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ANESTHESIA CREDENTIALS COMMITTEE 
 

AGENDA 

October 24, 2013 

12:00 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., (vacancy) 

 

OPEN SESSION 

 

I. CALL MEETING TO ORDER – ROLL CALL                        Kaaren Vargas 

II. COMMITTEE MEETING MINUTES 
 

a. July 25, 2013 – Teleconference 

b. September 19, 2013 – Teleconference 

 

III. GENERAL ANESTHESIA PERMIT APPLICATIONS 
 

a. Gregory S. Sears, D.D.S.  

IV. MODERATE SEDATION PERMIT APPLICATIONS 
 

a. Rachel A. Revell, D.D.S. 

b. Jack T. Warrington, D.D.S.  (*Received updated information) 

c. William E. Skinner, D.D.S. 

d. Brandon M. Syme, D.D.S. 

e. Other applications, if received 

 

V. OTHER BUSINESS 
 

a.  2014 Committee Meeting Dates 
 

b.  2014 Application Deadlines 
 

*Updated 10/21/2013 

New Materials in red 

 



c.  Adopted and Filed –Final Amendments to Chpt. 29, “Sedation and                                     

Nitrous Oxide Inhalation Analgesia” (NOIA ARC #1008C, 9/4/13 IAB) 

d.  Committee Vacancy   

                      

VI. OPPORTUNITY FOR PUBLIC COMMENT  

VII. ADJOURN 
 

 

 

 NEXT MEETING: TBD 

 

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. 
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ANESTHESIA CREDENTIALS COMMITEE 

 

-  TELEPHONIC MEETING – 

 

MINUTES 

July 25, 2013 

Conference Room 

400 S.W. 8th St., Suite D 

Des Moines, Iowa 

 

Committee Members July 25, 2013 

Kaaren Vargas, D.D.S. 

Richard Burton, D.D.S. 

Steven Clark, D.D.S. 

Lynn Curry, D.D.S. 

Douglas Horton, D.D.S. 

Gary Roth, D.D.S. 

Kurt Westlund, D.D.S. 

Present  

Present 

Present 

Absent 

Present  

Present  

Present 

 

Staff Member 

Christel Braness, Phil McCollum, Melanie Johnson 

 

OPEN SESSION 
 

I. CALL TO ORDER FOR JULY 25, 2013 

 

Dr. Vargas called the meeting of the Anesthesia Credentials Committee to order at 12:05 p.m. on 

Thursday, July 25, 2013. This meeting was held by conference call to review applications for 

general anesthesia and moderate sedation permits, and review proposed changes to Iowa 

Administrative Code 650—Chapter 29. It was impossible for the Committee to schedule a meeting 

on such short notice and impractical for the Committee to meet with such a short agenda. A quorum 

was established with five (5) members present.   

 

Roll Call: 

 

 

 

 

 

 

Member Vargas Burton Clark Curry Horton Roth Westlund 

Present x x   x x x 

Absent   x x    
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II. COMMITTEE MEETING MINUTES 

 

 May, 2, 2013 – Teleconference 

 

 MOVED by ROTH, SECONDED by VARGAS, to APPROVE the minutes as submitted.  

Motion APPROVED unanimously. 

 

 Dr. Clark joined the meeting at 12:06 p.m. 

 

 July 9, 2013 – Teleconference 

 

 MOVED by ROTH, SECONDED by VARGAS, to APPROVE the minutes as submitted.  

Motion APPROVED unanimously. 

 

III. GENERAL ANESTHESIA PERMIT APPLICATIONS 

 

 Jeffrey Dean, D.D.S. 

 

Dr. Horton reported that he knows Dr. Dean from Loma Linda University.  Dr. Dean is an examiner 

in anesthesia medicine with the American Association of Oral and Maxillofacial Surgeons 

(AAOMS).   

 

 MOVED by WESTLUND SECONDED by ROTH, to recommend approval of the 

application to the Board. 

 

IV. MODERATE SEDATION PERMIT APPLICATIONS 

 

 Richard Kava, D.D.S. 

 

Dr. Roth inquired about Dr. Kava’s facility inspection.  Mr. McCollum and Ms. Braness reported 

that the facility inspection has been completed, and all deficiencies addressed. 

 

 MOVED by ROTH, SECONDED by VARGAS, to recommend approval of the application 

to the Board. 

 

 Karl Kohlgraf, D.D.S. 

 

Ms. Braness reported that Dr. Kohlgraf is working with the University of Iowa College of 

Dentistry. 

 

 MOVED by ROTH, SECONDED by VARGAS, to recommend approval of the application 

to the Board.  Motion APPROVED. 

 

Dr. Westlund asked for clarification on the data provided with the sedation applications, which are 

submitted electronically.  Mr. McCollum stated that he could generate a report to better address 
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some of the information the committee may wish to review, in a format that is more easily 

reviewed. 

 

V. OTHER BUSINESS 

 

 Chapter 29, “Sedation and Nitrous Oxide Inhalation Analgesia” Proposed Rule 

Amendments 

 

Ms. Johnson provided a brief history of the reason for these proposed changes.  Some of these 

recommendations are older proposals that were not acted upon previously. 

 

Mr. McCollum explained that some of the proposed amendments address the frequency of 

inspection, capnography, clarification on application standards, and some general clean-up of the 

rules. 

 

Dr. Westlund recommended that the proposed capnography and equipment changes should be 

required for all general anesthesia permit holders, as opposed to only requiring it in ”oral surgery 

offices”.  Mr. McCollum agreed. 

 

Dr. Burton reported that the University of Iowa College of Dentistry is already working towards 

meeting these proposed changes. 

 

Ms. Johnson recommended also updating 29.5(11) and the list of required equipment to address 

this proposed change.   

 

Dr. Burton agreed with the requirement to require capnography for all deep sedation/general 

anesthesia permit providers. 

 

Mr. McCollum reported that a number of the changes address the requirements for facilities and 

facility inspections.  One of the recommended changes to the rules would require sedation to be 

completed at ”permanent” facilities.  There are concerns regarding offices that may change 

locations and move equipment from one location to another.  It is difficult to ensure that all 

equipment requirements are being met if locations and equipment move around. 

 

Dr. Westlund asked about the proposed changes regarding provision permits.  Mr. McCollum 

indicated that the language would allow the Board to make the final determination about 

completion of peer evaluations prior to issuance.  The proposed rule changes are intended to be 

flexible.  Dr. Westlund was comfortable with the proposed changes given the flexibility. 

 

Ms. Johnson clarified that the Board had received legal advice concerning the issuance of 

provisional permits and advised that this was no longer an option. The Board would need to take 

final action on the issuance of permits.   

 

Mr. McCollum reported that IAC 650-29.4(3) needs to be updated.  It is a section addressing 

moderate sedation; however, there is a typographical error in the rule with a reference to general 

anesthesia in this section. 
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Dr. Roth suggested removing the reference to grandfathering practitioners who have prior 

experience with sedation.  Mr. McCollum agreed that these rules could be updated to remove this 

provision.  The “grandfathering” for sedation permits is referenced in IAC 650—29.3(7) and IAC 

650—29.4(6). 

 

IAC 650--29.5(1) is intended to reference all permit holders.  Currently, the language only 

references deep sedation/general anesthesia.  The second sentence should be updated to match the 

first sentence in this section. 

 

Dr. Roth inquired about how quickly facility inspections can be completed.  Mr. McCollum 

indicated that Board staff can complete those rather quickly.  Mr. McCollum reported that he tries 

to assist Mr. Sedars with the inspections as he is able. 

 

Dr. Westlund indicated that there would still be some situations where a peer evaluation should be 

required prior to issuance of a sedation permit.  Mr. McCollum agreed, and indicated that staff has 

discussed updating the applications to include some of this information regarding the potential 

timelines required prior to issuance of a permit. 

 

Ms. Johnson asked the Committee members how frequently the University of Iowa College of 

Dentistry needs to submit documentation regarding facility inspections.  Dr. Burton recommended 

the 5-year standard as used in other areas of sedation since that seems to be the standard most 

commonly used. 

 

Dr. Westlund stated that the Iowa Association of Oral and Maxillofacial Surgeons (IAOMS) are 

currently working to complete their peer reviews of a general anesthesia permit holders in 

compliance with AAOMS standards. 

 

There was some discussion relating to the number of facilities and permit holders in the state.  Dr. 

Westlund stated that it would be good to set up a plan to regularly follow up with all permit holders 

regarding facility inspections and peer evaluations. 

 

Ms. Johnson provided some overview on the review process regarding 650 IAC 29.11.  This 

section of the rules is intended to address the application process by which applications are 

reviewed and approved by the Anesthesia Credentials Committee and the Board.  There is also an 

added provision to address the appeals process.  Ms. Johnson reported that  650IAC 29.13 

addresses the grounds for non-renewal of a permit. 

 

 MOVED by HORTON, SECONDED by ROTH, to recommend changes as discussed.  

Motion APPROVED unanimously. 

 

VI. OPPORTUNITY FOR PUBLIC COMMENT 

 

Dr. Vargas allowed the opportunity for public comment. 

 

VII. ADJOURN 
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The Anesthesia Credentials Committee adjourned its meeting at 12:31 p.m. 

 

NEXT MEETING OF THE COMMITTEE 

 

The next meeting of the Anesthesia Credentials Committee is scheduled for October 24, 2013.  

The meeting will be held at the Board offices and by teleconference. 

 

These minutes are respectfully submitted by Christel Braness, Program Planner 2, Iowa Dental 

Board. 
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ANESTHESIA CREDENTIALS COMMITEE 

 

-  TELEPHONIC MEETING – 

 

MINUTES 

September 19, 2013 

Conference Room 

400 S.W. 8th St., Suite D 

Des Moines, Iowa 

 

Committee Members September 19, 2013 

Kaaren Vargas, D.D.S. 

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. 

 

Present  

Absent 

Present 

Absent 

Present  

Present  

 

 

Staff Member 

Christel Braness, Phil McCollum, Melanie Johnson 

 

OPEN SESSION 
 

I. CALL TO ORDER FOR SEPTEMBER 19, 2013 

 

Dr. Vargas called the meeting of the Anesthesia Credentials Committee to order at 12:04 p.m. on 

Thursday, September 19, 2013. This meeting was held by conference call to review an application 

for general anesthesia permit. It was impossible for the Committee to schedule a meeting on such 

short notice and impractical for the Committee to meet with such a short agenda. A quorum was 

established with four (4) members present.   

 

Roll Call: 

 

 

 

 

 

 

II. GENERAL ANESTHESIA PERMIT APPLICATIONS 

Member Vargas Burton Clark Horton Roth Westlund (vacancy) 

Present x  x  x x  

Absent  x  x    

DRAFT Sept.19, 2013 Minutes 
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 Reda Taleb, D.M.D. 

 

Ms. Braness provided an overview of the application. 

 

Dr. Roth questioned the use of volatile anesthetic and vaporizer.  Dr. Westlund was familiar with 

the practice and indicated that it was not likely that the practice uses these; rather, Dr. Westlund 

thinks it may have been an incorrect response on the application. 

 

Ms. Braness indicated that she could follow up on these items and verify the response. 

 

 MOVED by VARGAS, SECONDED by ROTH, to recommend approval of the application 

to the Board.  Motion APPROVED unanimously. 

 

III. ADJOURN 

 

The Anesthesia Credentials Committee adjourned its meeting at 12:09 p.m. 

 

NEXT MEETING OF THE COMMITTEE 

 

The next meeting of the Anesthesia Credentials Committee is scheduled for October 24, 2013.  

The meeting will be held at the Board offices and by teleconference. 

 

These minutes are respectfully submitted by Christel Braness, Program Planner 2, Iowa Dental 

Board. 
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BLS Certilication
Date:

Date BLS Certification
Expires:

Name: Licensel
Registration #:

BL$ Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Explres:

Name: Licensel
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

SECTION 8; FACILITIES & ESUIPMEHT

Eadr fadlity in whidl you perfonn sedalion musi bs properly equippsd. Copy ttris page and complete for each facllity. You may apply for an exgmptlon
of any of those pmvisions. ThE Board may grant tho ex€mpllon if it d€brmines therB i6 a reasonable basis fof the exemplion.

YES

Y(

"H'

r

NO

tr

tr

D

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

l. 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 ainray, quickly
alter the patient position in an emergency, and provide a firm platform for the management of cardlopulmonary resuscltation?

3. A lighting system that is adequate to permit evaluation of the patienfs skin and mucosal color and a hackup lighting system
that is battery powered and of sufficient lntensity to permit completion of any operation undenray atthe time of general power
failure?

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

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

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

7. ls 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?

{0. Laryngoscopo and blades?

{ 1. Endotracheal tubes?

12. Magill forceps?

{3. Oral ainrays?
14. Stethoscope?

{5. A blood pressure monitoring dEvice?

{6. 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, lsofluranel?

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

F
'f
F
M
fl
E
M
{
ry
N(

tr
tr

!
tr

tr

AND SUBMIT FOR EACH FACILITY 3



Name of Applicant j- }1
SECTION 7 - AUXILIARY

l#t /F 7c {

f Oentist aOminl*.Aru seaahn ln lowa must dodrmenl ard ensuG that all alod[ary p€rsonnel havg c€afficalion ln basic lits suppo.t (BLS) and alt
op"-tf" of 

"O.i"i"t,f-ng 
Lasic lllb support. FGase tist Oetovr tne name{s), ft.en€efriskatlon number, and BLS c€rtlfication 3tatus of all sudliary

peGonnel,

"?ho,, &**J Licensel
Registratio"fr) nA- Da re I

BLS Certification
Date: t-ll3

Date BLS Certification
Exprres: f/l S 

,

Nime:

\(i. k l(nrtlt ^{r-z

License/
n"ii=totio "Tt)fr _ r,t4 t 11

BLS Certification
Date: f.l lJ

Date BLS Certification -
Expires: 1ll+

License/
Regisrratio"&oh_ l4Kl I

BLS Certificattcn
Date: {lt5

Date BLS Gertlflcatlon
Expires: ( l/ 5

Name: J ^n,*- O^rL",
License/
Resistratio" hofl * o&fj?r

BLS GertificationDate: {, ll \
Date BLS Gertification
Exprres: { il {.

Iftme: J License/
Registration #:

BLS Gertification
Date:

Date BLS Certification
Expires:

Hame: Licensel
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Hame: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Gertification
Date:

Date BLS certification
Expires:

Eadr fadllty ln whidl you perfom s€dation must be pfope y equipped. copy lhis page 8nd complete for eadr Jaclllty. You may apply ior 8n e)GmPuon

of 
"nV 

of if,ic" p.visions. the Boad ,"y grant ttc'eximption if-lt Cee.min6 thgre is a r€86onable bssls to. th€ oremplion'

ls 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 permlt an

operating team consisling of at least three individuals to move freely about the patient?

I. An operating tahle or chair that permits the patient to be positioned so the operating team can maintain the airwan quickly

alter the patient position ln an emerg*n"y, 
"ha 

provide a nrm platform for thi mana[ement of cardiopulmonary reeuscltatlon?

S. A lighting system that is adequate to permit evaluation of the patienfs skin and mucosal color and a hackup lighting system

that is battery powered and oi sufflciEni lntensity to permit completion of any operation underway at the time of general power

failure?

4. Suction equipment that permlts aspiration of the orat and pharyngeal cavitles and a backup suction device?

E. An oxygen delivery system with adequate full face masks and appropriate connectors that is capable of delivering oxygen to

the pati-ent under fositive pressure, together with an adequate backup system?

6. A reeovery area that has availabte oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the

operating room.)

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

g. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equlpped wlth a fail safe

mechanism?
g. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

{3. Oralainrays?
14. Stethoscope?

15. A blood pressure monitoring device?

16. A pulse oximeter?

1?. Emergency drugs that are not expired?

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

1g. 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.

YES

Y(

"F(

F

NO

n

tr

tr

{tr
'ftr
,dtrrdtr
Wtr
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lq' tr
l[/tr|fttr
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COPY FORM AND SUBMIT FOR EACH FACILITY.



SEcIlOl{ 9*-- lBliu ansi$,er Y6 to any of the questions below atEldl a tulf.Exffination. Read he iru*ruqit F ncr hportant itgfirtltiom.
YES

1. Do you currently have a medical condition that in any way impairs or timits your ability to practlce dentistry with reasonable tr
skill and safety?

HOv
2. Are you currently engaged in the iltegal or lmproper use of drugs or other chemical substances? trv
3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to

practice dentistry with reasonable skill and safety?
tr v

trtr
4. lf YES to any ol the above, aro 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
substances?

