~~ Date: 5 I b 1\ Expires: t)/{6/J :>, 

AShley £fY\S+ 
License/ BLS Certification Date BLS Certlflcat0 
Registration#:·~· 003 a Date:6/~gJ1 ~ Expires: 6/j.g '/-

Name: License/ BLS Certification Date BLS Certification 
Regletration #: Date: Expires: 

SECTION 8- FACILITIES & EQUIPMENT 

Each facility In which you perform sedation must be properly equipped. Copy this page and complete for each facility. You may apply for an exemption 
of any of these provisions. The Board may grant the exemption If il determines there is a reasonable basis for the exemption. 

YES NO 

D 

D 

D 

D 

D 

D 

D 
D 

D 
D 
D 
D 
D 
D 
D 
D 
D 

Is your dental office properly maintained and equipped with the following: 

1. An operating room large enough to adequately accommodate the patient on a table or In an operating chair and permit an 
operating team consisting of at least three Individuals to move freely about the patient? 

2. An operating table or chair that permits the patient to be positioned so the operating team can maintain the airway, quickly 
alter the patient position In an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation? 

3. A lighting system that Is adequate to permit evaluation of the patient's skin and mucosal color and a backup lighting system 
that Is battery powered and of sufficient Intensity to permit completion of any operation underway at the time of general power 
failure? 

4. Suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction device? 

5. An oxygen delivery system with adequate full face masks and appropriate connectors that Is capable of delivering oxygen to 
the patient under positive pressure, together with an adequate backup system? 

6. A recovery area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the 
operating room.) 

7. Is the patient able to be observed by a member of the staff at all times during the recovery period? 

8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fail safe 
mechanism? 

9. EKG monitor? 

10. Laryngoscope and blades? 

11. Endotracheal tubes? 

12. Magill forceps? 

13. Oral airways? 

14. Stethoscope? 

15. A blood pressure monitoring device? 

16. A pulse oximeter? 

17. Emergency drugs that are not expired? 

18. A defibrillator (an automated defibrillator Is recommended)? 

19. Do you employ volatile liquid anesthetics and a vaporizer (I.e. Halothane, Enflurane, lsoflurane)? 

20. In the space provided, list the number of nitrous oxide Inhalation analgesia units In your facility. 

COPY FORM AND SUBMIT FOR EACH FACILITY. 3 



Name of Applicant 1f.v I e. stci~ Facility Address Ji a.w kv e. Ofl>.-1 s~~~Y 
SECTION 7 -AUXILIARY PERSONNEL 

( iJ ( 

A dentist administering sedation in Iowa must document and ensure that all auxiliary personnel have certification in basic life support (BLS) and are 
capable of administering basic life support. Please list below the name(s), license/registration number, and BLS certification status of all auxiliary 
personnel. 

Name: License/ 
BLS Cert~~;tls/ Date BLS Cert~~~tlon 

c;J .. eJ I e,\4 ~WeJ Ja.r f_N Registration #: O 37/ d. ) Date: 3 / g 13 Expires: 3 /5" 
liiame: r License/ BLS CertiflcatioJ Date BLS Certification 

&th.. G-rcx.y Registration #:Q. O '3'3 c;23 Date: 5//'3 /3 Expires: 3/)5 
Name: ( License/ BLS Certification Date BLS Certification 

Registration #: Date: Expires: 

Name: License/. BLS Certification Date BLS Certification 
Registration #: Date: Expires: 

Name: License/ BLS Certification Date BLS Certification 
Registration #: Date: Expires: 

Name: License/ BLS Certification Date BLS Certification 
Registration #: Date: Expires: 

Name: License/ BLS Certification Date BLS Certification 
Registration #: Date: Expires: 

Name: License/ BLS Certification Date BLS Certification 
Registration#: Date: Expires: 

SECTION 8- FACILITIES & EQUIPMENT 

Each facility in which you perform sedation must be properly equipped. Copy this page and complete for each facility. You may apply for an exemption 
of any of these provisions. The Board may grant the exemption if it determines there is a reasonable basis for the exemption. 

YES NO Is your dental office properly maintained and equipped with the following: 

X 0 1. An operating room large enough to adequately accommodate the patient on a table or in an operating chair and permit an 
operating team consisting of at least three Individuals to move freely about the patient? 

)( 0 2. An operating table or chair that permits the patient to be positioned so the operating team can maintain the airway, quickly 
alter the patient position in an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation? 

){ 0 3. A lighting system that is adequate to permit evaluation of the patient's skin and mucosal color and a backup lighting system 
that Is battery powered and of sufficient Intensity to permit completion of any operation underway at the time of general power 
failure? 

~ 
0 4. Suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction device? 

0 5. An oxygen delivery system with adequate full face masks and appropriate connectors that Is capable of delivering oxygen to 
the patient under positive pressure, together with an adequate backup system? 

~ 0 6. A recovery area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the 
operating room.) 

