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JILL STUECKER

EXECUTIVE DIRECTOR

STATE OF IOWA
IOWA DENTAL BOARD

ANESTHESIA CREDENTIALS COMMITTEE  

AGENDA 
September 10, 2015 

12:00 P.M. 
 
Location: The public can participate in the public session of the teleconference by speakerphone at 

the Board’s office, 400 SW 8th St., Suite D, Des Moines, Iowa.  The public can also 
participate by telephone using the call-in information below:  

 
 

1. Dial the following number to join the conference call:   1-866-685-1580 
2. When promoted, enter the following conference code:  0009990326# 

 
 
Members: Kaaren Vargas, D.D.S. Chair; Richard Burton, D.D.S.; Steven Clark, D.D.S.; John 
Frank, D.D.S.; Douglas Horton, D.D.S.; Gary Roth, D.D.S.; Kurt Westlund, D.D.S.; Jonathan 
DeJong, D.D.S. (alternate) 
 

I. CALL MEETING TO ORDER – ROLL CALL 
 
 

II. COMMITTEE MINUTES 
a. July 16, 2015 – Teleconference 

 
III. APPLICATION FOR GENERAL ANESTHESIA PERMIT 

a. Christopher M. Kepros, D.D.S. 
 

IV. APPLICATION FOR MODERATE SEDATION PERMIT 
a. Daniel J. Binkwoski, D.D.S. 
b. Jarod W. Johnson, D.D.S. 

 
V. OTHER BUSINESS 

a. 2016 Meeting Dates 
 

VI. OPPORTUNITY FOR PUBLIC COMMENT 
 

VII. ADJOURN 



*Committee members may participate by telephone or in person. 
 
If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability, 
please call the Board office 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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TERRY E. BRANSTAD, GOVERNOR 
KIM REYNOLDS, LT. GOVERNOR 
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EXECUTIVE DIRECTOR

STATE OF IOWA
IOWA DENTAL BOARD

ANESTHESIA CREDENTIALS COMMITTEE  
MINUTES 

July 16, 2015 
Conference Room 

400 S.W. 8th St., Suite D 
Des Moines, Iowa 

Committee Members July 16, 2015 
Kaaren Vargas, D.D.S. 
Richard Burton, D.D.S. 
Steven Clark, D.D.S. 
John Frank, D.D.S. 
Douglas Horton, D.D.S. 
Gary Roth, D.D.S. 
Kurt Westlund, D.D.S. 

Present
Absent
Present
Present
Present
Present
Absent

Staff Member 
Christel Braness 

I. CALL MEETING TO ORDER – JULY 16, 2015 

Ms. Braness called the meeting of the Anesthesia Credentials Committee to order at 12:05 p.m. on 
Tuesday, July 16, 2015. This meeting was held by conference call to review committee minutes 
and applications for general anesthesia and moderate sedation permits. It was impractical for the 
committee to meet in person with such a short agenda. A quorum was established with four
members present.   

Roll Call: 

II. COMMITTEE MEETING MINUTES 

 January 15, 2015 – Teleconference

 MOVED by ROTH, SECONDED by FRANK, to approve the minutes as submitted.  
Motion APPROVED unanimously. 
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 Dr. Vargas joined the meeting at 12:06 p.m. 

 March 10, 2015 – Teleconference

 MOVED by ROTH, SECONDED by FRANK, to approve the minutes as submitted.  
Motion APPROVED unanimously. 

 June 11, 2015 – Teleconference

 MOVED by FRANK, SECONDED by VARGAS, to approve the minutes as submitted.  
Motion APPROVED unanimously. 

III. APPLICATION FOR GENERAL ANESTHESIA PERMIT 

 Douglas E. Kendrick, D.D.S.

Ms. Braness provided an overview of the application.

 MOVED by ROTH, SECONDED by CLARK, to APPROVE the application for moderate 
sedation permit.  Motion approved unanimously. 

IV. APPLICATIONS FOR MODERATE SEDATION PERMIT 

 Kecia S. Leary, D.D.S.