5. Have you ever been requested to repeat a portion of any professional training program/school? trB.
6. Hayi trou orer rocolt rd r wamln& ropdmand, or baon phcod on ppbltlon dudng r ppfrGllonal fainlng proglllrlschool? tr V
7. Have you ever voluntarily surrsndered a license or permit issued to you by any professional licensing agency? tr#
7a.lIyea, was s licento dllclplinlry ectlon pendlng agalnlt you, orwero you under lnv.stlgatlon by a llc.nllng sggncy at thtt tr tr

timr lhe voluntary lurrondor ot llconaa waa tondeI.d?

ry8. Aside from ordinary initial requirements of proctor$hip, have your clinical activities ever been timited, suspended, lsvoked, tr
not reneu/ed, voluntarlly relinquished, or subiect to other disciplinary or probationary condltions?

ry9. Has any jurisdiction of the United States or other nation ever limited, restricted, warned, censured, placed on probation,
suspended, or revoked a license or permit you held?

tr

ry10. Have you ever been notified of any charges filed against you by a licensing or disclplinary agency of any iurisdiction of the tr
U.S. or other nation?

Y11. Have you evor been denied a Drug Enforcement Administration (DEA) or state controlled substance registration certificate or tr
has your controlled substance registration ever been placed on probation, suspended, voluntarily surrendered or revoked?

SECTION 10 - AFFIDAVIT OF APFLIGANT
STATE: J4*xg-, COUttTl(: r r

PAtU,ur--t{r -'t€r
l, th6 below named applicant, her€by declaE unde. penalty of perjury that I am the per3on descrlbed and identifed ln this applicaiion and that my
answeB and 8ll Stat€menb made by me on liis applicalion and Eccompanying attactunenb aI€ tuo ard cored. Should I fumkh any false lnbrmalion,
or ha\r€ rubstantial omiEsion, I hergby agree thal Buch ac.t Ehall constihrte caus€ for denial, suspenslon, or rcvocatjon of my licanse or permit to provide
d€ep s€datiorvgeneral aneslhesia. I also d€clare that if I did not personslly completg lhe foEgoing application that I havs tully read and conflrmed 6actl
question and accompanying al|s1.tr€r, and take tull responEibility lbr all an$yer8 contalnod in t s appllcalion.

I understand thal I have no legal authgrity lo administer deep sgdalion/general anesthe€ia unlil a permit has be6n granlod. I understand lhat my ,acility
18 subi€d to an orFsiE er€luelion prior to lhe issuance of a permit and by rubmining an applicatlon for 8 deep sedalon/gensral arEsf|€sla permlt, I

h€reby con€ent lo such an ovaluation. ln addition, I understand lhat I may be subject lo a professional evaluation as part of the spplicauon process. The
professlonal evaluation shall be conducted by the Anesthesia Credentials Committ€e and lnclude, at a minlmum, evaluatlon of my knorrledge of caEe
manag rgrt and aiMay managern€nt

I cedry that I am kained and capable of adminbiering Advanc€d Cardiac Life Support and that I employ suficient auxiliary personnel to sssist ln
moflitoring a patient under deep sodation/general angsthesia. Sudr personnel alr tralned in and capable of monltoring vttal sigris, aEEi{ing in
emergency proceduros, and adminlslering basic liE support. I undsrstand t|at a der{ist perfomlng a procedure for vJhidl deep E€datlon/gen€ral
anesthesla is belng employed shall not admlnister the g€neral anesthgtlc and monltor the patient without the pr€senc6 and assistance of at least two
qualif€d aodliary personnel,

I am aware that pursuar to lowa Admlnistratl\€ Code 65G-29.9(153) I must Eport any ad\€r8s occunenc$ relaEd tothe use ofsedatlon.

I hereby suhorlze the rBles6e of any and all inbrmalion and records the Boad siall ds€m pedlnent to the €!,aluauon oflhlE appliqalion, and thall supdy
to the Board such records and lnformation a6 requested for evalustjon of my qualifications for 9 permit to administer s€dation in the stats ot lor/4.

I underEtand that based on ewluation of s€dentiah, facllld€s, equlpflEot, p€rEonn€|, and procsdures, the Board may da6.esiictions on the p€rmit.

lfudh€r state that lha\€ read the rul€s related to the us6 ofsedation, as desqibed in 650lovea Admlnlst ative Codg Chapbr29. lher€byagr€e to
ablde by Ste la s and rules pgdainlng to the pra.dce of d€r istry arUrfep sedaliorrgBneral anestlj,ryD in lhe stab ol lowa.

MUST BE SIGNED IN

PRESENGE OF NOTARY >
srGNAruRE OF APPLTCAIn t r

ffit\-Mr*'tt lfu*
NOTARY SEAL suBscRrBED AND swoRr BEFoRflM ertns 

*T 
DAy oF O*{S k}4-,1, YEAR AI}tg

e
I fit[tBlL ll0IAHY.Statt of ilehraska

!t JoDr L. wHTTTEN
F My Comm, Exp. Juty 14.2014

NOTARY p(|Fy'c NAME (TYPED OR pRrNrEDl

'*'\sfur L u*\rt*gvr
IUIY GOMMISSION EXPIRES:

"\*[, t*{. ,*{ut4
4
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Nebraska DHHS: Division 
fublic 

Health

fiWrtnex*'sf Hffiht] & Hunnu*r 5s@

MHhNS

License lrJumber
Professisn:
Licene+ Type:

[-l**r*mu*+ Urcl'
f"$, E{,,{ g{$BS. L;r,Hcr*rL hfE 68#eS*1986
Pnslr$r (403i 4ff-ttl5 F.*xr {#lI} 4?}-ffi7f

Page I of I

f$E*ft*Sl{'q-ffi*j,*,r**rLfxrrgrmrrr

Certification of I-{ebraska Licensure
1T lS HEEEBY trEHTIFIEE! THAT the informstisn listed in this certification is accurate and correc{ as uf the date creatad.

Page 1 of 'l
Date Certification trreated: Thu frc-t 3 0H:4$:,tlI 301f;

5
trentistry
Gen eral An*sthesia Pennit

General License lnfnrmatimn
. ...... ,,,, ;:,: ,;"''''l' jJiiii:i1.::ri ' : ": , :,:, :'. ..

GregoryEcottSearerrMB, tr'BEi ,,', ., ,, ,,,,.,,.

United StateE 'l 'li -i rr ,, ., 'lti.l '. 
il",

,,i
Frofessign Hame trpfidry' . ", , ;i ii:,,,-.:' 

:: '' " 
. 

1,.t,,, 
I

J-,

- 
,,., 

t'' , r''" ' 
i,"; r$,,.

Licen*e Humher 
111, 5 ,i 

,,,ii..,'

ReaEon for License Ststus X
'..:: ' , ', :,:!::i::i!it ,,i'. ' ij
i,, . .,.,' ,. 'l

,,,i,, , ', 
, 
r,,::$6fi6nli1L66t*atinn 

l

school 
".'...': 1 , lri *lilil " l'l ''' " "'i'l'r ' 'i'r'i,, Dste j

UilIMC :ir1,,,,,.,:i:,... .' ijr:: '' ' 0EE6iilEf4

.. ::...,. " ., ' ,

Ei*cipl i narylN orilDisri plin ary lnformation
Additional inforrnalicn rnay he oMained frsrn the Liceneure Unit (40EI471-.iE1:15 if acliona are listed,

Hsme on License

Cnuntry

Start :End

None sn recsrd Et th,ig time

iD i s ci pl i:n arvtr&l on-di s c.ipl i R a ry Acti Gfl

{Y h)

Eellsl,*Iltttxa

THE lHFoEitATro H FEorrlDEtr ou rHts Fo Ef,t ls AEcUEATE Aflo coREEcrAs oFTHE eEHTTFTEATTSH eEEATToH g.ATE LTETEB EH THE TGF
oFTHts FoEit, lFyou H.*VE Al'ty euEsTtotrs FLEAEE eoHTAcrrHE ut{ff,
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Please replv to: to8tfioBl[, 
.-,fu,n, NE 6*s0e-or*

Phone (402) 471.21 18
FAX (402) 471-8614

Division of Public Health

Deportment of Heolth & Humon Services

DHLJ#
NEBRASKA

State of Nebraska
Dave Heineman, Governor

CERTIFICATION OF LIGENSE H.ECEIVED
OcT $ 2013

IOWA I}ENTAL BOARDIowa Dental Board
400 SW 8th St., Ste. D
Des Moines, lA 50309-4687

PROFESSION NAME: General Anesthesia Permit

Number: 5 Status: Active

lssuance Date. 06/'18/1993 Expiration Date. 06/18/2015

Name: Gregory Scott Sears, MD, DDS

Address: 109 North 29th Street

Norfolk NE 68701

Credential Obtained by: Reciprocity

Exam Score:Exam Type.

School/Graduation Date: UNIV OF IOWA

Date of Birth: 08/02/1946

Place of Birth: IOWA

Disciplinary Action:

05/28/1970

To expedite the certification process, Licensure Unit is using the above format. There is no derogatory

information in the professional's records if the Disciptinary Action section above is left blank.

sJe&{#r,h
Helen L. Meeks, Administrator
Licensure Unit

October 7, 2013
You may venff licenses under the fulloruing lnErnet Web Site Addles,s;

Helping People Live Better Lives
An Equal Oppo(unity/Aftirmative Action Employer

printed with soy ink on recycled paper

(sEAL)
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'il

IOWA DENTAL BOARD
400 S.W. th $treet Suite D, D'es iiloines, lowa 503{t94687

Phone (S15) 181-6{57 Fax {515} 281-7gGg
h ttp : flwttr{v"'|. d q! ta I boa rd. iowa. o ov

RECEIVED
AUG 5 2013

IOWA DENTAL BOARD

APPLICATION FOR MODERATE SEDATION PERIIIIIT

SECTlOltl { - APPLICAHT lHFORfiLlTlOltl

lnstructtom - Please read lhe accompanylng instrutiions prior to comptsting tris form. Atrswer eactr question. lf not applicable, mark "N/4."

Fult Legal llarm: (Last Flrtq mHdle, Sufflxl

8o^,il1 ft" .h ool Anna
Otherl{amr Used: (e.9. Hald+n} Home E+nell:

P,orln,., I . rt . rdvl il & *o; L ,-tT,.

Worf E-mtlh

)r, 
"ou, 

t{ n JmnJ ,cotn
Home Addrws:

$ry Foo[ tlf\ 5t, 5**lrl^
Slty:

Flr.,llr^
v Stets:

ih
rlp:

{olo8,
floms Phonr:
'],tq-37J-&o!

Llcerue NumDer:

SQ o t;t
lrtue Date;

tlshors
ExpilatioE DatE:

il"x**|t\,lovl
Type of I

Prrl,

rracfice:

,to#-u
sEcTtoN 2 - LOCATTOH(S) tH IOWA IIUHERE HODERATE SEDATTOH $ERVIGES ARE PROVIDED

Princlpal Offlce Add rets:

S1 5o ui'tlaoo-U,*,,, *tw
Gity:

tie+l-lb.q lTJn,he$

zlp
Sotee

Phon+: Offtce tl,ourglDayte:

th- F R4
OtherOfilce Addrcp*:(/ {"p+ JoO

EiJqc
c1,U: Zlp: Phone: Offtco HouclDryr:

OtherOfflce Addldre: Grty: Zlpr Phone: Ofilce HourulDay*:

OtherO'fflce Addrss: clty: zlp: Phoner Offlco Hounlttey*:

OtherQfilco Addre*r GIU; zlp: Phone: O,ffice Floult/Day*;

SECTIOT{ S - BASI$ FOR APPHGATIOil

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

comolefud. DATE(Sl.

Illoderate Sedatlon Training Program that meets ADA Guldellne* forTeachlng Paln
Contnol and Sedafion to Dentlste of at least S0 hours and 20 patientexperiencea il Compteted

ADA.eccrcditad Reeidency Program ttat includes moderate sedation tralning El4ompleted Cls*q-alxtt
You murt harle training in moderate sedation AND one of the followtng:

Formal trainlng in ainray maftagement OR

iltodemte sedation experience at graduate level, apptloved by the Board

Edo,rr,ro (oly,r- o/+*t

I compteted

sEcTtoH 4 - ADVAHCED CARDIAC L|FE SUPPORT (ACLSI CERTIFTCATIOI{
Harns of Gourse: Locatlon: I f fSI Fonctf Gnh*l kW ,ry la? P"l

I n,.-,^ *,r,t l{h^n' r, t,trtra} frt lrut rltS
DaE ofGourse;

*lurr, )q+h 1o rt
rCe*ltcation Exflmsl

i, n p- fu ?r)** , .Lo t5

€l
tD:I
s
Eo

Uc. # Sent to AGC: lnspection F#rsf3 qSCf

Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form A/B

Brd Approved: T. lssue Date: Pediatrte? Peer Eval



NameorAppricart Fa r had Rlvul I

SEcflOil s - iIODERATE SEDATIot'f TRAII{IHG IHFORIUIATION

Type of Ftugrrmr

Edil; Residency program d***ing Educafion Frogram E otn", Boad-approved program, speclff:

Hame of Tnrlnlng P,rogram: r

R. r l* {^[l*^* &bn{-rl.^r
Addmtt:

siur tuh tj Cltv: ,

f}.,llr's
SEte:

Tx

"*fl*f;*r"fiT'fl*"[rr{v
Length otrnm)31 

,,n*{h, 
I Dah{*} Gonrpleted:,

OL/lnbq* o;ltor t
Humher of Patlent ConHct Hours:

lcxf
Total ilumter of Sfuporvl*d
Sedatlon Garos; (rh

gdes E ilo
&r*il ro

d-E ilo
mfes E rogttrs E ilo
ffvrs tr uo
I5{ves f, no
gd=* EI ilo

s{r*E ro

Efves il no l. DH you ralirfactorl$ complete the ebow tttlnlng progrem?

2. Does the prcgrrrrn lnclude et l€ert sDfiy {60} fioure sf didactlc trainlng In pain and amtety?

3. Does tho prcgram lnclude menagemont of at least 20 clinlcal patlentr?

As part of thc eurriculurn, alu the following concepts and prcceduru+ taught:
4. Physlcal eiraluation;
6.IVqedaflon;
6. Alnvay manegoment
7, f,lonttoring; end
8. Eatic llfu support and errergoncy manegement

S. Doe* the progrem include cUnlcal experlence ln managlng comprombsd eimay*?

10. Do* the program prwtde trahing orexperlcnm ln menaglng moderate sedatlon in padtatrle pdents?

tl. Doss tho program pmvide tifiining or sxperlence In managing moderrte *edatlon in AEA category 3 or * petlents?EIYEs E t{o
Plsase atEdl tlg appropdats turm b Edry your modergb Eedrtol| trSlnlng. Applicants who Ecdwd olek lralrfig ln r po6Qraduab tscldlnc, program
rrust have ttloF pmEr8duatE progrrm dlEctor ompl€h Fo.rn A. ln rddltion, attadr r copy of your certfcab of aomplotior of fte Po€&r.duab
pmgram. Appllclntr who lrcelv€d thdr tmlnlne ln a formal modorata s€dation ooitinulng aducdon program mtl6t hg\r! the program dlllctgr cr)mpbtg
Form B-

$ECTlOlrl S * ilIODERATE SEDATIOH EXPERIEHGE

dves tr

#=t ft Ho

EYE$ 6o

w€*E no

EYES ffi
gdes E ilo
EYEs g4*

E. Do you consider yourself engaged ln tln ure ot moderats sedeUon ln your profeecionel practice?

C, Have you ever hed any ffient mortellty or other Incldentthst tuutted ln the hmporery or FormitEnt phyelcel or tmntrl
lnfury requlrlng hocpltf,ltsetion of the patient durlng, or ar e rwult of, your use of enthnxloty pmmedlcatlon, nlt:out
oxlde lnhalaUon enalgesh, modente eeda$on or deep csdetion gsneral aneathesia?

D. Do you plan to ure moderete eedatlon ln pedlatfic petlenE?

E. Do you plan to me moderate redefion in medically comproml*ed (ASA category S or{} paents?

F. Do you plan to engags ln entsral modsrate mdatlon?

G. Do you planto engage ln percntorat moderstcmdatlon?

A Do you haw e lkenm, permlt or mglrtraton to perform modentesodatlon in any otherttete?

lf ye*, *peclffstBtot$land pcrmit

Smtffid e. md .n.alffi Od $t- do yolr dnb or ttn lo ul h.ln lDlrut dmodcr.L mor? ftqlde deta ! (w, hhrhtolt,
€e.) d atsah a 8apJ$a $€€lifrEoa$ry.