~ 
0 7. Is the patient able to be observed by a member of the staff at all times during the recovery period? 

0 8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fall safe 
mechanism? 

j 
0 9. EKG monitor? 

0 10. laryngoscope and blades? 

0 11. Endotracheal tubes? 

0 12. Magill forceps? 

0 13. Oral airways? 

i 
0 14. Stethoscope? 

0 15. A blood pressure monitoring device? 

0 16. A pulse oximeter? 

0 17. Emergency drugs that are not expired? 

YJ: 0 18. A defibrillator (an automated defibrillator Is recommended)? 

0-~ 19. Do you employ volatile liquid anesthetics and a vaporizer (I.e. Halothane, Enflurane, tsoflurane)? 

20. In the space provided, list the number of nitrous oxide Inhalation analgesia units In your facility. 

COPY FORM AND SUBMIT FOR EACH FACILITY. 3 



SECTION 9- If you answer Yes to any of the questions below, attach a full explanation. Read the Instructions for important definitions. 
YES NO 

1. Do you currently have a medical condition that In any way Impairs or limits your ability to practice dentistry with reasonable D )1( 
skill and safety? 

2. Are you currently engaged In the Illegal or Improper use of drugs or other chemical substances? D )( 
3. Do you currently use alcohol, drugs, or other chemical substances that would In any way Impair or limit your ability to D 7< practice dentistry with reasonable skill and safety? 

4. If YES to any of the above, are you receiving ongoing treatment or participation In a monitoring program that reduces or 

of ~ eliminates the limitations or Impairments caused by either your medical condition or use of alcohol, drugs, or other chemical D substances? 

5. Have you ever been requested to repeat a portion of any professional training program/school? D .i( 
6. Have you ever received a warning, reprimand, or been placed on probation during a professional training program/school? D ~ 
7. Have you ever voluntarily surrendered a license or permit Issued to you by any professional licensing agency? D )( 
7a. If yes, was a license disciplinary action pending against you, or were you under Investigation by a licensing agency at that D o, ~ time the voluntary surrender of license was tendered? 

8. Aside from ordinary Initial requirements of proctorship, have your clinical activities ever been limited, suspended, revoked, D i< not renewed, voluntarily relinquished, or subject to other disciplinary or probationary conditions? 

9. Has any jurisdiction of the United States or other nation ever limited, restricted, warned, censured, placed on probation, D ~ suspended, or revoked a license or permit you held? 

10. Have you ever been notified of any charges filed against you by a licensing or disciplinary agency of any jurisdiction of the D ~ U.S. or other nation? 

11. Have you ever been denied a Drug Enforcement Administration (DEA) or state controlled substance registration certificate or D ~ has your controlled substance registration ever been placed on probation, suspended, voluntarily surrendered or revoked? 

SECTION 10- AFFIDAVIT OF APPLICANT 
STATE: 

-:[OVJo.... ICOUN~ k 0 V\.SCV'\.. 

I, the below named applicant, hereby declare under penalty of perjury that I am the person described and identified in this application and that my 
answers and all statements made by me on this application and accompanying attachments are true and correct. Should I furnish any false information, 
or have substantial omission, I hereby agree that such act shall constitute cause for denial, suspension, or revocation of my license or permit to provide 
deep sedationtgeneral anesthesia. I also declare that If I did not personally complete the foregoing application that I have fully read and confirmed each 
question and accompanying answer, and Jake full responsibility for all answers contained in this application. 

I understand that I have no legal authority to administer deep sedationfgeneral anesthesia until a permit has been granted. I understand that my facility 
is subject to an on-site evaluation prior to the issuance of a permit and by submitting an application for a deep sedationtgeneral anesthesia permit, I 
hereby consent to such an evaluation. In addition, I understand that I may be subject to a professional evaluation as part of the application process. The 
professional evaluation shall be conducted by the Anesthesia Credentials CommiHee and include, at a minimum, evaluation of my knowledge of case 
management and airway management. 

I certify that I am trained and capable of administering Advanced Cardiac Life Support and that I employ sufficient auxiliary personnel to assist In 
monitoring a patient under deep sedallonfgeneral anesthesia. Such personnel are trained in and capable of monitoring vital signs, assisting in 
emergency procedures, and administering basic life support. I understand that a dentist performing a procedure for which deep sedalionfgeneral 
anesthesia is being employed shall not administer the general anesthetic and monitor the patienl without the presence and assistance of at least two 
qualified auxiliary personnel. 

I am aware that pursuant to Iowa Administrative Code 650-29.9(153} I must report any adverse occurrences related to the use of sedation. 

I hereby authorize the release of any and all information and records the Board shall deem pertinent to the evaluation of this application, and shall supply 
to the Board such records and information as requested for evaluation of my qualifications for a permit to administer sedation in the state of Iowa. 

I understand that based on evaluation of credentials, facilities, equipment, personnel, and procedures, the Board may place restrictions on the permit. 