Ms. Braness provided an overview of the application.  Dr. Leary has requested the qualification to 
sedate pediatric patients. 

 MOVED by VARGAS, SECONDED by CLARK, to APPROVE the application for 
moderate sedation permit and to allow the sedation of pediatric patients.  Motion approved 
unanimously. 

 Arwa I. Owais, D.D.S.

Ms. Braness provided an overview of the application.  Dr. Owais requested the qualifications to 
sedate pediatric and medically-compromised patients. 

There was some discussion among the committee members as to whether to allow Dr. Owais to 
sedate medically-compromised patients due to her original training in sedation.  Ms. Braness 
indicated that the committee could approve Dr. Owais for pediatric patients, and request additional 
information prior to approving the qualification for medically-compromised patients if they 
wished.

 MOVED by ROTH, SECONDED by FRANK, to APPROVE the application for moderate 
sedation permit and to allow the sedation of pediatric patients, and to deny the qualification 
to sedate medically-compromised patients. If Dr. Owais wishes to sedate medically-
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compromised patients, she may submit a request for reconsideration provided Dr. Owais 
can document sufficient training in this area. 

Prior to the vote, Dr. Vargas stated that guidelines would not allow for the oral sedation of ASA 
3-4 patients. 

 Vote taken.  Motion APPROVED unanimously. 

V. OPPORTUNITY FOR PUBLIC COMMENT 

No comments were received. 

VI. ADJOURN

 MOVED by FRANK, SECONDED by VARGAS, to adjourn.  Motion APPROVED 
unanimously. 

The Anesthesia Credentials Committee adjourned its meeting at 12:15 p.m. 

NEXT MEETING OF THE COMMITTEE 

The next meeting of the Anesthesia Credentials Committee is scheduled for September 10, 2015.  
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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APPLICATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

SEGTION I -APPLICANT INFORMATION

Instructions - Please read the accompanying instructions prior to completing this form. Ansr,ver each question. lf not applicable, mark "N/A.'

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

KePRas, ffiNsrunqt*, l-ucythft
Other Names Used: (e.9. Malden) Home E-mail:

hY1$@@W/fr.Con
Work E-mail:giilw. n' YPf,$' *'iflr. r,,

Home Address:

2250 gfr hte
City:

S4ffitoX
State:

-TA
zlp:

523o2
Home Phone:

y?3sq-or6?
License Number:

o6rs?
lssue Date:

6/zdhooz
Expiration-Date:

t/st /zore
Type of Practlce:

0{hl t t-llrxtttoFNmL 5oc 6.

sEcTroN 2 - LOCATTON(S) rN IOWA WHERE SEDATTON SERVTCES WLL BE PROVTDED

Princlpal Office Address:

l53o 5. lqoxraoF
Gity:

l4Wrv UTY
Zip:

5o?o I
Phone:

fer4A ttz?-1556
Office Hourc/Davs:

?llor-t-TfoilS t-!
HtA*a 9.-3

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

Other Office Address: Gity: zip: Phone: Office Hours/Days:

Other Office Address: Gity: zip: Phone: Office Hours/Days:

Other Office Address: Gity: zlp: Phone: Office Hours/Days:

SECTION 3. BASIS FOR APPLICATION

Check each box to indicate the type of training you have completed & attach proof.
Check all that

aoolv. DATE(S):

Advanced education program accredited by ADA that provides training in deep
sedation and general anesthesia / l/z*t' {zott
Formal training in ainray management ,/ /**- €fro,,

Minimum of one year of advanced training in anesthesiology in a training program
approved by the board / 7*.*- cfio,r

sEcTroN 4 - ADVANCED CARDTAC L|FE SUPPORT (ACLS) CERTIFTCATION
Name of Course:

heLS Pf2ouraut gooRst
Location:

iiluf4tv Tpt+na6, *crzcopcl- Ffr Slhr
Date of Gourse: t t7/q/ns Date Certification Explres: llao*ZAt+, 7y

z/zotv
o
IA

=o
.g

o

Lic. # Sent to ACC: Peer Eval: Fee

Permit# Approved by ACC: State Ver.: ACLS

lssue Date: Temp # lnspection: Res. Ver Form

Brd Approved: T. lssue Date: lnspection Fee: Res. Cert

+ lsbT
D SbD.OO



Nameof Applicant Affte9rapqea X. llf#zaS

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: Utvlg*SrrY oF Eooah
From (!lolYr):
ot/zoog

To (Mo/Yr):
oe /na?

citY' state: r6d)r+ ctn , n
Degree Received: 

0O S
PO$T-GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgraduate program you have completed.