Name of Facilitv Address

SECTION 7 . AUXILIARY PERSONNEL

A derdht adminiEtering rnodorate sedaoon in lou,a must documeot and ensure that all auillary p€rsonnel have certification ln b88lc lllb suppo (BLS)
and are capable of admlnlstering ba€ic liE support Ples3e lbt bclov the name(s), licansorr€gislratlon number, and BLS cerlification stat8 of all
au{liary personnel.

Name: License/
Registration #:

BLS Gertification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name:

{BD
License/
Registration #:

BLS Certificatiort
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: Licensel
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

Each frcility in which you perbrm moderab sedation mu8t be properly equipped. Copy this page 8nd complete for eacfi fadllty. You may apply lor a
\,taiver of any oflhese proviSims. The Board may grar lh6 waiver if it determines thero b a r€asonable b88is for the wait af.

ls 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 two 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 ainuayn quickly
alter the patient position in an emergency, and provide a firm platform for the managsment 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. $uction 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. ls 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?

tr 9. EKG monitor?

fl 10. Laryngoscope and blades?

tr 11. Endotracheal tubes?

il {2. llf,agill forceps?

tr 13. Oral airuvays?

n i4.Stethoscope?

tr 15. A blood pressure monitoring device?

n 16. A pulse oximeter?

tr 17. Emergency drugs that are not expired?

A al8. A defibrillator (an automated defibrillator is recommended)?

N/ 19. Do you employ volatile Iiquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, lsoflurane)?

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

YES NO

{tr
Vtr
{rl

dtr
dn
dn
dg
M
dd
{d
{
d
{d
d
,h(^

-s

tr
u

COPY FORM AND SUBMIT FOR EACH FACILITY.



iffi

SECTIO t- lf you anEworYes b eny of $a queltio.l8 b€loxr, aibrh a ft{l eplanalirn. Roed lhe inrtuctotls tu inpoft nt drft{tons,
YES

1. Do you ourently haw s modtcal condHon that ln any way tmpalrt or limiE your eblllty to practiee denffrfi ulth rcasornhls tr
sklll and sailE$?

1{Od
2. Are you curmntly engaged in the lllegat or improper ute of drugr or otfter chembal rub*tance+? tril
3. Do you cumntly u3e atcotrol, drugr, or odror chcrniclt rubrtlnc.! lirt wodd ln any ury lmp.h or liltlt your duty b E V

pncth. dar|tury wlth lrloonrbb .tll r t llty?

{. lf YES to any of tlre aboy6, ane you rocetvlng ongolng tmatment or paillcipaffon ln e monltoring program that mducet or
ellminate* the tlmttatbnr or tmpalnmnte caured byeltheryour rudlcalcondltion or use of alcohoh dn gt, oro,tlnrchemlcel
gubetrncet? utr

f. Hawyou oy€r bmn rcqueated to Epeate portlon of any pmftteionaltrelnlng ptogremtrchool? Eld
6, H.v! you.[. rlcelYe t a srmhg, nprlmand, or Doan pLc.d or pr€bdron dulnt r ploi.rbnd tnlnlng p,ltenrm&Gioon tr d
?, Haw you evlrvolufiartly sunundsrpd a lhen*e or permit bsued to you Uy any profiet*hnrl llcenslng agency? trd
7r. lf yer, wer a llcenm dtsclpllnary acffon pendlng against you, or wert you under lnwstlgetlon by a liccmlng egsncy ft $at tr

tlme the voluntary cunender ol llcente wm tendercd?
V

8. A*lde from ordlnary lnlthl ruquirrementr of proctonrhlp, have your clinicat acflvlth ever been llmtted, su*pendod, tuvoked, tr
not lunwsd, voluntarlly rctlnquhhed, orrubiectto otherdisclplinfry or probationary condltion*?

E[
I

e xr. ]Uiufac&n of th. thh.d !ffi or oll.r rdor.Y.rh!4 r.tLird,mnl.l, c.orttd, f|.a.d (,o prot.fho' tr Ef
.l|Dan-{ornEndalc iorF tyou llld?

{0. Have you ovor boen notlf,ed oI any ctrargm llled again$ you by a licentlng or dlrclpllnery egonsy of any Jurl*dlcfion of frre tr
U.$. orother natlon?

ET

lt. Haw you eyer been dpnled a Drug EnforwmentAdmlnl#rrtlon (DEAI or stab controllod su$ltrncs rrgbffiion certlftcate or tr
har your controlhd subetan+e reglctntlon ener bern placed on probatlon, suspended, volunttrlly surmndercd or rwoked?

ET

SECTIOT{ {O - AFFIDAVIT OF APPLICAHT

lowa
COUT{TY:

0r, t- tt
t, fte lalow mlrrd .pplicar{, heEby &ar r ul s pemlty of pstFy ['rsl I !m lha psrBor doscdbd lld kLrd[lad in [tb 80plc{9n !o! firt.tlty
irtrmn rrC * rroir&Xs maAe ty ir m Uf appUcmoo fid accoouqnyh! ldlltlor*B a$ tuo end aomat Snq*t I fumi* any Sa llbfltlttoll,
or h6ys afrllg|tH omirsbn, t trerciry agIE trrt iiOr d thrfi colrsi&b causa frr ds{sl, suspcrdon, oa rayocs0on d r!, tcsl6e or pfilllt b plo$d!
mod€.ab s€dation. I abo drchE Orat lf I dd not pGGotEIy cottlpbb t r iollgolrlo ryHoo lhat I lra,e illy rBd sld cDnnrrd oadl q$too {td
accomplltfq &srcr, and tak€ nt ErpoitsMty lbf a[ anEuers conhln€d h ltfi app calion.

I undelrtand that I hayo no l€gal adhomy b adn nistor mederats ledaton uItll a psmit h6 b€en grani6d. I undr6tld llH my fadlty b aut €d to an
on-sit! rrrrluallon pdo. io fie is€u8nco of I p€rmit and by submiti rg sn €ppllaa{dt for 6 moderab ladaton pdmlt, I tEroby consg lo !u{rl in
er€tt allon. ln rdddoo, I unde.stand that I may be luuect to a pr&sional erafuation as part of fis apgffcaton Fococs. Iho proftsslonal ot aludim
shatl bc condudEd by the Anssb€sir CEdonial! Conrnltiee aod lndude, at a mldmum, evalustion of my knwrl€dgo of caso msnsgoll nt alld ah ry
manage Ent,

t ocrtily t[st I am t|hd ard qatb of |dnlrt|iullE Ad\lEoccd Crdbc l,Jfr Anport ard tm I €nDloy lu c!fi[ aldldry lesslrl lo a*f h
mo dhg a patatrt ut&r mod€rab sadrtfi. &rci pqsorn€l aE tahd ln lnd clpa0b of rrInibiro vtrl !tnt, ladCiu in elmrgcnry pmc.(ln!.
rnd adnfnHix'n bsrb lib {t po,t- I u!&llbrld fiat a donlist pertu ng a ploatuo hr uhf$ mod!.rig sdeton b b6altg dttgloyld tld mi
adIdr*iartha rtlel trscobglc aganb ![d nooibItr patb u troua hc pr€asro ari,.d!t n€ o,d lsrtfi3qualiad affiy petlolrl.t

I am M13 lfirt p$alaitr to lorra Admhl.d{a Co& 650--29.9(15(}) t rmrt rlgdt airy adree ocdrruloo rtl.t.d b lho rEe o( saddon. I aho
ur&rlirr trr[ llrtlodef3ia soddon lladb ln a gsErd dr€slh€licsirb, ttE rul€6 tu(d€.p s€dalio@€aad ln€atlt tL aloly.

I hereby aufiorLc tho rshas€ of any aM altlnlbrmlton and rlcords lhe Board clal &cm psnin6nt b t€ €vEltrE0on of ltlis appllcatih, and lhall llpply
t tre BoaA suAr rocords and hfoimaton as t€quostsd 6r o\raluaton of my qurlificatb.ls for a pemlt b admlnlltsr modorab 3€datlon ln tho alate o,
lowa.

I undelgtend tiat basad on evahJalion of c'rdontlalr, hcili0es, equipolqrt poconncl, and proceduEs, the Board mey phcs tEstldbos ofl thc pormi.

I tuihtr dab ihai I haw read the rul€s rdst€d b 0B ure qf s€dation and nltou! odde lr$aldion analg€rle, es deEClD€d in 650 lorva Admlnbtrdvs
Codb Clupbr2o. I id€Iy ag[E6 b aDlb byh. h 6 ard rul€6 port nf'rg b UD p.rdoe olds{ilfy and modsrt' !€ds0oo h ttu dab otlow..

IIIUST BE SIGI{ED IN

PRESEHCE OF HOTARY >
$IGT{ATURE OF AFPLICANT

iIOTARY SEAL

BOi CESPEDES

p Notary Public

STATE OF TEXAS

f,ly Comm' ExP'01'27'tG

suBschEED Al{D swdnnr BEFoiE trE, THte +l DAY oF Jn*e- ,YEAR ?,6l}
HOTARY PUBLIC $G ilAIUjf4>i_4
r{orARy FUBLTG mlf,e {TYFED OR IruHTED]

Tl*b C*o"lu
ltr CO,ilItTl$SlOttl EXPIRES:

i -L1- (fo



-.q IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (5{ 5} 281 -5157 Fax (515) 281-7969
htto:lA$rnn.dental board. iowa.qov

PLEASE TYPE OR PRINT LEGIBLY IN IHK.

RECEIVED
iltAY 6 2013

IOWA DENTAL BOARD

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

SECTIOH 1 - APPLICANT INFOR]UIATION

lnstruction! - USe this form ll you obtalned your training in moderate sedatlon lrom an approved poslgraduate residensy program. Complet€ S€ction I
and mail this form to the PostgraduaE Program Direc.tor for verlficallon of your having succesefully completed thi8 training.

NAltlE (Fir$t, Mi{dle, Last, Suffix, Fqrmer/Maiden):

U..rhat.l Nnwr- At*,rJl
MAILING ADDRESS:

)l oz Cole A*- LoL, JtLl
CITY: J

{lnlloq
STATE:

fr,-
ZIP CODE:

7#o{
PHONE:

Stt*?-33 -Jt6
To obtain a permitlo administer moderate sedation ln lowE, the lowa D8ntal Board requlres that thE applicantsubmit evidenca ol hsving completed an
approvod po8tgrsduatE tralnlng program or other formal training program approved by the Bgard. The appllcants Eignature below aulhorizes ths
release of any lnformatlon, lavorabl€ or othenvlso, direclly to the lowa Dental Board at th€ address abov€.

APPLICANT'S SIGNATURE:

l),,,1,-,,{ lL*//
DATE:

{-tf-/3
SECTION 2 - TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

THIS POSTGRADUATE PROGRATI IS APPROVED OR ACCREDITED TO TEACH POSTGRAOUATE DEI{TAL OR MEDICAL EDUCATION BY
O E OF THE FOLLOTUNG;

X,lmertcan oentat assoclatlon;

E AccEdliatlon courcll for Graduate iledlcal Education ol the Amerlcan iredlcal Araochtlon (AMA); ol
E Educltlon Commlttro ol the Amerlcan Oetoopathlc Alsoclatlon (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM:

f,*o.o *i rtt u.o.vv*+,V-r b{{* C"tl*# hrah*lr{ - fol,*h,, firr{i,

PHONE:

2t/

N Szbgstll
DATES APPLICANT
PARTICIPATED IN PROGRAM >

Fnona (rtabrvR):, U
hh l)aoa

ro (mofvn):

nt^ /
Iolre PRocRAtrl
CoMPLETED: (lG /ln t t

FA:

F'="

E ]{o l. Dto THE appltcAt'lT 8ATtsFAcToRtLy cotupLETE THE ABOVE POSTGRADUATE TMll{l O PROGRAII?

El ito 2. DoEs THE pROGRAtrt TNCLUDEAT LEAST S|XTY (60) HOURS OF D|DACTTC TRAI INGI PAI AND ANXETY?

E NO 3. OOES THE PROGRAM COVER THE AI'ERICAN DENTAL ASSOCIATION GUIDELI ES FOR TEACHING PAN CONTROL AI{D
SEDATION TO DENTISTS AI{D DEI{TAL STUOENTS?

.E YES f] NO iI. DOES THE PROGRAiI IiICLUDE CLINICAL EXPERIENCE II{ i'ANAGING COIIi|PROiIISED AIRWAYS?

ZyEs tr No 5. DoESTHE pRocRAru rr{cLUDE MANAGEIT|E T oF AT LEABT 20 PATIENTS?

(ll no to !bo)!r, ple!3€ provlde a d€tall€d explanation.)

n tat./*o 6. Dro rHE AppLrcANT E,ER REcErvE AwARNTNG oR REpRrrsAilD, oR wAs rHE AppucANT pLAcED o pRoBATtoN
, ./ oURING THE TRAII{|NG PROGMM? lf ye6, please explain.

ays/ tto z. wAS THE AppLlcANT EVER REouEsrED To REPEAT A poRTtoil oF THE TRAll{lilc PRocRAll? lf yes, please explain.

dves tr NO 8. DOES THE PROGRAI{ I CLUDE ADDITIONAL CLI ICAL EXPERIENCE IN PROVIDING OOERATE SEDATION FOR, / PEDTATRTC (AGE 12 OR YOUNGER) PATTENTS? ILE!._plcece_prgMdelellils

tr v:s d No 9. DoEs rHE pRocR ft tNcLuDE ADDTToNAL clt tcAL ExpERIENcE ll{ pRovtDtNG I{oDEMTE sEDATlo],l FoR/ MEDICALLY COtrrPROtflSED (ASA CLASS 3 OR 4) PATlEilTS? llyE!..deese-elgyklgilelgilS

I furtheftertify that the above named applicafrt nasrCemonstrated competency in airway rnanagement and moderate sedation'

*'(Wffiti;"W"ffij
Wk

DATE: 1

'{ Zi'ts



TnxnS A&Jv[ Ut*t IVERS nT
RECEIVED

MAY 6 2013

IOWA DENTAL BOARD

llu,q;rg A*,it-,1 t"t*al I lr S*t *tqrl' t*mt*r

April 26, 2013

lowa Dental Board
400 S.W. 8th Street, Suite D
Des Moines, lA 50309-4687

To Whom lt May Concern:

I am writing this letter in support of the application of Dr. Rachael Anne Revell for an enteral
sedation permit through the lowa Dental Board. This is to certify that Dr. Revell completed the
graduate program in Pediatric Dentistry at Baylor College of Dentistry in 201 1. Dr. Revell
attended the University of lowa and graduated in 2009. This institution is accredited by the
American Dental Association Commission on Dental Accreditation (GODA). Baylor College of
Dentistry and the graduate program in pediatric dentistry are also both CODA accredited.

During her undergraduate dental education and postgraduate training, Dr. Revell has received
approximately 60 didactic hours in courses associated with conscious sedation including the
use of nitrous oxide:oxygen and oral sedative techniques with appropriate monitoring. She has
also participated in, and successfully completed a five-week rotation in general anesthesia
through Children's Medical Center in Dallas, Texas. Under the supervision of a licensed staff
physician anesthesiologist, the general anesthesia training included performance of patient
histories and physicals, intubations, administration of anesthetic drugs, airway management,
and patient monitoring. While at Baylor, she was required to take and pass Pediatric Advanced
Life Support (PALS).

Under the supervision of an attending pediatric dentist, Dr. Revell has administered sedation
medications in approximately 50 conscious sedation cases. Dr. Revell is well trained in the use
of agents commonly used for conscious sedation.

Her training has been in compliance with the Guidelines for Teaching the Comprehensive
Control of Pain and Anxiety in Dentistry, Parts I or lll, of the American Dental Association,
October 2007.

lf you need any further information, please contact me.