I further state that I have read the rules related to the use of sedation, as described in 650 Iowa Administrative Code Chapter 29. 1 hereby agree to 
abide by the laws and rules pertaining to the practice of dentistry and deep sed~n~al ane~esla In the state of Iowa. 

MUST BE SIGNED IN SIGNATURE OF APPLICAN~~ ,_ -PRESENCE OF NOTARY .... f =----~ 
NOTARY SEAL SUBSCRIBED AND SWOR~RE ME, THIS ..3d DAYlJF ~1'7__ I YEAR c::lo J ~ 

NOTARY PU~1NATURE i/ / 

r./ A/.//~ 
NOTARY PUBLIC NAr.(TYfiED OR PRINTED) MY CO::iSSION EXPIRES: 

dlarJ/ Zf.w,lftr I r tt/Jf' 27 ;;J.tJ 6_ 
I 4 I 



American Heart A· 
Association Y 
Learn and Live 

Healthcare Provider 

This card certifies that the above Individual has successfully 
completed the national cognitive and skills evaluations In 
accordance with the currlcuium of the American Heart Association 
for the BLS for Healthcare Providers (CPR & AED) Program. 

:~·,~:\t!!'ifr12Ni1Z¥~ti':'~\'i' .\S,v}"~:l~~1,§1~i1L,:\it:~\, 
Issue Date 

ACLS 
Provider 

Kyle . Stein 

Recommended Renewal Date 

~ 

0 
American 
Heart 
Association. 

This card certifies that the above . . 
c?mpieted the cognitive and skill Individual has successfully 
With the curriculum of the Am I s evaluations in accordance 
Cardiovascular Life Support (~~~~) ~eart Association Advanced 

6/21/2011 rogram. 
;::-:~-...:..:...:·~-- 613012013 

Recommended Renewal Date -

COMMITTEE ON TRAUMA 

.· 

Training 
Center 

TCAddress 
Contact Info 

Course 
Location 

Instructor 

Holder's 

Training 
Center Name 

TC 
Info City, .Sh1!t;:: 

Course 
Location 

Instructor 
Name 

lowa Regi-<5-rl' 

UIHC 

TCID# 

TCCIA05137 rc 

319-353-7495 

lnst.ID# 

Kyle Steju. DDS 

is recognized as having successfully completed the 
ATLS® Course for Doctors according to the standards 

established by the ACS Committee on Trauma. 

Issue Date:09/17/20 10 Expiratio~ :Oak09/17/20 14 

(/lo03 

__,~, 

I{ h;;'irperson, 
"StateJProvincial 

Committee on Trauma 

70-2915 
·-- -·~-~ 



l 
b UNIVERSINoF IOWA 
Jll11! HOSPITAI.S&CLINICS Hospital Dentistry Institute 

University of Iowa Health Care 

June 20,2013 

Iowa Dental Board 
400 SW 8th Street, Suite D 
Des Moines, lA 50309-4687 

RE: Deep Sedation/General Anesthesia Permit 

To Whom It May Concern, 

Division of Oral & Maxillofaoial Surgery 
200 Hawkins Drive 

/awa Ci~. /A 52242 
319-356-7339 Tel 

319-35J-6923 Fax 
www.uihedtthccue.org 

Enclosed you will find a copy of my residency training certificate in oral and maxillofacial 
surgery as well as a copies of my ACLS and PALS certification. I previously mailed you the 
completed application form for the sedation permit indicating these documents would be 
mailed when available. 

I begin practicing on July 1, 2013 and ask you to expedite this application. Please feel free to 
contact me with any questions at 319-321-9854. Thank you for your assistance with this 
matter. 

Sincerely, 

JfiSh:c-
Kyle M. Stein, DDS 
Hospital Dentistry Institute 



.. 

<Qlfi£ ~nih£rsitlr of ~ofua 
~ospitals anO Qllinics 

ttnO 

@arh£r Qlolkg£ of Jffil£0icin£ 
THIS IS TO CERTIFY THAT 

I!i~k ~attly£fu ~tcin, c!El~c!El~ ~ 
HAS SERVED AS A 

~.esib.ent 
IN THE DEPARTMENT OF 

~o5pitru c!El£nti5tr~ 
c!Eiihi5ion of ®ral ano~illnfa:cial~urg£r~ 

June 24, 2009- June 30, 2013 
TO THE SATISFACTION OF THE 

OFFICERS AND STAFF OF THE UNIVERSITY OF IOWA HOSPITALS AND CLINICS . 
IN WITNESS WHEREOF, THIS CERTIFICATE IS AWARDED AT IOWA CITY IN THE STATE OF IOWA . 

THIS FIRST DAY OF JULY, TWO THOUSAND AND THIRTEEN 

·I 

ASSOCI~TE DEAN AN~IRECTOR, GRADUATE MEDICAL EDUCATION 

~ :s· t '------t --..l- .... 