Name of Training Program:

frS*xf^*rp frRNY tTli €*qrrt?
Address:

9oo Ehsr- lfrspqru Ro+{
City:

fu{zr fuAOaU
State:

6a
Phone: 

ftoa\ Tgz* 2q7g
Specialty:

Whz .* r-71q,,,9 tt tc ftX LrL Scs4; go,
From (Mo/Yr):

o?/aor
To (Mo/Yr):

O6/zoll
Type of Tralnlng: ! lntern finesiaent E rellow E Other (Be Speciflc]:

Name of Training Program: Address: City: State:

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

Type of Training: E tntern E Resident E Fetlow E Otlrer (Be Specific):

CHRONOLOGY OF ACTIVITIES
Provlde I chronologlcal lstlng ol alldentaland non{ental activities lrom the dats ot your graduation lrom denialschoolto lhe present date, with no
more than a thre€ (3) month gap ln tlme. lnclude months, years, localion (city & stale), and typs of practice. Attach additional sheets of paper, il
necesSarv. labeled with vour name and siqned bv vou.

Activitv & Location From (Mo/Yrl: To (lUlo/Yrl:

Of?jrt^ f,t)Rbfuy REsroer+ty - fubtflat"t€,,L r*zylv na Cffiraa O?hoorr o6/torr
nfiJw <r1A/-pvJ- h1ftL(t 11 Rr+*t*,+f MHY Ntqr fiq=c?LQ - h. P,XO, 7* o7/tatr ot/zors
OrL,prt fitAdturl*flnt t*fi*ilD t{efiHLY I'l& feXtA.- Srbt frrkdlvto,W 0S/hors PPge'-rf

SECTION 6. DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

ffVeS EI trlO A. Do you have a llcense, permit, or registratlon(
If yes, specify state(s) and permit number(s):

to perform sedation in any other state?

TEgB lcl2zt
FYES tr l{O B, Do you con3ld€r you.eotf ongagod ln tho ueo of doop Bodatlon gonoEl rneltia8la ln your prcto€slonal pr.ctlco?

E YgS lO C. Hlw you ovor trad any patlont mortallty or other lncldgr lhrt ]l ultod ln tho tdnporrry or pemlngnt physlcat or msftrl
I in ury llqulrino hospitalization ot tho pauont durlng, or ar a Esult of, your uro ot aftlanxloly prrmodlcatlon, nittoua

oxldo inhahtlon analgosia, modoratg sedatlon or d€.p .cd.tlory'gonatal anGthoola?

flveS tr O D. Do you plan to uro deep sodadonrgeneral anesthslia in p€dl.tdc pltlent!?

F YES tr l{O E. Do you pl.n to u!€ doop sodatlonrgeneral ans6thesla ln medlcally comproml.€d patlentr?

F.YES tr NO F. Do you phn to engage ln sntsral moderate !€datlon?

EtvES tr l{o G. Do you plan to engage ln parontoral moderato sedatlon?

Whlt malor drugr and anolthetlc technlquoe do you utlllzo or plan to utlllzo lor sodatlon purpor€!? Provide details (lV, inhalation, etc.) and
attach a separate sheet it nec€ssary.