/,1 ffi
Alfon G. Mc\Alh'orter, DDS, MS

BAY LOR

COLLEGE flF DENTI$TRY

Professor and Chairman

Departrrrerrt of Pediatric Dentistry
3302 Gaston Ave. I Dallas, TX 75246 I 274.828.8131 I FA)( 214.874.4562 I www.bcd.tamhsc.edu
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B[Et'0[] hld0t:t tt0[ '9t

IOWA DENTAL BOARD
4tl0 s'w. 8'h $tleet, suite D, Iles llloinee, lowa E0g0g{6gz

Phone (s{s} IB1-E1EZ Fax (Ers} ?Bi-ze6s
httpy/wwwdenta I boa rd.iowa,qov

'lr0 eull Pe^teteu

-L-4
IOWA

lEtrlctiorE - PLgaa ttrd lhr scadnpafiylrg h$.*rb";Dlto,bffi;rlr-tarrn ah*,rer a..+ in.dnrn lr nrs +-,I.-r
.r riihllll,:l4

Fu[Legal Name: (LaEq

sruvr t:.rrE ueEFEl. trr.u, ffiFIgFnI

u--^-

if0me Emell:ttl-
,twh, uJnrt|nnhila *o,/, cor"1

Work E.mail:

ofr,*o*taLf,lr*oJ.,
')t't'EnuurstE: 3oflI t. P,-Tr-tG YYJrr{#JoI ctty:

tles{ tus
u-fr
flllart,r c

9tate:{tfr UEp:

54a55
Home Fhone:

sft'7fuant

',,,,?,*8ili*G,,,3 1

lssue Date:
I

O6/ll-llooq
Eplration Dste: Type of Practlc€:

Pil;,J,,'*-
't; lflt [r
rii.lH: l:'

Pdnclpal Offi ce Addrees:

fifu l/;ilron- tlvnJ flrt

ilrt,il

ctty:

0(hsf fLt /il|^,|,o.
zip;

"{o&/-f^

Phone:

Stitti,l6T-l
Office HoursJDays;n^flt+ f,;'' B-( r-t

Other Offiseeodrdes: Crty: zip: Phonel Office Hours/Days:

Other Office Address: Clty; zip: Phone: ffice HoumJDays;

Otrer Offlce Addregs: Gfiv: Zipt Phone: Offioe Hour#Daye:

Other Offlce Address: Cityr frpt Phone: Office HourslDays:

INliitililliiIi . rUl:: ::titlrli niln#iiiiiH+:Iijli';luiiilil;i+i;iril]iJluxidlHl;lilii[ifriilli:.j,iiii'fi|liiiil1|i,l;x,il,ij[1fr8."..: r... r r-r... rrrr.r!+.f4":::. r.!,rr r-rdtr:Ln:ji!!;rrn{-:ul;.:;:r; na.!jl

check each box to lndicate the fupe of trainlng you have comphted. Chsck if
complcted. DATE(SI:

Moderate sedation Training frograrn that meeta ADA Guidelines for Teaching pain
control and sedation to Dintisdof at least 60 hourt and i0 patient eloeriences I Completod

ADA€ccr€dlted Resldency Progranr that inctudee moderate sedation training lY['Completed 0ClUla"t)-cofubl
ung m modefste sedation AND one of the following:

Formal training ln ainmay menagement; OR

Moderate sedaflon exp8risnce at graduate level, approved by tfre Board
dto*0,*,"0 l{rla+lmt *u,t*lnt
ffG'ompteteu trol*rlv,t- nit i*u

Name of Cource:

PALS_ =- I, 
l, lrr* ol*,rnl td, r@.+

usto OI gounse: 5 t

,*?l/eq /,I u,r
DatE Cort'fl catlon Expi nis :

t'l' 3ors
Lic. # Sent to ACC:

I
Inspection Fe

Perrnit # Approyed by ACC; lnspection Fee Pd: ACLS
lssue Date: Temp # ASA 3/4? Form AJB

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



I

TrainiEg
ceiltr Nme r.c Balr z+o"ii.irth+ Tn u rsut ;ro Omct (972) z3s'sr30 Fa:rIgI2} lts.ss3t
Inb Ctiyi s,rst?.. EmaiL tgsorlhfior@errri&fldrvcs.nct 

i

Couree tlSSL fjorest fentral Drive
locatlon S,,itr, In.:|"!f^ilae, TV rqrdi

BrE['o|\l fld0trt !tt0[!'9t

flffi"H;,,.

'lroreurI pe,t rereuE

*Tffif?r*cademv ffi

lnstruotor

PALS Provider

lgsuD Dile

Thls card cErtlfea that thE above lndhddual treu arrcecuful{y
oompleted the cognitive grd sldlls pvaluatlonr ln accoru0nc6
lheonbJum of tte Arnedqr HaaltABemletion PedHric Ac
Ure $$port lfnLEt) Program,

1u
trrtlfi ,rf! trdrirl rtn/fu Oprun ca pl$a

Holders



Name of Applicant Grk tn)*,,,

SECTIOH 5 - IIIIOtrERATE SEtrANOH TRAIHINtr IHFtrRIIIATON
Type ol Frogram:

E[+O6tgraduate Residency Program I Continuing Education Program I Otrer Board-approved program, specify:

Htmc of Trrlning Progpm:

&-{ L" Gtb^u-#nr*'l }I.{,!}ol,tuk,w
Addrsss:ii;; k+^tul

Gity:

L//o,
State:

Tx
Tpl of Experiglbe.

}oJ :*1.:, tr'lo nL,ut .l
Lrngtlr of Trrlnlng; ,. ,

J V€a,rt
Df,tr(EI Complrmd:

OA /sr,t t - oh/tdt S
Humbsr of Patlent Contaft Houru:

lrnrit
Tota! NumbLr of Supervlsed
Scdrdon Cmc*: ,15

EYeg tr xo

H{es EI xo

rl{es tr Ho

rfiw n Ho
iltrs E xo
gfes tr no
rUreE E Ho
tr{es E Ho

g{e* E ruo

g{=* E no

Ev=s #*

1. DId you rrfirfratorlly comphtctlu rbovr telnlng program?

2. Docr lhe program lnclude at least rirty (G0l hours ol didactic frrining in pdn and anxicty?

8. Dotr tho progrrm lncludt mrnrgrmcnt of {t lm* 20 cllnlcel prthntr?

Ar prrt of lhr curiculurn, etl flrc following concept* and procedures trught:
4. Phyricel cvrluetlon:
5, lV rrdrtlon;
8. Airwey menegrment;
I. ttlonltorlng;rnd
8. Basie lifia aupportand emergency mf,nagement

9. Iloc* the progrern include clinical erperience in maneging compromi*d airways?

10. Dom thc progrem provldr tralnlng or txprrlcnea ln manqglng modcrrtr rcd#on In prdlatrh pathnh?

11. Dum thr program provldc lraining or experience in managing moderaic sedation in ASA Eategory 3 or4 palientr?

Ploas€ attach ths appropdat€ form to vority your mod6rate s€dation training. Applic€nls who r€c€ivEd iheir training in 6 postoraduate r6ld0ncy prcglam

must have t leir postgraduate progrsm djreclor complsts Fofm A. ln addition, attaci a copy of your certificate ot completion of tlle postgEduqt€
program. Applicanb who receiv€d tieir training in 6 to.mal modorato sedation continuing education program must havo tho progrsm dirador cdnpleto
Forrn B.

SECTION 6 - IIIIODERATE SEDATIOH EXPERIEHCE

A. Do you heuc I llccn*r, prrmlt, or rrglatratlon to pcrlorm moduatr erdaton ln any othrr rtgtt?

tf yrs, ryaciff stafu{s} and pcrmit nu

E ves EI'no

[] YE8

E Yes

#*E rc
E YES E6
g'fes E r*o

trYES E6

g4o
E6

B. Do you conrldrr yourmlf engrgrd ln tht u*c of modcrrft rcdrton In your profartlonel pracdct?

C. Have you GVer had any patient mortality sr offrer incident that resulted in the temporary or permarlent phyrlcal or msnhl
lnfury rrqulrlng hoapttallrrflon of tho prthnt durlng, or tr I rcsult of your utG ol mUenrlrty prumldlcrtlsn, nltroul
sxldr Inhahflon analgtslr, rnodcratr *drtlon or dcrp rudrtonlgsnrral enuthrrla?

D, fu you plen to use moderate sedstion in pediakic patientt?

E. Do you Flen to uac modrHtr E;d.fion In nredlcrlly comprEmltfil tA$A ertrgory 3 or4l prtlint$?

F. Do you plan to EngrSG ln cnterd moderate redation?

G. Do you phn to cngngG in prrcnteral modemte redation?

VYh.t m{er &ug. rnd tlllttlrtdc tlch ql.i! de yqs utlllp or plrn to utllltr ln your ut. ol modaratl rdrton? Provide detalls (lV, inhElalion,
etc.) aM altach a sepsrate stEet if n€cessary.



Sqso t),lt*;e l/;eu frewo0e

Name cf I FacllltvAddress We2f UtF ltlotvt
SECTION ?. AUXILIARY PERSOIUTTEL*

A denH adninisteing rndorab sedation in loyra must doqrllEflt and flsure ftEt aI auiliary pa(sdmsl h8w cqtfictioo in btsic lib suppolt {BLS)
and ara ce€Db ot admhislErlng Mic lilb {ppon. Heas€ list b€bw the nam€(s), licEnsarrogisMion nurnD€r, and BLS csrlifcalion ffIs d €ll
auxilkny p€tsonnel.

Himt:

f6 0 .,f,fr. c, ,,,^Jn"

Llccnct/
Regiriration #:

BLB CGftlflcruon
Ilrb:

Dfie BL$ Ccrtlflciuoh
Erpircs:

ilamr:'trrrrrr 
6rr[n l$un, ,,o hnJ

LIcsn*d
Regisfation #:

BL$ Clrtlflcaton
Date:

Ostr BL$ Csrtllledon
Expirus:

ilrmc: ,twll\rrt
Limnst/
Regirtsation #:

BL$ Gsrtlllcafron
Datc:

IlaiB BLS Gerlification
Erpireu

Hrma; Licenrc/
Rcgirtretion #:

BL$ Certificrtion
Dr$;

Detc BLS Ccrtlficefion
Exphus:

Hemc; Llcenrel
RrglrFrtlon #;

BL$ Certilicetion
trrEr

Daie BLS Certificffon
Explrur:

ilemr: LIc+nEGT
Regirtetlon #:

BLg Ccillficetlon
Date:

Dett BLS Cutlllcdon
Expires:

Hrmr: Llconsd
RogisEation #:

BL$ Crrtlllceton
Date:

Delr ELS Clrtlllcaton
Explnes:

ilrmc: Llcsngd
Regisbetion #:

BLS Ccrtlflcaton
tratu:

Dalr BL$ trlrtlIlcffion
Expiru*:

SEGTIOI{ U - FACILITIES & EOUIPHEHT

Eei lbcility in ut*;h you pedorm mod€r€ts s€datlon muEl be prop€rly €quFp€d. Copy mis pogo and compbb ta socn hcilry. You may apply hI s
waivs of any ol lr|sse plDvbiqls TtE Bsd may gr8nt hs vuaivr il it dobrmines lhero B a r€Gomblo basis,orthe rrltlwr.

YE8 LO lr your dlntal ofilcr p]Dpc y mrlntalnad.nd .4rllDad wllh th. iollowlng:

ga tr t. Atl o9aratlne roorn lrla lIEogh to.d.qurbly rccoDrnodrb tr Drtfiton a blL or ln ]r oF..[lre chah md DrrfEIt f!
op..rJn! Elm coarhflng ot .t lxtt tro indlriduab to moE ltt ly .botn flF D.[rr ?

{ A Z. At otairUn! lrt{! orchak ffi par r Urt prU.d tc D! polltlomd rctr!opr ng Lrnt Grn ttttttl ntlr rlrwty, qtlfy -alt r'lht prd.. po.lton ln an ohol.]Ea, rhd provld.. h]m pl.ttbrm for thr mrnagorrnt ot cardlopulmonary t.|urdlrtm?

{ A 3. A llglr&re ty.bm th.t lf .d.qqrt b D.mlr .v.llrio]l ol thr prtLnf r .ld6 ard mlrco..| color and . b*kD llglttne ay.rm
U* tr tfoiy pourO ]td ol.dncl-tt Irbr[ny b D.mrlt comda0on ot rtry oraEtor UIld]W.t [l. fita dgrlla.rl ,cutr
hllur.?

{ A a. SqcUfi tqulpmrr Ut p.rmltr l.pllrto.l otttu or.l .nd phrryngpd ctvltl.| md . brcXuP auctlon (bvhl?

{ A 5. An ory!.n dcliwry rylbm wilh r.t qu.t! lull flc. mrskt and .DDrrrprl& c.m.clorl th.t h c.p.Ua ol &llv.rlrrg oryE n to
lh. Flbnt. xLr pallva lrt.olrl, blEt Er ll0t rn arLqu.b l.Glof sydri?

{ A 6. A rrcovty.rt ihi lra avdsl. orylln, ldlqud llgl ng, tuc0orf lnd aLstlcrl ordab? (It ]lco{tryrrtr cr !a tll
opsrfng toom,l

tr f. Ir firc patlrntabh to ilr obauvrd by a mrmb+r of lhr rtallrt alltlmm durlng ttc rucovrry Prrlod?

n 8. Ane*thasia or anelgnde systems coded to prevent accidental administrrtion of tht wrottg get and cquippad with r fril s.fG
machrfiltm?

tr g. EKG monitor?

tr l0. Leryngoscopc end blrdcs?

E 11. Endotechml tubas?

tr 12. ttlegill loreepr?

tr lS. Orul slrwry*?

tr 14. slstroscope?

tr 15. A bhod pr;rr$urG monitoring device?

tr 16. A pular oxlmctar?

tr 17. Emergsncy drugs thatare not expired?

n 18. A dcfibrillator {rn eutomated defibrillator is rscommanded}?

n,-f g. Ilo you ernploy volatile liquid anerthsffcr and a vaporizer (i.e. Helothane, Enf,urane, ltofluranc!?

20. ln tha spacc providad, ll*t tha numbu of nltrous oxide inhelation rnalgneit unitt in your frcllity.

{
Y
{tr
V
{
{
V
{
{V
{
tr

AND SUBMIT FOR HACH F LITY,



SICI|ON e - f you rnw.r Y.. to lny ol thr qu..tlmr b.lo\,v, atlch ! tull .xplanaton. R..d th. lnetuctlon! ,or lmPortrnl ddhrumt.

l. Do yoo cumn0y hry. ! madlcrl conditon liat In any wly implitl or llmlE your rblllty to practct drlt0tfy wllh ,tltonrur tr
rkll Jd rd.M

2. Aru you cumntly rngrgrd ln thr llhgrl or lmproprr um of drugr or othrr chcmlcal rubrtrncm? H

3. Do you cunufly utt elcohol, drugt, or othtr chcmic{l ruhstrncos thrt woutd ln eny wey imprlr or limlt your ebiffi to
FrrctlcG dafirtrf wlth ruilonrbh ilrillend ralrity?

4. lf YES to rny sf tlrr tboy;, irr }rou racclving ongolng trcatncnt or partcipation in a monitoring Progrrm tlrat nrducat or
cllminetrr thc llmiution! ff impairmrnm ceuscd by either your mcdlcal condition or usG of aleohol, dnrgr, or o,trcr chtmicsl
ruEltrnsr?

5. Havr you Evcr bcrn rrquertad to repeet a portlon ul eny professional training progmm/school? tr
a. H.v. you aru trcrlvcd. wtmlng, rupdm.nd, or Dxn pl.c.d on ptoballon durlne r prcf.t.lon l tr lnlng proonmr..ftool? tr
7. Haveyou cvGrvoluntarily gurrendcrud e liorner or permit ic+ued to you by any proltcdonel liacnsing agency? tr
h llyla, ma r llcrn$ dllclellnrly rc on Daaldhg roalnd yo[, or ya]r you u br ltll laltertdr by I ficmalng {ancy.tth.t C]

tmr thr vdrrrtrry ltl![ndar d llE'|r. w.r lrtdtrtd?
8. Arld. trom odn ry h||fl ndrlamo[! ol proEio]tliq hryc your dlnlcd affflrr .mr naan l[ f.d, luaDaatlt.4 rwolr4 tr

not runrwrd, voluntrrlly rullnqulahtd, or rubpct to other tll*clpllmry or prohatlonery condltom?

9, Hr' .nytul.dlcfron olth. UnlLd Sirtrt or odr.r n.ton rv.r llm !d, ]trtdcttd, wrm.d, c.nut!d, pLcrd on pmt ton, tr
*uapcndcd, or rcrokGd r llccnsa or permit you hcld?

lo. H.y. you.y.r bltn rott.d of rny chlrg.| ilaC rif,hrt you byr ll..ndng or dltclpll ly rgorcy ot my luitdclhn ollhc tr
U.S. or other nalion?