• 

American I 
Heart 
Association. 

American Academy 
of Pediatrics .. 

PALS Provider 
;t.ifijr.~~:&iil$t:t~jjf:J:~, , · .. · .. ~ , ;:::.:iiWfi;~24K? 
lhls card cerUfles that the above indMdual has iuccessfully 
completed the cognitive and skills evaluations in accordance with 
the cuniculum of the American Heart Association Pedi.atrlc Advanced 
Life Support (PALS) Program. . 

;{1til--l) ./.' ··-·~:ffif.G 
Issue Date Recommended Renewal Date 

ACLS 
.. Provider •

~ American 
Heart 
Association. 

:~\~~¢:: -~:~ ~~ :·jfii;;:~~#.~~~:-; ~~::~;~:;ri:~::~:·r.1~;:~·- ,_:~;:~: .. ,~:::~ ~~~:~:·!;·~.:: .. '{:):~~~:. ~: 
This card certifies ~ the above individual has successfully 
completed the cognitive and skills evaluations In accordance 
with the curriculum of the American Heart Association Advanced 
Cardiovascular Ute Support (ACL.S) Program. 
~::.- :;~,~;;::·'::?~''( <l ';~j·y;·;-y: 
Issue Data 

.. -... 

. . . 

Recommended Renewal Date 

Training 
Center Name 

TC 
Info City, State 

Course 
Location 

Instructor 
Name 

TC 
Info 

Course 
Location 

Instructor 
Name 

9().1805 

:, 



 

REPORT TO THE ANESTHESIA 

CREDENTIALS COMMITTEE (ACC) 

 
DATE OF MEETING:   July 9, 2013 

RE:   Moderate Sedation Application 

SUBMITTED BY:  Christel Braness, Administrative Assistant 

ACTION REQUESTED:      Recommendation regarding application 

 

Background 

The Anesthesia Credentials Committee is a peer review committee appointed by the Board to assist the 

Board. The administrative rules provide that one of the duties of the Committee is to: 

   a. Review all permit applications and make recommendations to the board regarding 

those applications. 
 

 

The following practitioner has applied for a moderate sedation permit: 

 Dr. Niels Oestervemb, D.D.S. 

 

Committee Recommendation  

Should the applicant(s) above be granted a moderate sedation permit? 

 

Added Qualifications: (Pediatric, medically-compromised patients (ASA-3-4)) 

Dr. Oestervemb has indicated that he will not be providing sedation to pediatric or medically-

compromised patients. 

Facility Inspection/Peer Evaluation 

Dr. Stein will be providing sedation services at the University of Iowa College of Dentistry; therefore, a 

facility inspection does not need to be conducted.  A peer evaluation has not been conducted so far as I 

am aware.  

 

 

 

RECOMMENDATION 
 
 

 



RECEIVED 

IOWA DENTAL BOARD JUN 7 2013 
400 S.W. 81

h Street, Suite D, Des Moines, Iowa 50309-4687 
Phone (515) 281-5157 Fax (515) 281-7969 

http://www.dentalboard.iowa.gov 
IOWA DENTAL BOARD 

APPLICATION FOR MODERATE SEDATION PERMIT 

SECTION 1 -APPLICANT INFORMATION 

Instructions- Please read the accompanying instructions prior to completing this form. Answer each question. If not applicable, mark "N/A." 

Full Legal Name: (Last, First, Middle, Suffix) 

0£s-6-er VemJ / It// e_/ 5 
Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail: 

N/A o;~k o-t-J-6 Prv~"' t,. tl.ls fi) 5m/(.:~ Vl11,.,. fltC..I.J-oes-b~rv~"' 6 I} u.IP!viC. e ~ 
Home Address: City: State: Zip: Home Phone: 

{oo ~~1/J-N CT A f'T£2..2... t=cJw 4 c r r f Z4 ~ez.Lf6 .l/ ./l-J'3 6-puJ 
License Number: Issue Date: Expiration Date: Type of Practice: 

0 <f? 7 z o P/z.. 8/2o/Z o 8/.11 lzo It( r; ~ !J~,.d>r-'J 
SECTION 2- LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED u 
Principal Office Address: City: Zip: Phone: Office Hours/Days: 

!StJ/ ,Aiewpt?h~aA Z"dWA (_i_ T/ .{'2..z.lf z .J I 1-JJS'-?Cf p p tf-·r- 1 8 -s 
Other Office Address: City: Zip: Phone: Office Hours/Days: 

Other Office Address: City: Zip: Phone: Office Hours/Days: 

Other Office Address: City: Zip: Phone: Office Hours/Days: 

Other Office Address: City: Zip: Phone: Office Hours/Days: 

SECTION 3 - BASIS FOR APPLICATION 

Check each box to indicate the type of training you have completed. 
Check if 

DATE(S): completed. 