7y SeOA-fzoX Uf7ttutl6 t't OA?O|4 ba, FH?,4||YL AroHC t..71 OCCet;lor4',L uSe oF

PRaoaftL hra t@/"8 Naw# l'tualoNi

2



Name ot Aooti;rlnt 44 Rlsrcqrlrq il- kefus Faciriw Address lt3 O S. HoN@6, r@7!et
SECTION 7 - AUXILIARY PERSONNEL

A dentist administerlng Bedation in lom must document and ensure lhai all audliary personnel harc cedification in basic lift suppod (BLS) and aIB
capable of adminlstering basic life supporl. Plea8e list belo'v the name(s), license/registEtion number, and BLS cGltificalion status ot all auxillsty
peBonnel.

Name:

htrttt ltt . RN
License/
Registration #, 

1{ 0,+ _ osrls 2
BLS Certification
Date:7 

lso /tr
Date BLS Certification
Expires: 7/gr /ru

Name:

tffi0fl*q flTQrut*,, RN

License/
Registration o' 

YoA - l O? t7
BLS Certification
Date: z/qo/tr

Date BLS Certification
Expires: 7/r, /tO

Name:

Nl f{lff tnYBoRrtT, ,,fr
License/
Reoistration #: -' 62DA - tnoo

BLS Certificatlon
Date: .rtr/fr,

Date BLS Gertificition
Expires: ,hr lfC

Name:

t.nrzae f?rytre,*y RAA

License/
Reoistration #: -

&ofr- asstrt
BLS Certificatlon
Date: r,/art"/

Date BLS Cdrtlflcation
Expires: 

"i, rtl
Name:

Dnurt lloss. RDa

License/
Registrationo' 

d,oh - 06z 3z
BLS Certification
Date: z/go//r/

Date BLS Certificatlon
Expires: Z/g, //O

Name:

fh{?,wt tffi" r?,DA

License/
Registration u= 

Ro.q ^ r r sso
BLS Certification
Date: n / /r/lo11Y

Date BLS Certification
Expires: 

*, /tA
Name:

tltBsml 0,trlae, Rha

License/
Registration o, 

&OA _ t | ? t/
BLS Certiflcation
oate: fiofitl

Date BLS Certification
Expires: Z/E, rtt

Name:

ktr+Os.W Rortrcsort, RoA

License/
Registrationo, 

&oh - 09z63
BLS Certification,*, r/rohq

Date BLS Certificatlon
Expires: . /5, /tO

SECTION 8 - FACILITIES & EQUIPII'IENT

Each facility in which you perfom sedatlon must be propedy equlpped. Copy this page and complete tor each facillty. You may apply tor an ex€mptlon
of any of these provlslons. The Boad may grant the exemption if il detrrmlnes there is a reasonabla basis for llE exemptlon.

tr
tr

P
E

YES NO

Ftr
tstr
trtr

tr

tr
tr

u
tr
tr
tr
tr
tr
tr
tr
tr
tr

E

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

1. An operating room Iarge enough to adequately accommodate the patlent on a table or in an operatlng 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, qulckly
alter the patient position in an emergency, and provide a firm platform for the managemont of cardlopulmonary resuscitation?

3. A lighting system that is adequate to permit evaluation of the patienfs skin and mucosal color and a backup lighting system
that is battery powered and of sufflcient intensity to permit completion of any operation undenray at the time of general power
failure?

4. Suction equipment that permits aspiratlon of the orat and pharyngeal cavities and a backup suctlon 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 fall safe
mechanism?

9. EKG monitor?

10. Laryngoscope and blades?

1 {. Endotrachea! tubes?

12. Maglll forceps?

{3. Oralainrays?

14. Stethoscope?

15. A blood pressure monitoring devlce?

16. A pulse oximeter?

17. Emergency drugs that are not expired?

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

{9. Do you employ volatile liquid anesthetics and a vaporlzer (i.e. Hatothane, Enflurane, lsoflurane)?

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

F
F
E
E
tr
E
tr,F

F
F
tr
F
F
tr

COPY FORM AND SUBMIT FOR EACH F \CILITY



SEGTTON 9 - lf you answer Yes to any of $e questions b€low, attach a full explanation. Read the instructions for important dofinitions.
NO

yd

YES

I . Do you curontly havo a medlcal crndltlon thlt ln sny way lmpalr! or llmlt! your ablllty to practice dontbty wlth Baaonablo tr
akill and safoty?