11.lhva,ou a!.? b..n dd{ad a Orr{ Enlb.cffi tMmlnhr.ion (OEAI ot atrtr contold lr6.t nc. ]ld.tltolr c.rillc.b or E
is yarl cortolrd ruloLrcr nglrtnton.ff laan pbd on prlb.Uon, lurp.rdrd, vclulffly rlrrlraard or rtlrolr.ln

SECITOH ,NO - AFFIDAUIT OF AFPLICAHT

P"tbh,
I, tho bolow nam€d 6pdEa.rt, r*Irby dsda.E umiar pel5lly ot pe{lry thst I an lhB psrson dEEr$€d ard l(bn0ll€d !t! tts ?dtcalqm !n:d ttrl-rty
answes and Etl sbb;onb maOe ly ine on tis +dicition rrd accamarying trtuneab ara trua End coflsd. Stmuld I tumish any hbe inftmalioi,
or hal,o subsbn|ial orissior, I hoEby aorso ft6t aich ad sh6ll constihrs caus6 hr &nial, susponsion, o. rsvocalirn of my lhons8 tr pa lil b Eovftia
modsrata sedaIoo. I also dicbrs th;t lf I did rct p€rEqlally corlplete tlo for€goirE Epplicalbn that I haw tully raEd and colfinrEd oadl qu€€too qnd

accompdnying arEwer, srld tako tull r€Epoflsibility for all Ensvrers cortainad in lhh applicaton

I und€rstand that I hav6 no legalau&orlty to administer mod€rate ssdation untlla psmit has D€en granted. I urdenland that rny lacility F subicd io an
on-site w€luatim pno. to lh; issuance-of a p€mit 6rtr by submilting an €pplidalion for a tnoderats sedalbn p€mil, I h6reby consent 10 sudl an
evaluation. ln addidon, I undectand that I rnai b€ subiscl ta a professional oveluation 6 pan ol th€ application pmc€es. Th€ plofessionll ovaluation
shal bs conducbd !y lhe An6lhg3b C]€d€r iab Coltmitbo and ilclude, at a mlrimum, wdualgl of my knoul€dgE of Ga5o ltlelq€Ill8nt and ainwy
nEr6gBriont.

I oqtly ltEi I am trainod ard capabls ol adminlsbrhg Adwrrced Cardiac Ulo Support ar|d tut I soploy sumclDnl aulllky pefsonml b sist In

nnrffhrB a patient undff mo&db s€&tin. Such pssmnol Ere traimd in ard capotrb of mooibling vital sifrs, ssBisting in qnorqeffil p(ca(lt16,
and adminisiring basic life support I understand tl\at a d€nlist performiru I procsduro lor whhh moderate s€dation is being employrd shsll Dol

admaoister tlre phannacobgic sgents ard monitor the patlsnt without the pr€s€nc€ and assistance ol at least one qualili€d auxilisry personnel,

I an sw6r€ that pursuant to lovta AdministEtilB Code 850-23,9(153) I musl r€porl any advorse occuflencBs ralalad b the uss of sodation. I slso
urxhr$and thct it modorafio sodatim rBults in a gsmral anstholh stat6, tha nl6s for d*9 sddatiodganoral an63lh6eie aDply.

I lsoDy adnodze the r€lsase of rny and all inturmatioo and tscords $e Bosrd shE[ d€em perlin€fl| b lhe swltsfEn of thb tpdiralioo. 8nd thtl s+dy
to ttp tioat srtr lecoOs snd inbinatim 6 roquosftrd for dduation ot nry qualiftcationa for t pffnit b adminisbt mod*ris sodaton in fi3 stala of
lol E.

I understand that bsod on ovalualior of crsdontials, facilities, equixnent, peGannel, and procedur$, the Bo€rd msy plac€ lssbiclions on lhe p€lmit.

I fudhor sde hEt I haw read fle rulss relat€d to th€ us€ of s€dalion and nibous oxide anhalation anal0B6ia. as descim h 650 lolva Administrali'/3
Code CnEpter 29. I hereby qrBo to abids by $le laws snd rules pertsining to lh€ practae of dontFtry and moderate s€datjon in the slato 0f lo a.

IUUST BE SIGHED !H

FRESET{CE OF NOTARY >

BAY OF &fitu , YEfiE J:Ols.EWOEH EEFORE HE, THI$

SIGl{AruRE

u*fr._yr1 Lfbffitu

MY COMM. E(P. 1+
HY COHIIII$SION EXPIRE$:

lD- (5 -LotL{
PUBLTC HAiNE {TYPEtrOR PRIHTED}

L'-tft M, Bstts
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IOWA DEHTAL BOARD
400 S.W 8m Street, $uite D, Des lllloines, lowa 503094687

Phone (5{5} 281-6167 Fex (515} 281-796s
hltqilfilt/rrw.de ntalboard. iowa. gov

RECEIVED
MAY 6 2013

IOWA DENTAL BOARD
PLEASE TYPE OR PRIiIT LEGIELY IN IilK.

FORIUI A: VERIFICATIOH OF MOEERATE SEDATION TRAIHING
IN A POSTGRADUATE RESIDENCY PROGRAM

SECTIOH I * APPLTGAHT IHFORHATIOiI

hdustlons - Uso tlrb fom f you ouained your t'aining in modonb soffion im an rpgroved pocQradqalo tEEk erry program. Corlpleb Sleolib.l l
and mail his turm to fte PoG&rsduab Pmgram Dirsdor for r.€rlficauon of your havhg ruacesstully comphtgd thls hainlng.

NAilE (Flpt Hlddle, Last, Sutrhq Fomrer/talden):
R/lJ$lA,tlrL htdtrr- fte"AllilU f*tl+ , (hnmc,* hlo,"*{L^

MNLIilG ADDRE$S:

2-lol ( 
^lt fr; fi,l )tq

U

GITY: .i I $TATE:fi^ll*, I T*
ZIP GODE:

75t o"t
Pllot{E:

3t1" 330-Ult
To oDtah a pormlt b o(frldab orodarah s€datioo in |ffla, tho lom tlarblBoerd Ilqufitc that O€ oopfcall( Erirrtlt a! hnc. ofhafie aun&bd an
applot.ld poctsradllb tElril[ prog[am or dErfunrElt'ai&g progrem alDaoad by thE Boad. The 8lgficarts s(Ir€turr mu arloli,Ft tE
r€haao of .ny htuimalon, trontb or ohqlxl!€, drlc[y io tle lou,8 lrrr tl Bodrl .t tha tddrs$ Sor.e.

appuftnnlhs srcnnruRe:

Llr^lL{t*lh
DATE:

ilx/it
srcflox r - To eEhorrprETED By FosrcRADuArE eRoGRAH uREcToR
]*AIiE OF POSTGRADUATE PROGRAT EIRECTOR:

THla FOBTGRADUATE PROGRA IS APPROVED OR ACCREOITED TO TEACH FOATGRADUATE DET{TAI OR IED|CAL EDIJCATIOII BV
OI{E OF THE FOLLOU'IIOI

iN Atnorl€n lr.nt lt roclrooni
E AccEdlt Uon Councll ior OltduaL rlodb.t Educ.don of tfia Ai!.dcan ,..dlcal L.ocbtlon (Af,A); or

n Educrion Gommit!. ottha Amrlc.n Ost ooltnE A.sochtor (AOA).

T{AiiE ATID LOCAHOil OF FOSTGR.ADUATE PROGRIT:

t

#**, frr nl,Jn'wry,t{-t B*l[. Gil**rP t>*+ilN-Prl,"{r,y tfrnldJ,r

P}IONE:

f/4
#fr 8/t/

DATES APPLIGAHT
PARNCPATED IH PROGRAIT >

FRom lruoJvft|:
bG/ 2ot I

ro (ro/YR):
hA/tntt

DATE PROGRAT
G0ilTPLETED: fit/t1,hare

,6ru n o r. uD THE rpplrcArr sAnsF^croruy @rntrE TlrE rBorE FoarcR DUA,E r'r c pmom ?

dyE$ n o 2. DoEg rHE pRocMx {cN-uDE Ar LEAsr srxTlr (t0} HouRS oF DrD sTlc ttAl fic rr prN r D AIIIIETY'

trIfES tr IIO !. DOE8 THE PROGRAf, COVER THE Af,ERCA{ DEiTAL ASSOCIATIO qUIDEUiIES FOi TEACI{IMi P IT{ @INROL AI{D. - sEDArlo{ ro oElfirars a D DENTAL sruDE[Ta?

Fv* E ro 4, DoES THE pRocMr I{CLUDE cul{tcAl ExpERrEloE [{ f ltAcll{c cof,pRomgED aMAYS?

a7*n xo !. DoEg rHE pnocRax n{cLuDE a AGExEirr oF AT LEAsr 20 pAnElrs?

(tf no to abor, pLra prolrld! r datdld grDhn.ton.)

arw {rc a, oro rHE rppucarrr EVER REcErvE A wlnlu o oR REpHra}rD, oR wAs rHE lppucAxt prrcED or{ pRoBAror{
DIrE O flC ?RAlMilG PROGR I? ryc, plrrt. lmblo.

Eta/w ?.w r flE apPlrcaxT EI,ER nEqrEstEo to REPEAT a Poino oF lHE tR ll{xc PROORAI? rys4pt.Dc@h.
a{ea a o r. DoE3 rHE prccRAr ncN.uDE roomoxtl- cullcrl. ErFEflEr{cE lx pRoyr t{c rroEi^rE sEDrtrtol{ FoR,' PEIIAInC (AOE 12 OR YOU GERI PArlE]{T3? tf v6. k olD{de d6Ll6.

nres a4o r. DoE! rHE prccRAr r{cLur Anuno a cur{rc L ExFGHE acE rr{ pR(nrtDrrc reiATE SEDAroIr FoR, IEDICALLY OOIROX3E!' UAA CLA88 3 ORa) PAflEiIllt tlE!. d.er. oroviia dGtdb.

I furtheffifttft,grgl the above named epptigtrft har demonsfretsd cornpetency ln alrway menagomsnt and moderate sedatlon.

'"'ury"Prffilmfr DATE; I

+-z{t3



Tnx*s A&fi,{ Ur*l IvERs rrY
BAY LOR

COILEGE OF DENTISTRY

RECEIVED
MAY I 2013

IOWA DENTAL BOARD

Ie-::{,iit .&.^;t1'! rir: ;tl t fr H{:r,r": t'r,cilr ilflnt*t

April 26, 2013

lowa Dental Board
400 S.W. 8th Street, Suite D
Des Moines, lA 503094687

To Whom lt May Concern:

I am writing this letter in support of the application of Dr. Jack Thomas Warrington for an enteral
sedation permit through the Colorado Department of Regulatory Agencies. This is to certify that
Dr. Warrington will complete the graduate program in Pediatric Dentistry at Baylor College of
Dentistry in 2013. Dr. Warrington attended the University of lowa and graduated in 2009. This
institution is accredited by the American Dental Association Commission on Dental
Accreditation (CODA). Baylor College of Dentistry and the graduate program in pediatric
dentistry are also both CODA accredited.

During his undergraduate dental education and postgraduate training, Dr. Wanington has
received approximately 60 didactic hours in courses associated with conscious sedation
including the use of nitrous oxide:oxygen and oral sedative techniques with appropriate
monitoring. He has also participated in, and successfully completed a five-week rotation in
general anesthesia through Children's Medical Center in Dallas, Texas. Under the supervision
of a licensed staff physician anesthesiologist, the general anesthesia training included
performance of patient histories and physicals, intubations, administration of anesthetic drugs,
airway management, and patient monitoring. While at Baylor, he was required to take and pass
Pediatric Advanced Life Support (PALS).

Under the supervision of an attending pediatric dentist, Dr. Warrington has administered
sedation medications in approximately 50 conscious sedation cases. Dr. Warrington is well
trained in the use of agents commonly used for conscious sedation.

His training has been in compliance with the Guidelines for Teaching the Comprehensive
Control of Pain and Anxiety in Dentistry, Parts I or lll, of theAmerican Dental Association,
October 2A07.

lf you need any further information, please contact me.

I)epattfl:t.errt of Pedi at;ric Ilentistry
3302 Gaston Ave. I Dallas, \X 75246 I 214.828.8131 I FAX 214.874.4562 I www.bcd.tamhsc.edu

Professor and Chairman
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@exux A&S lH;nitueruilg figxtem peult\ $ciencv 6.ent*
ffio $Itr fohtr$t tfuexe Frrneffits ffiag strrme (ffireeting

pe tt [finrxfirn tfuut

Slmrh ffi[grmmw @urrfuugtrrr

fuafiing rrmpl*lab' tlle stuhies pr*rrriheh tfuerefrre hg tfue farultg of tfue

ffiex*x .&&Sq $Hmtuerxttg Smgtrur ffiullege *f peruttrtrg
Erth sutisfieil ffte regutrem*rrts fsr ftr ffertificufr tn

ffieltutrtr perdtntuV

lyur acrorbirglg Leer ahatie] tlut Gertifirxte toif! all ille lltnats, rigllTn arri Fritrtlegel belwqiug tllercta-

6it:rn un]er 1l1e rtul of flJe $ealf! $ri*tte Gerrter m {r
thirti?flf ]ug af flrare, $-p. 16o {auemd ud tllirlem

RECEIVED
JUL 2 2013

IOWA DENIAL BOARD

$rtrrtw ptesiherd r{ tllc fleatill Scirrtm flentrr

5-u\
&n*

{tu,WW^,8{
firograh/ pt'ertor



TEXAS LICENSED DEhITIST
JACK THOMAS WARRINGTOI{

i"t legally qualified to practice Dentistry in this State under the laws af Texas governing such practice

EXPIRATION DATE

February 2812014

LICENSE NUMBER 25036

6f,n
H F,H

"= 
heU

H 
HE

U

G. RnmersJr
Fre*irting Officer



IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moinesn lowa 503094687

Phone (5151 281-5157 Fax (515) 281-7969
http:ffwww. dental boa rd. iowa.sov

RECEIVED
OcI 7 2013

IOWA DENTAL BOARD

APPLIGATION FOR MODERATE SEDATION PERMIT

SEGTION 1 . APPLICANT INFORMATION

lnstructions - Please read the accompanying instructions prior to completing this form. Answer each question. lf not applicable, mark'N/A."
Full Lega! Name: (Last, First" Middle, Suftix)

n(. , fi^e / I Jr h. ,,-' {-.-*pnl
Other Names Used: (Eg. inaiden)

3: tt
Home E-mail:

6't\and tr ll, 0 hdfi r(oryr

Work E-mail:

.Sor*rufao*rfrhr b Q #a, I. for.
Home Address:

6tou clon^h,* Btu d
City:

CehrtrJun
State:

7n
Zio:'50 

r 3l
HomePhone:

5$a5t'Nl
License Number: /

1t tl
lssue Date:

t,- t- ,2.

Expiration Date:

t-? l^t'l
Type of Practice:

brnrr*l &n[ slzl
sEcTloN 2 - LOCATTON(S) rN IOWA WHERE MODERATE SEDATTON SERVTCES ARE PROVTDED

Principal Office Addrees:

65o1 0tuo fit,v(
City:

tl;f,ml"l
Zip:

{at^1,
Fhone:

S$aw.tfitfr
Office Hourc/Days:

;rt-E f tf:rO
Other Office Address: Gity: Zip: Phone: Office HourslDays:

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

Other Office Address: City: Zip: Phone: Office HourcIDaye:

Other OfficE Address: City: Zip: Phone: Offico Hours/Days:

SECTION 3. BASIS FOR APPLICATION

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

completed. DArE(S):

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

Fur }otl
A..i4ut3

ADA-accredited Residency Program that includes moderate sedation training n Completed

You must have training in moderate sedation AND one of the following:

Forma! training in ainuay management; OR

Moderate sedation experience at graduate level, approved by the Board

dompetea
I compteteo

sEcTloN 4 - ADVANCED CARDTAC LIFE SUPPORT (ACLS) CERT|F|CAT|ON
Name of Course:

Ac r,:
Location:

huq- l-r,tr, ilrll, - fi.sltrtrau, 7E
Date of Gource:

Vrl- t}
Date Certificltion Expires:

Dq- l\
0)u
=o()
o

Lic. # Sent to ACC: lnspection reef $At +$6E

Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form A/B

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



SECTIOH 5 - MODERATE SEDATION TRAINING IHFORMATION
Type of Program:

I fostgraduate Residency Progra, B Gontinuing Education Program E Otft", Board-approved program, speclfy:

Name of Training Program:

(.(, nr6.l $i fvtol fil,ko*
Address:

qLS Vat t{h {L "'il* Any le s
State:

dA
Type of Experience:

0,il.rk,, / tlra,c^l
Length of Training:

LO I [u,.rf [.d.st 1

Date(s) Completed:

fy-rt- tI
Number of Patient Gontact Hours:

Lo++
Total Number of Supervised
Sedation Cases: 7O *

EI1ES El t{O l. Dld you lrtht ctoily comphio tho abovs tr.ldng pt!gr.m?

dVeS n ,{O 2, Do€ th. D]lerrm lnclude at to.st etrty (60) hou]! of dil.ctic tEining in peh rnd rnrLtf?