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain D Completed 
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences 

ADA-accredited Residency Program that includes moderate sedation training 2 Completed 6/Jt?// / 
You must have training in moderate sedation AND one of the following: 

Formal training in airway management; OR D Completed 

Moderate sedation experience at graduate level, approved by the Board ~Completed 

SECTION 4- ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION 

Name of Course: Location: 

AC/.) T rzv.· VII ht0 U.J:f-tC- (J1SL/C'( 
Date of Course: 

Z.i)/2. 0 
Date Certification Expires: 

o?fl/ I tJ-:;z../ J J I z. rj I'-{ h_ 

Lie.# Sent to ACC: 
Q) 

Inspection Fe~ol'll// 1/iJ~ '115{).) 

"' :::> Permit# 
Q) 

Approved by ACC: Inspection Fee Pd: ACLS 
u 
it: Issue Date: Temp# ASA 3/4? Form AlB 
0 

Brd Approved: T. Issue Date: Pediatric? Peer Eval 



I 

Name of Applicant __ (\/_t'_e-_/s __ O_e.,__s_-6--'-e_,r~l}--(__,...=:...!.:mc..:..:l=---
SECTION 5,.... MODERATE SEDATION TRAINING INFORMATION 
Type of Program: 

~ Postgraduate Residency Program 0 Continuing Education Program 0 Other Board-approved program, specify: 

Name of Training Program: ~J Address: Onw 
I City: I State: 

C~n&ai PPVL_)J;~ ~·J.vt 0-1_ {{.'( J; Z..tJ tJ H tf'-1/ k..~ M it:JWA c~'-170 L:;<t 
Type of Experience: 0 u 

6 
Length of Training: Date(s) Completed: 

ot/Jo/11 /~ O-T/1 I 1 o~ 
Number of Patient Contact Hours: Total Number of Supervised 

Sedation Cases: 

BYES 0 NO 1. Did you satisfactorily complete the above training program? 

[QI:.YES D NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety? 

£;a YES 0 NO 3. Does the program include management of at least 20 clinical patients? 

As part of the curriculum, are the following concepts and procedures taught: 

~YES D NO 4. Physical evaluation; 

1:;;;1 YES 0 NO 5. IV sedation; 

QYES D NO 6. Airway management; 
~YES D NO 7. Monitoring; and 

~YES D NO 8. Basic life support and emergency management. 

Q.YES D NO 9. Does the program include clinical experience in managing compromised airways? 

1'S} YES 0 NO 10. Does the program provide training or experience in managing moderate sedation in pediatric patients? 

JaYES D NO 11. Does the program provide training or experience in managing moderate sedation in ASA category 3 or 4 patients? 

Please attach the appropriate form to verify your moderate sedation training. Applicants who received their training in a postgraduate residency program 
must have their postgraduate program director complete Form A. In addition, attach a copy of your certificate of completion of the postgraduate 
program. Applicants who received their training in a formal moderate sedation continuing education program must have the program director complete 
Form B. 

SECTION 6- MODERATE SEDATION EXPERIENCE 

0 YES gf NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state? 

If yes, specify state(s) and permit number(s): 

rovES 0 NO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice? 

0 YES .0 NO C. Have you ever had any patient mortality or other incident that resulted in the temporary or permanent physical or mental 
injury requiring hospitalization of the patient during, or as a result of, your use of antianxiety premedication, nitrous 
oxide inhalation analgesia, moderate sedation or deep sedation/general anesthesia? 

DYES [2ij" NO D. Do you plan to use moderate sedation in pediatric patients? 

DYES 9 NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients? 

~YES D NO F. Do you plan to engage in enteral moderate sedation? 

18J'YES 0 NO G. Do you plan to engage in parenteral moderate sedation? 

What major drugs and anesthetic techniques do you utilize or plan to utilize in your use of moderate sedation? Provide details (IV, inhalation, 
etc.) and attach a separate sheet if necessary. 

£t/ _211 ~&)i;m Orwt 
.P:"-z~~~ IV.z..O- rJZ ;n·..-czol~ 

f1;Jr. zo ~~ !};/\. Zel~ 
.. 

·, ..... -~ ~- · ...... "t\ 

2 



N ame o fA 1ppucan F T Add ac11ty ress 
SECTION 7- AUXILIARY PERSONNEL 

A dentist administering moderate sedation in Iowa must document and ensure that all auxiliary personnel have certification in basic life support (BLS) 
and are capable of administering basic life support. Please list below the name(s), license/registration number, and BLS certification status of all 
auxiliary personnel. 
Name: License/ BLS Certification Date BLS Certification 

~ VJ 5 -6<f.r? c~ /lizr-t/c~ 
Registration#: q 0 2 (J f/9 Date: Jo/ <!I .zol 2. Expires:,., oil/ I 2._6/'( 