2. Are you currently engaged in the illega! or improper use of drugs or other chemical substances? trF
Ftr3. 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 skilland safety?

trtr
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 impairments caused by either your medica! condition or use of alcohol, drugs, or other chemlcal
substances?

5. Have you ever been requested to repeat a portlon of any professional training program/school? trE
G. Haw you 9vo. rpcolwd . wlmlng, r"p m!nd, or boen pl.c€d or probatlon du ng a prcfessional tralnln0 prograidschool? tr F
7. Have you over voluntarily surrendered a license or permit issued to you by any professional licensing agency? trF

tr7a. lf y€a, was a liconso dlsclpllnary acllon pendlng agalEt you, oruero you und.r investigaton by a llcenslng agBncy rt thlt tr
tlme the yoluntary surBndgr of llcenlo ws tondgrgd?

F8. Aside from ordlnary lnltlal rcqulBmentE of prcctoEhlp, haye your clinlcal ac{lv?tio3 ewr bson llmltgd, gugpondod, rrvokod, tr
not ronewod, voluntarlly r"llnqulshod, orlublect to oth€r dllclpllnary or probatlonary condhlons?

Ftr9. Has any jurisdiction of the United States or other nation ever Iimited, restricted, warned, censured, placed on probation,
suspended, or revoked a license or permit you held?

F'l o. Have you ever b€on notlfled of any charge! flled agalnrt you by ! llcenslng or dbclpllnary agency oI any ludldlctlon of the tr
[J.S. or other natlon?

F11. Have you eyer bggn denled a Orug Entorcament Admlnlgtratlon (OEA) or Bt !o controllsd sub€tanc9 rgglstratlon cortlllcrte or E
has your controlled aubstance raglatratlon over been placed on probatlon, 3uspended, voluntadly surrendered or Evokod?

SECTION 10 - AFFIDAVIT OF APPLICANT
STATE: GOUNTY:

I, lhe belo{ named applicant, hereby dedarE under penalty o, peiury lhat I am the person descdbed and identified in lhis applica on and lhat my
ans!,lrers and all statemenls made by me on lhis appllcation and ac{ompanylng attachrnenb are bue and conect. Should I furnbh arry false inforfiation,
or have substantial omi88ion, I heGby agrce lhat such ad ehall constitute c€use for denial, suspension, or revocation of my llcense or pormit to provide
deep sedation/general anestiesia. I also declare that if I dkl not pelsonally complete the foregoing applicalion that I har€ fully read and conirm€d €ach
queation and accomparryirE an8\i'ler, and take full resporulblllty for all anslvers contained in this application.

I understand that I have no legal su$|orlly to admhlster deep s€datloivgeneral an€sthesia until a pe,mit has been granied, I undeBtand that flry facilily
is subject to an on-site evaluaiioo prior to the is8uance of a permit and by submitting an application for a deep sedatlon/g€neral snesihesia permit, I

hereby consent to such an evalualion. ln addition, I und,Er8tand that I may be subject to a prohssional evalualioo aE part of the appllcaton prcce3s. The
professional evaluation 8hall be conducted by the Anesthesia Credentials Committee and indu(b, at a minimum, evaluaton of my knowledge ot caee
managenrent and airway management.

I cefliry that I am lrained and capable ot adminBtcring Advsncsd Cardiac Life Support and tr|at I employ 8uffcient auxilialy personnel to assl8t ln
monitorirE a patient undGr d€€p sgdatlon/g€neral anEgth€sla. Such personnel arc trained in and capable of monitodng vltal 3lgn3, a88i6ting in
emergency procedures, and admlnlst€ring ba8ic llb support I understand that a dentBt perbrming a p.ocedure fof which decp sedEtiodgeneral
anesth€ia is being emdo)€d shall nol adminlsbr the g€neral anesthotc and rnonitor the patient without the presencs and assl8tanc8 of at least tvto
qualifi ed auxiliary pelsonnel.