EKES tr O !. Doo lhr Ellrrm lncludo rEn.gorEnt ot at hert 20 clinkal pationtr?

, At prrt ot thc curbulunl ari lha iollowlng concapt! and pnocedutls trught
6Yes tr rc { Ptyllc.l.v.lutlon;
E E8 EI o a lv ttddlon;
El"'E€ tr No 6. Atrw.y man.gom.nq
ErYES tr NO 7. onltorlng; and

EYES tr NO 8. Barlc lllc luppoitlnd omergoncy management

fi{gS tr rc 9. Doer tho prpgr.m includo ctlnlcal exporlenco ln managing compromised airweyt?

dgS tr rc lO. Doea the progr.m provlde trainirg or expedenco in managing modorste sodltlon ln pcdl.trlc pdbntt?

E fES E O tl. Doas th. progrrm prayldo training oroxperienco ln managlng moderato eodrtlor ln ASA crtogorylor4 p!tl.nb?

Pleas€ .tiach thg appropriate form to vedry your moderate sedation training. Applicants who received th€lr tralnlng in E poEtgraduats Esklancy program
mu6t have their pogtgrsduate program dir€dor complete Form A. ln addition, attach a copy of your c€rtificats of complslion of thg posEraduab
progrgm. Applic€nts who receiv€d th€ir haining in a formal modeEte sedation continuing education program mwt have the program director complet€
Form B.

SECTION 6. MODERATE SEDATION EXPERIENCE

E ves f,no

flves dfio
flYEs dno

EIYEs 6/no
E ves fro
Efves E No

{r=, tr ro

B. Do you consider yourcelf engaged in the use of moderate sedation in your professional practice?

C. Have you ever had any patient mortality or other incident that resulted in the temporary or porrnanent physical or mental
injury requiring hospitalization of the patient during, or as a result of, your use of antianxiety premedication, nltrous
oxide inhalation analgesia, moderate sedation or deep sedationlgeneral ane$thesia?

D. Do you plan to use moderate sedation in pediatric patients?

E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or4l patients?

F. Do you plan to engage in enGral moderate sedation?

G. Do you plan to engage in parenteral moderate sedation?

A. Do you have a license, permit or registration to petform moderate sedation in any other state?

lf yes, specify state(s) and permit

Iulrat lmior druga and rnarttailc bchnlquas do you utilizo oa plan to udllz, ln your ura of modcrrb ledruon? Povido ddlls (lV, lnlElatlon,
eb.) and attach a s€parab shoet it nscassary.

?r' ai. ku ur' F A.&zolo- st )-<vptr ' -t 'tz'S' $ t llccl



Name of icant I \t.an f. 5 {,4nty Address L)\ l,Alh 0l,tt tF

SECTION 7 - AUXILIARY PERSONNEL

A dentist administering moderat€ s€dation in lowa muat documentand ensurs that allauxiliary p€rsonnel have certmcaton ln basic lif€ support (BLS)
and are capable of adminEtering basic life support. Please list belo,y the namE(s), license/rEgistratlon numbe., and BLS certmcstion status oI all
suxilia.y personnel.

Name:

5or trt*ntr
tJJr'lH,li,"n 

*, QoA' (r? 65I
BLS Certification
Date: <d,.t -rL

Date BLS Ceilification
Expires: 6X-14

Name:

f*t*.-, [vr'[,+g'n
License/
il""n="li'1,,on *: QpN - 0llD7

BLS Certification
Date: 1/6 -17-fr l\

Date BLS Gertification
Expiree: 

W- t.l
Name: Licensel

Registration #:
BLS Certification
Date:

Date BLS Certification
Expires:

Name: Licenss/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: Licensel
Registration #:

BLS Gertification
Date:

Date BLS Gertification
Expires:

Name: Licensel
Registration #:

BLS Gertification
Date:

Date BLS Certificatlon
Expires:

Name: License/
Registration #:

BLS Certiftcatlon
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Gertification
Date:

Date BLS Certification
Expires:

SEGTION 8 - FAGILITIES & EQUIPMENT

Each facility in which )ou perform moderate s€dation must be properly equlpped. Copy this page and complete for each fucility. You may apply for I
waiver of any of thes€ provlsions. The Board may grant tho waiver if it d€temineE lhere is a reasonabls basis for the waiver.

F

tr
tr
,E*

YES NO ls your dental office properly maintained and equipped with the following: t .

1. An operating room targe 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?

2. An operating table or chair that permits the patient to be positioned so the operating team can maintain the alruray, 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 underuvay 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 connectots that is capahle of delivEring oxygen to
the patient under positive pressune, together with an adequate backup system?

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

7. ls 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. Magillforceps?

13. Oralainuays?

14. Stethoscope?

15. A blood pressurc monitoring device?

15. 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. ln the space provided, list the number of nitrous oxide inhalation analgesia units in your facility.

tr

tr

tr

tr
tr

il

,H
,E=

H.tr
,Etr
fr,tr
-E( tr.8tr
FstrEtr
,8tr
tEI, f]tEtr
htr
Ftr
trrF.

6
COPY FORM AND SUBMIT FOR EACH F 3



ro
gECIlOt{ 0 - lf you ansn€r Yes to arry ol lhe quostions Hoq alia.fi a tull explanalion. neaO ttre iismairns fur important de-inltiorE.

YEs

l. Do you cuillntlt' h.vt r n!.dh.l condHon tr.t ln rny !r.y hDdrr or llmltr your .bility b Drrcdc. doo&.y dn rt[onrbb B
tkll.nd r.lhy?

HO

tr
2. Are you curronfly engaged in the illegal or lmpropor uso of drugt or otler chemical subtt nces? trE
3. Do you currently use alcohol, drugs, or other chemlcal tubstencoa that would in any way impalr or llmit your ability to

practice dentistry with rremonable skill and tafety? F,.E

4. lf YES to any of the aboye, atE t/ou trceiving ongoing trtetment or pardclpati,on in a monltorlng program that rcduces of
eliminates the limitations or impalrmenE caured by elther your medical condltlon or utc of alcohol, drugs, or other chemlcal
substancee? trtr

5. Have you cv6r been ruqu*ted to rupoat a portlon of any proilEstlonel fralning progranrltchool? tr8,
6. H.w you gw. rsceiwd r wrmlng, rrprlmand, or b..n plrcod on pfltbatlon durlng . prollr.lonal tr.lnlng progEtn achool? a f
7. Have you €ver voluntarily surnlndsnod a licente or permit ksued to you by any profasslonel licenring agency? trH
7r. Ey..r w6a llc.nlr dbctllnry.clbr p. ln!.!dl!.r yo{, or[rt trou und.] lnv!.dgatbr br.lhrElng I.lEy.tlh.t tr tr

tlna ltia rclum.ry rutturdar ot llcaEa ua b Lltd?
8. Aside from ordinary lnitial requirements of proctoruhip, havu your cllnical actlvities eyer been limtbd, suspendod, rryoked, tr

not renewed, voluntarily rulinquished, or subfect to other dltclpllnary or prcbatlonaly condiUon$? .r
9. Has any Jurlsdletlon of the United Stateg or other nation eyer limited, rustrfcted, wamad, c+nsurud, placed on probatlon,

suspended, or revoked a llcenre or permit you held? .rytr

10. Have you ever bsen notlfied of any chargea flled again*t you by a llcenslng or di*ciplinary egnnclr of any f uriediction of the tr
U.S. or other natlon? v

11. Have you eyer been denied a Orug Enforrernent Administratl,on {DEAI or*trth contrulled tubttance reglrtrafion certlficate or tr
has your controlled rubrtance rugistration ever been placad on prcbation, tuspended, Yoluntadtyr *urrenderud or rcvoked? ,F

SECT]OH 10 - AFFIDAVIT OF APPLICAHT
STATE: GOUHTY:

l, the b€low named applcanl hor€ty d€daB rtdr ptrllty d periury tlEt I .m !|e p€rson dGcdbod .nd ftlentified h t ! appli,etion and th€t mi
ansrlErs ard at statornent! mad€ by nE on this app[calion and acconpsnyl€ dEtments ale lur afll co]r€d. Should lfulrilh any Ebe informatlon,
or haE $bslartbl odsCon, I h€r*y agrce lhet 3dr !d CEll c(tddlrb cau! br denbl, suspaillhn, or Ewcation of ny litns. o. permit io provlde
rnodcrab srdation. I also dcdaE thaf if I dU nol pqglaly complete lhe lol€goirE applkali,on thst I hayq ftdy rEad ari cor mrd e6dr que{ion and
accompanylng ansrer, and trk! full responsibility br 8ll 8nslers contairEd in lhb spplicalion.

I undrrsbnd that I have no lrgal au$ofty to admini8Er moderate sedation untll a pcrmit has besn granEd. I understand ihat my facility is subi:st to an
on.site ovelualion prior to lhe lssus'lce of a permtt gnd by submitting an application for a mod€r.b sedation permit, I hgGby consent to such an
evaluation. ln addition, I und€rsbnd that I may be subjqct b a profussional evaluaton as part of iha appllcation procels. Tho prpfessional evalugtion
$aI be coiducled by the ArE lel is CrEdentbb CorrIritlce ard irElda, at a mininum, orraluafEn d my krDu,l€dge of ca8. mgrtagErtlert ard .lNay
mam96msnt.

I c€riiry lhd I am t'ained and capsble of adminilb.ing Adranced Cardbc Llt Support ard tu[ I lm0loy qtrcie'lt alr b]y psrsonnd b 888ist in
monibring a pathnt und€r inodar& sedation. srrh prlq|rd eie t"aiEd ln and capable of trlododllg vibl signs, a8ddito h €ltErgorEy procadur€!,
and Edminbienng basic [b supporl, I unffind tllai a ffi perfurming a prDcedure for vhidr modBrate sedatlon ls b€ing employ€d stlall not
admlnlster the pharmacoioglc agantrs and monitor thr p€Urnt wi$out fle prs8snc€ and assistancq of st bslt one qualmod auxlllsry personnel.

I am awErs that pursuant b lowa AdministrEtiw Cod€ 650-29.9(153) I mult,!po.t any adv6Elr ocdrmrces Elat€d to the use of sodation. I 8l8o
undgrstand that if moderdb s€dadon results ifi a g€neral 8n€gthetic stats, the rulra fur deep sodauon/lancral €nesth€sh apply,

I h€Gby euhorize tE,eLas€ of 8rry and aI inftrmaton and rc@rds ths B@d !h.ll&em pertrt.na b fr€ evalualixl of hb ep0lixtixr, and stl'llsupply
b tho Boad $dr recordr ard lnh ralirt as r€quclbd ior oyaluatirn of my qualifrcetirns fio. a paatrlt io adminislea nrodoElo Eedation h ths stab of
lom.
I unda€tand lhafi b€sed on crrsluetion of cr€dentalr, lbarililiB, eqdprnenl, p€r!onn€|, and procodurEr, tha Bozd may daca rsrtlclbns oo t]E p€rmit. ..

I further sbte that I have llad the rules related to the uss of gdalion and nitrous oxlde inhehtion analgosia, as desc.ibed ln 850 lowa Administrativg
Code Chapt€r 29. I hereby aglle b abide by lhe laurs aglrles penaining to th€ pr.ctic6 of dentistry end moderate sedation ln th. state of lowa.

i,IUST BE SIGHED IH
PRESET{CE OF HOTARY >4

d'*'[lltrHn P. St(
,?ilrr-rHnrI r lt.-ll^__L-r^- 

-.t*fr$$ya
m5ffudDo*rt OeTo bea,YEAit-ot3

'tW """, t)',W- f ,f ;h il/e fi t
NOTARY PUBLTC HAHE TTVPED OR PRlilTEota

It;ltia'*fSr'fll
HY COilfltSStOt{ EXPTRES:

ll *?-t{
4



ACLS
Provider Sffi;Lil."

*FiI-FEnsqq .*--"**-
This card certi{ies tnat tne tUove individual has successfully

completed the cognitive''nO tf iifu evaluations in accordance

with itre curriculum 
"t 

iri#ilJicry1"''t Association Advanced

Cil;;iltar t-ite Support (AcLs) Prosram'

**. -*.-s.g1et13- *09&Sl5*
lssue Date Becommended Renewal Date



Training
centet Namg __*F.gq4lglroglf$I _

TCID#
rA20567

TC
tnfo $pencer, IA 5:1301 (?12) 2644st7

Course
Location @sy&yer"Lr-r[s*--EssMqr+slJ{-



ofDentistryof USC
18 August 2013

Iowa Dental Board
400 SW 8th Street, Suite D
Des Moines, IA 503094686

Re: Dr. William Skinner

Dear Board of Dentisfiry Members:

I am Professor of Anesthesia and Medicine at the Oshow School of Dentistry of USC as well as
course director for the continuing dental education progrirm in lntravenous (parenteral) Moderate
Sedation.

Doctor William Skinner enrolled in, and successfully completed, the Clinical lntravenous
Moderate Sedation program offered at the Ostrow School of Dentisfiry of USC through the
Deparfirent of Continuing Dental Education.

This prograrn also exceeds the requirements as described in Part III of the American Dental
Association (ADA) Guidelines for Teaching the Comprehensive Control of Pain and Anxiety in
Dentisfiry (60 didactic hours, 20 clinical cases) as well as the guidelines established by the lowa
Dental Board (IAC 650-29.4 for a Moderate Sedation permit.

d50*-^?9, 4 fi Sil Reguirentents for the issuatrce af moderate sedation permits.
29.4(l) A pennil nlc-1, Ile rsstted ro a licensed clentist to use moderate sedation for dental

parferrr.s prorr'derJ t he d en tisl rmeel"r t h e .f'o I I o w' i ng r eq u i rc m e n ts :
o. ffa.q strccessJir{r, cornpleted a training pragrilffr approved bv the board that meets

the Arneriran Dental ls.roc:taI ion Guidelines .for Teaching Pain Control and Sedation to Dentists
snd Dental Students ancl thal consrsfs o/-a nrininnrm of 60 hours af instruction and nxafiilgemeni af
rtf /easf 20 pulienf;r;

The course includes both didactic and clinical experience in the following areas:
t 60 hours or more including training in:
.) basic conscious sedation,
t physical evaluation,
i venipuncture,
<) technical adminisfration,
<) recognition and management of complications and emergencies,
O monitoring, and
I supervised experience in providing moderate sedation to twenty or more patients.

Ostrow School ofDentistry of U.S.C.
925West34'oStreet,LosAngeles,Califomia900S9-0641 . Tel;2137401081 . Fax:818.888.39734

Stanley F. Malamed, D.D.S.
D ent is t Anes thes io logist



An hour-by-hour summary of course content is appended to this leffer.

The venue for the progfam was the Ostrow School of Dentisfiy of USC and was held on the
following dates;

Module #I (Prerequisites)r May 2013 (Physical Evaluation; Emergency Medicine;
Pharmacology; and Monitoring, Clinical Emergency Medicine (Sim-Man), and Basic Life
Support) 35 hours

Module #2 (Clinical Intrayenous Moderate Sedation): 9 - 1l and 15 - 18 August 2013.49
hours (in actual fact about 70 hours (Clinical days start 7:00 AM and finish at about 7:00 PM),
California only permits a maximum of 7 CEU's per day). On the 17fr of August Dr.
Skirurer participated in a clinical day at SOLIS Surgical Arts in Sherman Oaks, California
he was introduced to out-patient day surgery and general anesthesia. This was a 6-hour session.

Module 1, PREREQUISITES
At the conclusion of the prerequisite programs, enrollees were required to successfully pass a
multiple choice question examination covering these materials. Dr. William Skinner received a
92% grade.

The Basic Life Support training progftrm (7 hours) is mandatory for all persons enrolled in the
infravenous sedation progmm at the Ostrow School of Dentistry of U.S.C. Dr. William Skinner
successfully completed this course.

Module 2, CLINICAL INTRAVENOUS MODERATE SEDATION
The thrust of Module 2 is Intravenous Moderate Sedation, pure and simple. Seven days devoted
the art and science of IV drug administration. The course, though on paper for 7 hours each day,
ntns to about l0 to 12 hours on each of the four clinical days (Saturday & Sundays). Our state
dental board in California does not allow us to provide a doctor with more than 7 hours CDE uni
per day, but the fact is that these foru days are much more intensive and extensive.

During module #2 Dr. Skinner administered intravenous sedation and completed dental
for at least 20 patients. Records of patient treafrnents are available should you desire to review
them.