Name: License/ BLS Certification Date BLS Certification 

J (/,_ .l.t1 Jv~t.-1/s Registration#: Q 0 z 5'{ z Date: o'fil./lz Expires: ~/Jo/z.o/Gf 
~--

Name: v License/ BLS Certification Date BLS Certification 

(}~ tj_.rz-e_ tv(/} Jn.a..v) 
Registration #: Q 0 0 S 'I? Date: l(// J 0 j {.(j 3 Expires: Lj /:,ti/ Z.()) L( 

Name: License/ BLS Certification Date BLS Certification 

56efJ6te ;.1 j 1/ .e.r Registration #: Q 0 Lf l 5 z. Date: /~j 
'5l z.tJI/ Expires: ldJJ / l..t)) J 

Name: License/ BLS Certification Date BLS Certification 

J e.tP /J; /<r AI q,0 Registration #: Q 0 6 9 6 6 Date: ). / O) u; e_o)Z.. Expires: a; IJ J / .Z..d) Lf 
Name: v License/ BLS Certification Date BLS Certification 

Itt_ s 4../1 Ftq fr q_J e., d 
Registration#: r<cJtJ s 111 Date:0 J/.z.oJ L.tJ) J Expires: C?.f/JII z.o).J 

Name: u License/ BLS Certification Date BLS Certification 
Registration #: Date: Expires: 

Name: License/ BLS Certification Date BLS Certification 
Registration #: Date: Expires: 

SECTION 8- FACILITIES & EQUIPMENT 

Each facility in which you perform moderate sedation must be properly equipped. Copy this page and complete for each facility. You may apply for a 
waiver of any of these provisions. The Board may grant the waiver if it determines there is a reasonable basis for the waiver. 

YES NO Is your dental office properly maintained and equipped with the following: 

14 D 1. An operating room large enough to adequately accommodate the patient on a table or in an operating chair and permit an 
operating team consisting of at least two individuals to move freely about the patient? 

~ D 2. An operating table or chair that permits the patient to be positioned so the operating team can maintain the airway, quickly 
alter the patient position in an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation? 

~ D 3. A lighting system that is adequate to permit evaluation of the patient's skin and mucosal color and a backup lighting system 
that is battery powered and of sufficient intensity to permit completion of any operation underway at the time of general power 
failure? 

~ D 4. Suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction device? 

1¥ D 5. An oxygen delivery system with adequate full face masks and appropriate connectors that is capable of delivering oxygen to 
the patient under positive pressure, together with an adequate backup system? 

~ D 6. A recovery area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the 
operating room.) 

&I D 7. Is the patient able to be observed by a member of the staff at all times during the recovery period? 

~ D 8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fail safe 
mechanism? 

lij D 9. EKG monitor? 

~ D 10. Laryngoscope and blades? 

dZI D 11. Endotracheal tubes? 

~ D 12. Magill forceps? 

"" D 13. Oral airways? 

ffia D 14. Stethoscope? 

~ D 15. A blood pressure monitoring device? 

~ D 16. A pulse oximeter? 

~ D 17. Emergency drugs that are not expired? 

~ D 18. A defibrillator (an automated defibrillator is recommended)? 
. I 

D Kl 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, lsoflurane)? 

17 20. In the space provided, list the number of nitrous oxide inhalation analgesia units in your facility. 

COPY FORM AND SUBMIT FOR EACH FACILITY. 3 



SECTION 9- If you answer Yes to any of the questions below, attach a full explanation. Read the instructions for important definitions. 
YES NO 

1. Do you currently have a medical condition that in any way impairs or limits your ability to practice dentistry with reasonable D 0 
skill and safety? 

2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? D ~ 

3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to D 1m 
practice dentistry with reasonable skill and safety? 

4. If YES to any of the above, are you receiving ongoing treatment or participation in a monitoring program that reduces or 
eliminates the limitations or impairments caused by either your medical condition or use of alcohol, drugs, or other chemical D [2] 
substances? 

5. Have you ever been requested to repeat a portion of any professional training program/school? D l}i] 

6. Have you ever received a warning, reprimand, or been placed on probation during a professional training program/school? D ~ 

7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? D ~ 
7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that D IQJ 

time the voluntary surrender of license was tendered? 

8. Aside from ordinary initial requirements of proctors hip, have your clinical activities ever been limited, suspended, revoked, D ~ 
not renewed, voluntarily relinquished, or subject to other disciplinary or probationary conditions? 

9. Has any jurisdiction of the United States or other nation ever limited; restricted, warned, censured, placed on probation, D ~ 
suspended, or revoked a license or permit you held? 

10. Have you ever been notified of any charges filed against you by a licensing or disciplinary agency of any jurisdiction of the D jg] 
U.S. or other nation? 

11. Have you ever been denied a Drug Enforcement Administration (DEA) or state controlled substance registration certificate or D g) 
has your controlled substance registration ever been placed on probation, suspended, voluntarily surrendered or revoked? 