I am aware that pursuant to lo!'va AdministratlvB Code 65(F29.9(1 53) I must report any adverse ocq.rrences related to the lE€ of sedauon,

I hereby authorize the release of arry and all lniormation and Gcords the Board shall (bem pertinent to the evaluation of lhis appllcailoo. and shaU supply
to the Board such records and infoflnalion as requeGted for evaluation o, my qualifcations fo. a permit to admlnister sedation in the stab o, low8,

I undeEtand that bas€d on evalualion of crededial8, facilities, equipnEnt, personnel, and procedures, the Board may place restric{ion8 on the permlt.

I fu her state that I have read thE rule8 related lo lhE us6 of s€dation, as d€crib€d in 650 lotlE Administrative Code Chapt€r 29. I hereby agree to
abide by the laws and rules pertaining to tE plgJiti:e ot dentistry a!!lr6ep sedaiiorvgeneral aneslhesia in the state of lowa.

MUST BE SIGNED IN

PRESENCE OF }IOTARY >
NoTAR'/ GEAL 

I guerfcnrseo1n{-*{6an BEFoRE ME, rHrs 
f $*\oev ot AUO*<,F , YEAR AOtg

NOTARY PpBLtC STGNATURE*-{\ct.^,", j1
NOTARY PUBLTC NAME (WPED OR PRTNTED)

J{qr\$r., C. Ouq\n \\,-
MY COMMISSION EXPIRES:

{ \**o ,o\-l



For Authorized Use OnlY

lrTlrllhtE firrt

ihis c€rd certifies that the above irdividual has successfully comoleted the

cogn itive anrl sk i ll s evat uati ons i n aryr! a.nq .w$iT--"'i:':-']::"1;:""lH;;'" U#';""#ffi;;;' G-eLs ror Heatthcare Providers (cPR

C aiOi e.ogram. The MTN ls an auttrorized provider of American Hearl

A ssociation Enlergen.y Cardiovascular Care Courses

For Authorized Use OnlY

MTN-FSHTX 78?34-6200

Signature of Program Director

.ai,

0712017 Hotder's Signature

FOR AUTHORIZED USE ONLY

?i+fr{gtuFr+# ilffi

Renewal Date

Namc' ol l{ilitary
Training Affiliatt'



o3 .$. ABNIY ""T?LDEPARm4e\rr

This is to corfif7 that
CT-TH.ISTOPT-{ER M. KEPROS, DDS

CAPTAIN, DENTAL CORPS

has sucttssfally rorupkted training iu
ORAI AND MA)ALI,oFACIAT ST]RGERY RESIDENCY TRAINING

at
DWIGHT DAVID EISENHOWER ARN(Y MEDICAT CENTER

/totu l rtltY

T
Colonel,
Director, Oral

Brigadier General, U$ fumy
Cornrnander

t0 30 .IUNE 2OI!

Rcsidcncy Program
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IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 50309-4687

Phone (515) 281-5157 Fax (515) 281-7969
lis$*Jiw."{em[* l $ u-m"{S,"-[pwes*u

RECEIVEN
JUL $ 1 2015

IOWA DENTAL BOARD

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 - APPLICANT INFORMATION

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

, Suffix)

if I , f,oseph
FullLegal Name: (Last, First, Middle

6 inlaat./sL,'. Oo^,
Other Names Used: (e.9. fi,laiden) Hotne E-mall: ,''dj=Ct'ii 

"3 
O9*=6l' ctr *t Work E-mail:

5a'*-e
Home Address:"\iiil'=U',llq, il,ywRl

Citv:' 4rr*+
State: 

IA ='''s odtD
Home Phone:

Et$ 1AoBi7
License Number:

DDE- o1a36
lssue Date:

fl?I*V20'6
Expiration Date:

3t Aryattlo1l
Type of Practice:

fune,al Oer.f,tsf^rr
SEGTTON 2 - LOCATTON(S) tN |OWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED

Principal Office Address:

l1o3 Ef frue Ponla,uu ffir* fiesilh,Lns
Zip:

troaLq
Phone:

fitS - 12q44
Office Hours/Days:

I 8-5 rlil'F
0ther Office Address: Cityr zip: Phone: Office Hours/Days:

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

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

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

SEGTION 3 - BASIS FOR APPLICATION

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

comnleted. DATE{$}:

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 ff.o*o'*,"0

tv,lyfrl *
iA,nffil?.