A word about the supervision of the doctors participating in the clinical sessions (there were
twenty-one enrollees in the clinical portion of the course in which Dr. Skinner participated):
Besides myself and Dr. Kenneth Reed, the co-director of the program, both of whom are Dentist
Anesthesiologists, offi faculty included Drs. H. William Gottschalk, Kenneth Lee, Jason Brady
Amanda Okundaye, all of whom are Dentist Anesthesiologists. Drs. Paul Weyman and Charles
Tozzer, both experienced'sedationists' were also members of the faculty. Dr.Tozzeris a
parenteral sedation examiner for the Dental Board of California. Additionally there were 12
teaching assistants in the clinical sessions. The enrolled doctors were very closely scrutinized
dwing the program and each was evaluated by multiple faculty over the course of their four
clinical days.



This course has existed for thirly-six years (established in 1977) and has provided
700 dentists with training in this invaluable technique of patient management. Successful
completion of the program has been recognizedo thus far, by all state and provincial boards as
eligibility for a permit in intravenous moderate sedation.

Should the lowa Dental Board have any questions or desire any additional information
the parenteral sedation training of Dr. William Skinner please do not hesitate to contact me.
email address is: malamed@,usc.edu

Director, Inhavenous Moderate Sedation program

SFlvUpt



Physical evaluation 9.5 hours

Emergency Medicine 9.5 hours

Pharmacology 9.5 hours

Simulated rnedical
emersencies ISIM-MAN]

9.5 hours

Introduction to Sedation 2,0 hours
Venipuncture 1,0 hour
Complications of
Venipuncture

1.5 hours

CLINIC - Venipuncture L.5 hours
Basic concepts of Sedation 1.0 hour
Techniques of Intravenous
Sedation

1.5 hour

Benzodiazepine Sedation
Technique

1.5 hours

Monitoring & Record
Keeping

1.0 hour

Review of Venipuncture
Technique

0.5 hour

Clinical Session 11.5 hours

Review of Patient
Evaluation

0.5 hour

Clinical Session 11.5 hours

CLINICAL - SOLIS Surgical
Arts Center

6.0 hours

Review of Clinical
Sessions

1.0 hour



tI
Advanced Airway
Management

2.0 hours

Pediatrics - Geriatrics 2.0 hours
Post-Operative Analeesics 2.0 hours
Practical Aspects of IV
Sedation

1.0 hour

Preparation for State
Board Evaluation

1.5 hours

17 Ausust 2013 12 hours
Review of Emergency
Management

0.5 hour

Clinical Sesslon 11.5 hours

18 Aueust 2013 t3 hours
Review of Pharmacolosv 0.5 hour
Clinical Session 11".5 hours
Review of Clinical Session
and Sien-out

1.0 hour

Total hours - DIDACTIC 50.0 hours
Total hours - CLINICAL 53.5 hours



Healthcare
Provider 6mTi"#.."

"-*r

PEEL

HERE

-.-+

Bill E. Skinner

This card oertifies that the above individual has sucoessfully
completed the cognitive and skills evaluations in accordance with
the curriculum of the American Heart Association BLS for Healthcare
Providers ffi fitt? Pro0ram.

08-2014

Plum Drive Dental

Instructor
Name Bud Hartsell lnst' lD #

Holderb
Signature

61 2O11 Arn6rlcan HednAssoclatiofi ranpd,rlE wfih u* Mtl wlll arwitrryP€,,atB. sG16O1lssue Date

This card contains unique security features to protect against forgery.
90-1801 3111

,/



o
'i,i :i

' 
,':,:1:,''r:lll:;. -. .... _ ::\j:

il:::i::ii:. ..:rj:l::ili::::i::::iii:irl
''iii 11 " _

Healthcare
Provider rf,FJir:.

Cathy C. Nelson

This card certifies that the above individual has successfully
completed the cognitive and skills evaluations jn accordance with
the cuniculum of the American Hearl Association BLS for Healthcare
Providers (CPR and AED) Program.

08-15-2012 08-2014
lssue Date



Healthcare
Provider StTil**

Susan M. Crawmer

This card cefiifies that the above individuat has successfully
completed the cognitive and skills evaluations in accordance with

the cufficulum of the American Heart Association BLS for Healthcare

Providers (CPff and AED) Program.

08-1s-2012 08-2014

lssue Date Fleconrmended Renewal Date



Training
gg9r ryggg*_ Mercy Coltege TCc 

lD #

Des Moines, IA 503Q9

PIum Drive Dental

TC
lnfo

Course
Locaiion

Iilstructor
Name guu uartsefi lnst' rD #

Holder's
Signature

6 2011 &n€rican Heart A.s€oaiafion Tamwing with this cerd wiil dW itsappearanc€. gqr'l a.

Training
Center Name E tv college TCc 

lD #

TC
lnfo i.'..it

Des Moines, tA 5O:OB

itlit:.,,",,..

Course
Location

I]rlm Drive Dental
lnstrucfor
Name Bud Hartsell lnst. lD #

Holder,s
Signature

@ 20ll Amefiican X"*,q*o"iat* ranwins with dlis.* *rE[ffi. G]iil
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IOWA DENTAL BOARD

400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687
Phone (5151 281-5157 Fax (5{5) 281-7969

http : //www.d e nta I board. iowa. q ov

RECEIVED
ocT I 6 2013

IOWA DENTAL BOARD

F

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

FullLegal Name: (Last, Flrst, Middle, Suffix)

Q^eno Bco.nAon t\ict"ool
OthEr lltmes Used: (e.9. Malden)

t-ll A
Home E-mail:

brand. s(\ * Suchdecrtcror\ - (r$ft

Work E-mail:

t>ro-nAor.-silfi\do
Home Address:

\OS (n c.rn.l.$te*r-r rT
City: \-'

$+^u Cikt
STatET

-sA
Zip:

szzL{b
Home Phone:

Ep\--rro-oarrt
License Number:

fRc- Hrrtt'to
lssue Date: r
-1 ,Zl\B

Expiration Eate:

at r\ I iq
Type of Practice:

+<r- ars'cnic
]HHWINE$1

Principal Office Address:Lr^i{" o+ SA fJr$oqp.ab-S.g*t8ld
*Ot ft.DerlEvr. EiD-dI

City:

b.^:e= etrf
zip:

5'z+\z
Phone:

3\tRir-lu\E1
Office Hours/Days:

$,us-St$ fn
Other Office Address: Clty: Zip: Phone: Office Hours/Daye:

Other Office Address: City: Zip: Phone: Office HourslDays:

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

Other Offlce Address: City: Zipz Phone: Office Hours/Days:

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

comnleted. DArE(S):

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences E6ompleted A*r?t'4 ,'F
ADA-accredited Residency Program that includes moderate sedation training E Completed

You must have training in moderate sedation AND one of the following:

Formal training in ainray management; OR

Moderate sedation experience at graduate level, approved by the Board
fiI€ompleted f*r.r. ?3 ( zc

f] Completed

Name of Gourse:

tr\c_\A
Location:

tv\ad.*cs-0- Co\t o,1g o*r*rJissn$f\
Date of Gourse:

k\tBlZt:rB
Date Gertification Explres lo

(>(ot?.o\r b

Lic. # Sent to ACC: lnspection ree#oTlt lttL Tf
Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form A/B

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



Name of Applicant Bfaov+en S.*Sne

Type of Program:

! fostgraduate Residency Progra^H*onrinuing Education Program fl Otner Board-approved program, speciff:

Name of Training Programl I Address:

(J.f\tU. o* !o...)q- \ecrf . d Str$t6..1*. o,{.Ifa..-u- $or.rr-.I}
Clty:

\-r. acr giLt
State:

}A
1

(9\cncre-A trrrest{aesEL\rr +lro. Ott a^+Atg.
\J

Length of Trainlng:

L r.nsruS
Date(s) Gompleted:

E,IZ\I rB
Number of Patlent Contact Hours:

\ko
Total Number'of Superuised
$edation Cases: fuO

91* n NO l. Dld you satl.lrctorlly complote the abovo t.ainlng progEm?

WES E O 2. Does tho prog]lm lnclude at l€a3t sllty (60) houE ot didactlc trrlnlng lr! paln and lmloty?

EirES E NO 3. Do€s tho progEm Includ€ manag€mont otat lesst 20 cllnlcal pallents?

A3 plrt of the cunlculum, alg the follorrring concapia and prgcsduEr taught:

{YeS E NO 4. Physical owlultlon;
6v:S tr t{o !. lV 3oda$or;
EftES tr o 6. Arusy managomont;

Er'YEs tr No 7. onlrorlno; and
fVeS n NO 8. Brslc lifo Bupport and omsrgency managomont

6vgS tr No t, Does tho program lncluds cllnlcal oxperience ln managlng compromlled alrways?

E V=S n o lO. Doos tho progrrm provide tralnlng or exporbnco ln managing modgBts sodauon ln pediatdc pltlent!?

dy* A NO ll. Dooa tho prcgnm provlde tsalnlng or oxporlonce ln managlng modeteto sodatbn ln ASA catogory !or4 p€tlents?

Please attach tha approprlate torm to verlry your moderate sedation tralning. Applicants who received their tralnlng in a postgraduate resldency program

must have their postgraduate program dlreclor compl€t€ Form A. ln addltlon, attach a copy ot your certificate of completion of the posgraduato
program. Applicsntgwho recejved lhelr tralning in a formal moderale sedatlon contlnuing educatlon program must have the program direclor complete
Fom B.

EYesJfNo A. Do you have a license, permit, or registratlon to perform moderate sedation in any other state?

!f yes, specify state(s) and permit nu

F1Es E NO B. Do you coBld.r yoursolf eng.god ln tho 160 of modente 3€d.tion ln your proirssloml practlco?

tr VgS d ffO C. Hrvs you evar had any patient mortallty or othor lncldent that ttquliad ln tho temponly or poimlmnt phy3lcal or montrl
lnlury requlrlng hGpltaltzatlon of the palNor durlng, or as a trsult of, your use ot rntlanxlety prrmadlcaoo& nitrcua
oxldo lnhalatlon lnalgosla, mod€rats asdatlon or desp sedatlonrgeneral anestheSla?

ZIYES fl NO D. Do you plan to ule mod€rate aoddlon ln podldrlc patients?

ErYES tr NO E Do you plat! to uao modsrate redrtlon In modlcdly compromk€d (AgA catogory 3 or ir) patlonta?

D VfS d NO F. Do you plan to engags ln ent r.l moderate sad.tlon?

Ea YEs tr t{O G. Doyou plan to engage ln parentoral moderate sodatlon?

Whrt maror drugs and anqithetlc technlques do you uullze or plan to utlllzo in your ure of moderato redallor? Provide details (lV, inhalatlon,
6tc.) and attadr a s8parate sheet lf n€c$sary.

e-"+^.9-
Qor*&

\-ho"*"tX*rt
U+tiurn
1.trt:rruq $UGIA.[



Name of Aooricant Bqh-nAon L hf,\Facilitv Address
har

A der ist admlniliering moderate sedation ln lora muat documer and ensure that all auxiliary pelEonnel haE certification ln basic liE Euppod (BLS)

and are €pabh of sdmlnlstering basic lile suppon. Please list belowlhe name(8), license/registratlon number, and BLS cedfcatlon status of all
auxjliary personnel,

Name:

ka*r\6ar tca,.r{. BtJ
License/
Reoistration #:- Otuittfl(oD

BLS Certlfication
Date:

t-r r?sc\Rl

Date BLS Gertification
Expires: r4 lr.?\(

Name:

l-f\c-\ortg- \2znJ\o.r-. Gi*)

Licensel
Reg istrati o 

" $r"-r gr{, B
BLS Csrtffhation
Date:, U{?O \T

Date BLS Certilicatlon
Exoires: l r' Ltt?o\s

Name: - \l'

N\osga*relr Po.rfltf\* - fuJ
Llcense/
Reoistration #:- tr-I $?-ft-

BLS Certification
Eate: 

r I zs8
Date BLS Gertlflcatlon
Expiret: 

\ I Lo\(
Name: r License/

Registration #:
BLS Certification
Date:

Date BLS Certification
Explres:

Name:

lcerero- H.J^f\
Licensel
Reglstratlon *: G\OE*pH

BL$ Certification
Date: *n r ?rE\B

Date BLS Certification
Expires: L\\"Oft

Name:

f 'tn trr, tJ\^ftr\
License/
Registration U,(3IOOtSO

BLS Certification
Date: 4 [:-o r:

Date BLS Gertification
Expires: {t zors-

Name: \'

&t*nfo*r- Q.rnnv
License/
Reoistration #:- G.\?})3?

BLS Certlficatlon
Date: Lt fZ-rlf3

Date BLS Gertification
Expiret: I lr-crr,s

Name: \, License/
Reglstration #:

BLS Ceftification
Date:

Date BLS Certification
Expires:

Each hcility in which you peform moderaG s€dation must be properly equlpFd. Copy thls page and comple{e for e8ch faciliv. You may apdy for a
wEiver of any of flgSa p]ovisions. The Board may grant ti|e waiver if it determin$ liere ls a reasonable b8818 tor tr|e waiver.

YES NO lt your dentrl offict propsrly mshtalnsd and equlpped wlth lfio followlng:

Z E l. An operatlng room larg€ enough to adequatoly acconmodats tho pationt on a tabls or ln an operatlng chalr and pomit an
operrtlng team conslstlng ol et least i\ o indlvlduals to move lresly about the patlent?

* E 2. An operating tabls or ohalr that pomlts the pationt to bo poeltioned so the oporatlng leam can malntaln the rlnYay, qulckly 
-' 

alUr ths patient posltlon ln an ehergency, and prwlds ! i]m platrorm for tho maEgomont o, cardlopulmontry rg3t|scltatlon?

Z tr 3. A llghtlng sysbm that E adsqult€ to po]mlt ovaludlon of the patlorfs skh and mucoaal colorand, blckup ll0trting sy3tem
thlt b battgry porersd lnd of Sufrclont intonslty to pormlt comple0on ot lny opoE0on undorway d llla gmo ot goneral powol
flllulr?

E E 4. guctlon gqulpmentthat p€rmlt! aspiration oI tho oral and ph!ryngeal qavltle! and a backup suctlon dovlce?

B E 5. An oryg€n dellvery syetem wlth ldequate full taco mask! and appropriato connoctor! ihat ls capablo of dellvetlrg orygen io
the patlont undsr posltlw pr€asurr, togetherwlth an adequate backup systam?

* tr 8. A lrcowry area that har.vrllrbls orygon, adequlte llgh0ng, 3uqtlon, and electrlcll ontl€ts? (Tho rccovay lrte can be tlro
oparr$ltg room-)

E tr 7. b the p.tlent abte to bo obc.r$d by a member ot the Et lt.t all tlmos durhg tho Ecovery potlod?

B D 8. Ancth€.l. oranalgeri! lyrtomt cod€d to prswnt accldentll admidstr.tion ofthe wrong gas and equlpp€d wlh a fall sato
mochanlrm?

A E 9. EKG monttor?

E ! 10. Laryngoecope and blads8?

E E ll. Endotrschsal tubos?

4 tr 12. Llglll iorcopE?

A tr 13. Oral lllTays?
A tr tiL StoihoGopo?

D E I a A bbod prss€ulr monlto ng d€vlco?

p E 16. A pulse oximeter?

Z E 17. Emsrgency drugs thal aro not explrod?

d D 18. A deflbrlllator (an sutomated detlbrillator is recommended)?

tr A t9. Do you employ yolatito llquld anstioocs and a vlportsor (1.o. Halothanq Entlurane, l3of,urane)?

I 20. ln tha !psc. provlded, tbt tha numbor of nlt orrt oxldo lnhrlatlon .nalgo.la unltt ln yout faclllty-

S$d'H

COPY FORM AND SUBMIT FOR EACH FACILITY.



YES

,. Do you currently haw a medlcal condltlon lhat h .ny way hpal$ or llmlts your ablllty to placilco dontlstry wlth re€somblg tr
sldll elrd $foty?

HO

,F
2. Are you currently engaged in the lllegal or improper use of drugs or other chemical substances? tr\ts
3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to

practlce dentistry wlth reasonable skill and safety?

gtr

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

trtr

5. Have you ever been requested to repeat a portion of any professional trainlng program/school? tr.8
6, Haw trou ewr rocelved a wamlng, Eprlmand, or bo€n phcsd on p]obauon during a profs8rlonal tralning programrlchool? tr B
7. Have you ever voluntarily surrendered a llcense or permit issued to you by any professional llcenslng agency? trE
7a, tl y€!, was a llconse dlsclplh!ry actlon pendlng lgalnst you, orwell you undor lnvestlgatlon by a llcenslng agoncy at that tr ll

ts te $e volunttry ruflpndgr of llcenlo wa! tgrdoiod?