SECTION 10- AFFIDAVIT OF APPLICANT 
STATE: 

j cou;;::h/J r OV) low4 
I, the below named applicant, hereby declare under penalty of perjury that I am the person described and identified in this application and that my 
answers and all statements made by me on this application and accompanying attachments are true and correct. Should I furnish any false information, 
or have substantial omission, I hereby agree that such act shall constitute cause for denial, suspension, or revocation of my license or permit to provide 
moderate sedation. I also declare that if I did not personally complete the foregoing application that I have fully read and confirmed each question and 
accompanying answer, and take full responsibility for all answers contained in this application. 

I understand that I have no legal authority to administer moderate sedation until a permit has been granted. I understand that my facility is subject to an 
on-site evaluation prior to the issuance of a permit and by submitting an application for a moderate sedation permit, I hereby consent to such an 
evaluation. In addition, I understand that I may be subject to a professional evaluation as part of the application process. The professional evaluation 
shall be conducted by the Anesthesia Credentials Committee and include, at a minimum, evaluation of my knowledge of case management and airway 
management. 

I certify that I am trained and capable of administering Advanced Cardiac Life Support and that I employ sufficient auxiliary personnel to assist in 
monitoring a patient under moderate sedation. Such personnel are trained in and capable of monitoring vital signs, assisting in emergency procedures, 
and administering basic life support. I understand that a dentist performing a procedure for which moderate sedation is being employed shall not 
administer the pharmacologic agents and monitor the patient without the presence and assistance of at least one qualified auxiliary personnel. 

I am aware that pursuant to Iowa Administrative Code 650-29.9(153) I must report any adverse occurrences related to the use of sedation. I also 
understand that if moderate sedation results in a general anesthetic state, the rules for deep sedation/general anesthesia apply. 

I hereby authorize the release of any and all information and records the Board shall deem pertinent to the evaluation of this application, and shall supply 
to the Board such records and information as requested for evaluation of my qualifications for a permit to administer moderate sedation in the state of 
Iowa. 

I understand that based on evaluation of credentials, facilities, equipment, personnel, and procedures, the Board may place restrictions on the permit. 

I further state that I have read the rules related to the use of sedation and nitrous oxide inhalation analgesia, as described in 650 Iowa Administrative 
Code Chapter 29. I hereby agree to abide by the laws and rules pertaining to the pra~e of dentistry and moderate sedation in the state of Iowa. 

MUST BE SIGNED IN SIGNATURE OF APPLICANT ,-/' /J 
PRESENCE OF NOTARY ~ .he ::> c..:;/ 

NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS 3) DAY OF M.tU-1 , YEARJ(/fj 

NOT~NAT1~ 
_} 

NOTAR'r'"PUBLIC NAME (TYPED OR PRINTED) \.).. MY COMMISSION EXPIRES: 

J~ !Z-Uf/(N1d ro(tJ-/t?J 
~-

4 
. ., 



~I 
IOWA DENTAL BOARD 

400 S.W. 81
h Street, Suite D, Des Moines, Iowa 503094687 

Phone (515) 281-5157 Fax (515) 281-7969 
http://www.dentalboard.iowa.gov 

PLEASE TYPE OR PRINT LEGIBLY IN INK. 

FORM A: VERIFICATION OF MODERATE SEDATION TRAINING 
IN A POSTGRADUATE RESIDENCY PROGRAM 

SECTION 1- APPLICANT INFORMATION ' 

Instructions - Use this form if you obtained your training in moderate sedation from an approved postgraduate residency program. Complete Section 1 
and mail this form to the Postgraduate Program Director for verification of your having successfully completed this training. 

NAME (First, Middle, Last, Suffix, Former/Maiden): 

MAILING ADDRESS: ~ b 
Co II~ of 0erv ,f ~~ 8 ol Al~-b/JYl ~ 1 Ad 171 , J' .r 1'lfw.) C ( n; {/ f;c LMk!J 6~ / rc 

CITY: 
v v I STATE: ZIP CODE: PHONE: U 

r t1 l.-v"'ar czry LA ~z..z..Ut 2 3 /9 - .? .1 S'- 7 Lf 9.9 
To obtain a permit to administer moderate sedation in Iowa, the Iowa Dental Board requires that the applicant submit evidence of having completed an 
approved postgraduate training program or other formal training program approved by the Board. The applicant's signature below authorizes the 
release of any information, favorable o!iotherwise, directly to the Iowa Dental Board at the address above. 

APPLICANT'S SIGNATUR~ 
//_ 

DATE: 

os/2. 9/2ol J ~ ~ 
SECTION 2- TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR 

NAME OF POSTGRADUATE PROGRAM DIRECTOR:/( 

.ytt"' ;+; ( ( 
THIS POSTGRADUATE PROGRAM IS APPROVED OR ACCREDITED TO TEACH POSTGRADUATE DENTAL OR MEDICAL EDUCATION BY 
ONE OF THE FOLLOWING: 

~American Dental Association; 

D Accreditation Council for Graduate Medical Education of the American Medical Association (AMA); or 

D Education Committee of the American Osteopathic Association (AOA). 