8. A3lde lrom odlmry lnltbl ]9qulrfiients ol prcctoEhl& hlve your cllnlcll ac{vltle3 or,er boen lhltad, suspanded, r.vokod, tr
not renawed, voluntarlly ,rllnqulshed, or subloct to other dbclpllnary or probationary condltlons?

El,

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

)tstr

lO, Hrw you evor boen notmed of any chargaa tllod rgalnst you by a llconllng or dlsclplinary rgoncy of any iurlsdlctlon of tho tr E
[J.S. or other natlon?

1L Havo you ey€r been denl€d a Drug Entorcemsnt Admlnlstratlor (DEA) or Btate contlolled subeta'|ce rsebttatlon cor$flcate or E E
har your contllllsd 3ubstance rsgbilatlon owr bsen placad on probatlon, ruspgndgd, voluntarlly lurrendered or rovokod?

i$E 6 ilCI*,668.[V-ff,uF'nHptrCANt
STATE:

-\ or-r.]o.
GOUNTY:

Soqns'sn
l, the Hov, narned applicant, heEby declEre und,er psnalty ot p€4ury that I am tie person desc.lbed snd lder if,ed in tt s application ard that my
answ€rs and all slatements made by me on this application and accompanylng attachmgnts 8re tnle and mrBd. Should I fumish any lalse intomation,
or har€ substardlal ornlssion, I hereby agr6e that such ad Bhall coGtitutB c€use ior denlal, suspanslon, or revocation ot rry license or permit to provide

moderaG sedation. I also decla.e th;t f I dE not personally compleE the foregolng appllcation that I haw tully rBad and confrmad each qu€8ton and
accompanying anErri,er, and take tull .esponsibillty for all aruwers contained in thls applicallon,

I undorBtand tiat I have no legst auihority to adminEter moderatB sedatlon ur*il a p€rmit has been granted. I understand lhat my faclllty i3 subiect to an
on€it6 evaluatlon pdor to ula issuanco o, a pormit ard by sublnining an appllcadon for a rnoderate s€datlon permit, I h€reby corBent to such an
evsluation, ln additlon, I understand that I may be sublect to a professlonal evaluauon as pErt of the applicatlon process. Ths proteasion€l evaluation
shall be conducled by he Anesthesla CGd€ntials Committse and lrdude, Et a mlnimum, evaluatlon of nry knowledge of case managErnenl and airwEy
management.

I certlry that I am trained and capabls of sdmlnist€ring Advanced Cardiac Ufe Support and th8t I emplory sufficiert aluiliary pelBonnel to assbt in
monihring a patlent under moderale sedation. Suct personnel are lrained ln and capable of monitoring vltal slgn8, asslsllng in emergency procedur*,
and admin stering baslc life support. I understand that a dentbt performing a pmcedure for wllidr rnoderate se{atlon k being employ€d shall not
administer the phsrmacologlc agenis and monitor the patlent without the presenc€ and asalstance of at least one qualified auxiliary peBonnel.

I am aurare tiat pursuant to lowa Admlnistrative Code 65G-29.9('153) I muot repoi any adverse occunences relaGd to the use of sedation. I also
undeBtand that i, modoraE sedalion r6sul6 in a general an€shstlc stab, the rules ior deep sedatlon/generel aneslhesla apply.

I hercby authodze the rcleaEe of any and all lntormation and Ecotds the Board shall dsem pe inor to tho evaluauon of thls application, and shall supply
to the Board such records and lnfoinatlon as requested for evaluauon of my quamcations f$ a permit to administer moderate s6datloo in the state of
l@va.

I under8tand lhat based on evaluaUon of credentlals, facilitieS, equipmer , personnel, €nd proceduGs, lhe Board may placs r$trlciions on the p€rmlt,

I turthor state that I haw road the rule-s GlaEd to ths use of sedation and nitrous oxids inhala0on analgesia, as desqib€d in 650 loura Adminlstratiw
Code Chapter 29. I hereby agree to abide by the la$6 and rules pertaining to ttle prsdlco of dentistry 8nd moderate sodation in the state of lo{rra.

MUST BE SIGNED IN

PRESENCE OF NOTARY >

r,*ru

NOTARY SEAL suBScRrBl$ enro swoRu BEFoRE ME, rHts I DAy oF fldd}{f , YEAR i)t a
NOTAHfRUBLIC SIGNATUBE li \

1 qfrr,\ l t
sx
flJ
,ort

L I Jorn Rcdtiryr
E I comrnlslm #dogrl

I lryffiP* oTARY(Slr.rBLrC NAME (TYPED OR PRTNTED)

J tZA[,vqu{
MY COMITIIISSION EXPIRES:

t0-tb-*o/b
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IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
http ://wwvv.de qtalb.oard. igwargov

PLEA$E TYPE OR PRINT LEGIBLY IN INK.

i

:,:

lnstructlons - Use this form if you obtained your trainlng in moderate sedation from another program that mu8t b6 8pproved by the Boad (i.e. you did
NOT ottaln your training in mod€rate sedalion Wtllle in a posigraduate resldensy program). Complete Section l and mallihls torm to lheProgram
Olrector for ve fication ot you, having successtully compleEd thls training.

NAME (First, Mlddle, Last, $uffix, FormerlMalden):

BFrl^Aern f*Nicinaol . €. rrfl,o
MATLING ADDRESSI
u\OS frrunc[tr\€--.r ] CT

L,

CITY:

:fr>*.h C t*\-t
STATE:

En'
ZIF CODE:
c ?aLqt'rl

PHONE:

Qpv-tts*cr31?
To obtain I pormit to adm ister moderae sedalion ln towa, the lowa Denlal Board requires lhat the applicant submll evldence of havlng completed 8n
approved postgraduate t ainlng program or other fomal trainlng proglam apprcved by the Board. The appllcant s signature below sulhodzes the
Elease ol any infomation, hvorable or oiherwlse, dlrectly to the lowa Dentsl Boad at the address above.

ott,-,4* DATE:

-1 
11l t3

fH
t+!

NAME OF PROGRAM DIRECTOR:

Eraz L F4rarzrlFt
NAME AND LOCATION OF PROGRAM:*r_ft\*SHlkt ffit=*ooHt ** \es.$\\
€r:f \sn" Q+$* Cln\RS --i4n&hn{

\
PHONE:

3\q-33r .lLt\oo

FAx: a\ct *aj s --1 rt ggl e-mrru (J..ff5.,.ioF' WEB ADDRESS:

DATES APPLICANT
PAEITCTPATED rH PROGRAM >

FROM {MO/DAY/YR):,s1 t?_qr1?-
I ro (rvroloAY/YR):

I E*tTzi \4
I DATE PROGRAM

I corurer-erED: g/z3 I iE

E-r*
Hves

flr
pves

DlD THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAM?

DOES THE PROGRAII,I COMPLY WTH THE AMERIGAN DENTAL ASSOCIATION GUIDELIHES FOR TEACHING PAIN
CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

DOES THE PROGRAM TNCLUDE AT LEAST STXTY (60) HOURS OF DTDAGTTG TRATNING lN PAIN AND ANXIETY?

DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE FOR PARTIGIPANTS TO SUGCESSFULLY iiANAGE
MODERATE SEDATTON rH AT LEAST TWENTY (20) PATIENTS?

AS PART OF THE CURRICULUM, ARE THE FOLLOWNG CONCEPTS AND PROCEDURES TAUGHT:

5. PHYSIGAL EVALUATION;

S. IV SEDATIOH;

7. AIRWAY MANAGEfrilENT;

8. ltlloNlToRlNG; AND

9. BASIC LIFE SUPPORTAND EMERGENCY MANAGEMENT.

{lf.no to anv oI abpve. plqasq attflch a detalled exolanationJ

Eruot.

fI uo z.

Euor,
fl lto *.

#r"E ruo

Hl** E tlo
Eyes il uo
'Hrt" E uo
p"es E No

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

PROGRAM DIREGTOR SI

k45-'* -l
DATE:

/O-'L-13



ACLS
Provider fl##i;,".

--Er-nqdog-ff roq-e-"---
This card certifies that the above indivldual has successfully
compteied the cognltlve and skills Bvaluations ln accordance
with the cunlculum of the Amerlcan Heafi Association Advanced
Cardiovascuiar Life Support (ACLS) Program.

__ "* *0ja_31?gl_l_ __ *piEg!_s___ -.lsuue Date Recomrfiencted Flerrewal Date '

TCID#
Tratning
Center Name

TC POBox 1E0062 (4I4)791-501t

ili-q- -- .--.- .-'.''-&bfe!*. H.IIIQ l's --uv:r @@'tE ---
Course
Location -ryqgl,tt:rt-O}C$I-*j-.-

Hstder's
Slgnature .

G2O1'l ArDa.tc8,r

lrist' lD #
10120126801

,"rer.trg #-*J* otd wtr r,b/ itr ffirm'' s0-1806



 
 

REPORT TO THE ANESTHESIA   

CREDENTIALS COMMITTEE   

 
MEETING DATE:   October 24, 2013 

SUBMITTED BY: Melanie Johnson, Executive Director; Christel Braness, Program Planner  

ACTION REQUESTED:     Establish the 2014 Committee Meeting Schedule 

 

 

Anesthesia Credentials Committee – Proposed 2014 Meeting Schedule 

January 16    OR  January 23 

March 27      OR   April 3 

July 17     OR   July 24 

September 18   OR   September 25 

October 2  OR  October 9 

 

 Proposed start time: 12:00 P.M.  

 

 

 

Iowa Dental Board 2014 Meeting Schedule  

January 30-31 (Thursday, Friday) 

April 10-11 

*May 9   (Friday)     * Organizational mtg. to elect officers, appoint committees 

July 31- August 1  (Thursday, Friday) 

October 16-17 (Thursday, Friday) 

 
 

ACTION 
 
 

 



(FINAL - approved at May 10, 2013 meeting) 

2014 Board Calendar 

Dates shaded in Yellow = Board Quarterly Meetings 

* May 9th  = annual election of officers and committee appointments 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

January 

Sun Mon Tue Wed Thu Fri Sat 

29 30 31 1 2 3 4 

5 6 7 8 9 10 11 

12 13 14 15 16 17 18 

19 20 21 22 23 24 25 

26 27 28 29 30 31  

    
   

 

February 

Sun Mon Tue Wed Thu Fri Sat 

 
  

   
1 

2 3 4 5 6 7 8 

9 10 11 12 13 14 15 

16 17 18 19 20 21 22 

23 24 25 26 27 28 
 

        

March 

Sun Mon Tue Wed Thu Fri Sat 

 
   

  
1 

2 3 4 5 6 7 8 

9 10 11 12 13 14 15 

16 17 18 19 20 21 22 

23 24 25 26 27 28 29 

30 31 
      

   
April 

Sun Mon Tue Wed Thu Fri Sat 

  
1 2 3 4 5 

6 7 8 9 10 11 12 

13 14 15 16 17 18 19 

20 21 22 23 24 25 26 

27 28 29 30 
    

May 

Sun Mon Tue Wed Thu Fri Sat 

 
 

  
1 2 3 

4 5 6 7 8 *9 10 

11 12 13 14 15 16 17 

18 19 20 21 22 23 24 

25 26 27 28 29 30 31 
 

June 

Sun Mon Tue Wed Thu Fri Sat 

1 2 3 4 5 6 7 

8 9 10 11 12 13 14 

15 16 17 18 19 20 21 

22 23 24 25 26 27 28 

29 30 
      

   
July 

Sun Mon Tue Wed Thu Fri Sat 

  
1 2 3 4 5 

6 7 8 9 10 11 12 

13 14 15 16 17 18 19 

20 21 22 23 24 25 26 

27 28 29 30 31 1 
 

        

August 

Sun Mon Tue Wed Thu Fri Sat 

 
  

  
1 2 

3 4 5 6 7 8 9 

10 11 12 13 14 15 16 

17 18 19 20 21 22 23 

24 25 26 27 28 29 30 

31 
       

September 

Sun Mon Tue Wed Thu Fri Sat 

 
1 2 3 4 5 6 

7 8 9 10 11 12 13 

14 15 16 17 18 19 20 

21 22 23 24 25 26 27 

28 29 30 
    

        

   
October 

Sun Mon Tue Wed Thu Fri Sat 

   
1 2 3 4 

5 6 7 8 9 10 11 

12 13 14 15 16 17 18 

19 20 21 22 23 24 25 

26 27 28 29 30 31 
 

        

November 

Sun Mon Tue Wed Thu Fri Sat 

 
   

  
1 

2 3 4 5 6 7 8 

9 10 11 12 13 14 15 

16 17 18 19 20 21 22 

23 24 25 26 27 28 29 

30 
       

December 

Sun Mon Tue Wed Thu Fri Sat 

 
1 2 3 4 5 6 

7 8 9 10 11 12 13 

14 15 16 17 18 19 20 

21 22 23 24 25 26 27 

28 29 30 31 
   

        

   
 

State Holidays 2014 Other Federal Holidays 

New Year's Day     Wednesday, January 1 

Martin Luther King, Jr.'s Birthday  Monday, January 20  
Memorial Day     Monday,  May 26  

Independence Day     Friday, July 4  

Labor Day      Monday, September 1 
Veterans Day     Tuesday,  November 11 

Thanksgiving Day     Thursday, November 27 

Friday after Thanksgiving    Friday, November 28 
Christmas Day     Thursday, December 25 

Presidents’ Day  Monday,   February 17 

Columbus Day  Monday, October 13  

 



 
 

REPORT TO THE ANESTHESIA   

CREDENTIALS COMMITTEE   

 
 

MEETING DATE:   October 24, 2013 

SUBMITTED BY: Melanie Johnson, Executive Director; Christel Braness, Program Planner  

ACTION REQUESTED:     Discussion Regarding Application Review Process and Deadlines 

 

Role of ACC 

The Anesthesia Credentials Committee (ACC) is responsible for reviewing all moderate sedation and 

general anesthesia/deep sedation permit applications and providing recommendations to the Dental 

Board. 

 

ACC Procedures 

The Committee conducts its business at meetings open to the public. Prior to each scheduled meeting, 

Board staff distributes to Committee members copies of the applications to be reviewed at that 

meeting. At the meeting the Committee discusses the pending applications and prepares 

recommendations the Iowa Dental Board. The Board meets quarterly and takes action on the 

Committee’s recommendations. 

 
For Discussion 

Does the ACC want to consider establishing due dates for applications to be considered at the regularly 

scheduled ACC meetings? If yes, how much time is needed at each step of the process? 

 

Attached for Review 

 Draft for review - Application Deadlines  

ACTION 
 
 

 



 SEDATION/ANESTHESIA PERMIT APPLICATION DEADLINES 2013-2014  

 

DRAFT for discussion – 10/9/13 

 

  

 

 

 

 

 

 

 

ANESTHESIA CREDENTIALS COMMITTEE (ACC) 

 

Role of ACC 

The Anesthesia Credentials Committee is responsible for reviewing all moderate sedation and general 

anesthesia/deep sedation permit applications and providing recommendations to the Dental Board. 

 

ACC Procedures 

The Committee conducts its business at meetings open to the public. Prior to each scheduled meeting, Board 

staff distributes to Committee members copies of the applications to be reviewed at that meeting. At the 

meeting the Committee discusses the pending applications and prepares recommendations the Iowa Dental 

Board. The Board meets quarterly and takes action on the Committee’s recommendations. 

 

Application Deadlines 

In order to be considered at a regularly scheduled quarterly Board meeting, applications need to be submitted to 

the Board office three (3) weeks before the scheduled Committee meeting.  Meeting materials are distributed to 

Committee members two (2) weeks before the Committee meeting. There is one (1) week period of time 

between the Committee meeting and the quarterly Board meeting to prepare the Committee’s recommendations 

 

The following table outlines the deadlines for submitting applications and requests to the Committee in time for 

consideration at the regularly scheduled quarterly Board meetings. 

 

(3 wks. before mtg) 

Submit application to 

IDB office by: 

(2 wks. before mtg) 

Scheduled distribution 

to Committee: 

 

Committee Meeting 

 

Board Meeting 

October 3, 2013 October 10, 2013 October 24, 2013 Oct. 31- Nov. 1, 2013 

    

    

    

    

 

Deadlines for: 

 Moderate sedation permit applications 

 General anesthesia/deep sedation permit applications 

 All other requests for the ACC 
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