NAME AND LOCeT~ OF P~STGr.~DUATE P~OGRAM: 

~~E;s-:s- 313 7 u. .... ~,.{l''tlZ " OW'"- ·51" ... 5 "'""'J.. l> ... :~s 
~oo ,....--1;:..1 "f j)~". 

L"""" cry..,rA i;;z?lf L. 
DATES APPLICANT I FROM (MOIYR): TO (MOIYR): DATE PROGRAM 
PARTICIPATED IN PROGRAM~ Q /- J -z o/ 0 o6'/!. c> -2 o 11 COMPLETED: CJ6/.?.t!/Qjj 

~~ES 0 NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? 

YES 0 NO 2. DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY? 

)<(YES 0 NO 3. DOES THE PROGRAM COVER THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN CONTROL AND 
SEDATION TO DENTISTS AND DENTAL STUDENTS? . . 

PfYES 0 NO 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE IN MANAGING COMPROMISED AIRWAYS? 

,DtYES 0 NO 5. DOES THE PROGRAM INCLUDE MANAGEMENT OF AT LEAST 20 PATIENTS? 

(If no to above, please provide a detailed explanation.) 

0 YES p(No 6. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR WAS THE APPLICANT PLACED ON PROBATION 
DURING THE TRAINING PROGRAM? If yes, please explain. 

DYES M NO 7. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain. 

0 YES%' NO 8. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROVIDING MODERATE SEDATION FOR 
PEDIATRIC (AGE 12 OR YOUNGER) PATIENTS? If yes, please provide details. 

0 YES ~NO 9. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROVIDING MODERATE SEDATION FOR 
MEDICALLY COMPROMISED (ASA CLASS 3 OR 4) PATIENTS? If yes, please provide details. 

I further certify that the above named applicant has demonstrated competency in airway management and moderate sedation. 

I ~AM DIRECTOR SIGNATURE: 

r' !+;}) DATr /sG/tJ 
/ I 

~ 



······~ 

PEEL 
HEliE 

ACLS 
Provider 

Niels Oestervemb 

H1is card certifies that the above mdividual has successfully 
completed the cognitive and skills evaluations in accordance 
witJ·, the curriculum of the American Hea11 Assoc1ation Advanced 
Cardiovascular Life Support (ACLS) Program. 

7/11/2012 7/31/2014 

Issue Date Recomrneroded Rene\-\1al Date 

Niels Oestervemb 
600 Grandview Ct. lf622 
Iowa City Iowa 52246 

Training 
Center Name 

TC 
Info 

Course 
Location 

Instructor 
Name 

Holder's 

§.~~~~-~~~-

_lJ]11C-f:tv1SL){C 
TCCIA05137 

200 Hawkins Dr, Iowa City fA 5~242 
.... TfCJ~JSJ~/49) 

EMSLRC 

Lance Heern 05060087m 10 
# 

f,j 2011 Ameucan Heart AssOCo;]h0/1 ramr.,en!"ll} \YI/fl /h:S f;ilfd l'tl!llJ!Icr liS o.ppcarar.ce 90-180!! 

Peei the wallet card off the 
sheet and fold iT over . 

. 

~-~~::rd-:~ntains-=-n~~~=~~-;-~~ures to protect against forgery. 

This card can be inserted into either a number 10 window or regular envelope. 

I 
I 

If using a number 1 0 regular envelope, peel off the address label and apply it to the 
outside of the envelope. 

! ___________ ----------- 90-1805 3/11 



m~£ ~nift£rzii1J nf c3]nfuct 

~ozpitalz a:nb illlini:cz 
anii 

illa:r&£r illnllc;g£ nf ~£bicin£ 
THIS IS TO CERTIFY THAT 

~ielz <1f}ezi£rn£mh~ ~EL~~-

HAS SERVED AS A 

~.esi!tenf 
IN THE DEPARTMENT OF 

~.ozpifal ~-enfiztr~ 
~i.&izi.on .of ®-en-era! ~-entiztr~ 

June 24, 2010- June 30, 2011 

TO THE SATISFACTION OF THE 
OFFICERS AND STAFF OF THE UNIVERSITY OF IOWA HOSPITALS AND CLINICS 

IN WITNESS WHEREOF, THIS CERTIFICATE ISAWARDEDATIOWACITYINTHE STATE OF IOWA 
THIS FIRST DAY OF JULY, TWO THOUSAND AND ELEVEN 

~M 
ASSOCIA'¥E'VlCE PRESIDENT AND CEO, 
UNIVERSITY OF IOWA HOSPITALS AND CLINICS 

//./2----
DEAN, CARVER COLLEGE OF MEDICINE 

~J~~ 

~ 
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