ADA-accredited Residency Program that includes moderate sedation training E Completed Tulytal?-flyo
You must have training in moderate sedation AND one of the following:

Formal training in airway management; OR

Moderate sedation experience at graduate level, approved by the Board

fl Completed

,EFGorptut*o Suh7rott- t*m*a
sEcTroN 4 - ADVANCED CARDTAC LIFE SUppORT (ACL$) cERTtFICAT|ON
Name of Course:

frCL$ (usp' fie:rlq*c*AE )
Location:

if , (,lal*r,tr^hhf. fil"qh
Date of Course:

1lfrl,n'u QO|S
Date Certification Expire#

fih" ail7
ott)
q)
o

Fo

Lic. # Sent to ACC: lnspection Fee

Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date; Temp # ASA 3/4? Form tuB

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



SECTION 5 - MODERATE SEDATION TRAINING INFORMATION

Ktor,Oruduate 
Residency Program I Continuing Education Program I Otner Board-approved program, specify:

Sh*+ nre?6or Afhq,t ltd
Name of Training ProgramlJffifiilffitrIk*d,f;ktlg
Type of Experionce:

Co*hotr*6 d,-d*{ru . *,^a,h;. l?ii"h w oF wen,rcftu' 4 ffi,',!H
A.Auo Aot?

ngth of rraining; 
I ycc",^

Sedation Cases: q 3
Number of Patient Contact Hours:

86 l"atrreS

^(VeS D NO 1. Did you satisfactorily complete the above training program?

ffiVeS I NO 2. Does the program inctude at least sixty (60] hours of didactic training in pain and anxiety?

fiflVeS n NO 3. Does the program include management of at least 20 clinical patients?

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

EIves tr ruO 4. Physiealevaluation;
gJvrs tr No E. lv sedation;

fftes il No 6, Airway managementt

E[YES I NO 7, Monitoring; and

4YES tr NO E. Bsslc llfe support and emsrgoncy managoment ,/
6i"ta 6 no 9. Door the program tnctude cttntcat oxpertence tn manastng com ptomiea atrwaye? fifu "fiklU. tot*o
n yES E *O 10. Does the program provide training or experience in managing moderate sedation in pediatric pationts?

E YE$ tr/UO 11, Does the program provlde training or experience in managing moderate sedation in ASA category 3 or 4 patlents?

Please attach the approprlate form to verlfy your moderate sedation kaining. Appllcants who received their tralning in a postgraduate resldency program

must have their postgraduate program direclor complete Form A. ln addition, attach a copy of your cerlificate of complelion ofthe postgrSduate
program. Applicants who received th€lr lraihing in a formal moderet€ ssdation contlnuing education program must have thg program direcior complele
Form B-

SECTION 6 - MODERATE SEDATION EXPERIENCE

fJYES^E UO A. Do you have a license, permit, or registration to perform moderate sedation in any otherstate?

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

B. Do you consider yourself engaged in the use of moderate sEdation in your professional practice?

C. Have you over had any patient mortallty or other incident that resulted in the temporary or permanent physlcal or mental
injury requiring hospitalization of the patient during, or as a result of, your use of antianxiety premedication, nitrous
oxide inhalation analgesla, moderate sedation or deep sedation/general anesthesia?

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 or 4) patients?

F. Do you pran to ensase in enterat moderate sedation? 

-#!rtlr*y\:r:^f*#rrtri#:fh,\

Hves I No

nYEsffuo

D ves .{. to
n YEs .E *o

,(ves ! No idr[lly ['...a*f ,,"fld e"fuq1 
*sc J,t'ib-.

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

What malor drugs and anesthotlc technlquos do you utillze or plan to utllize ln your u8o of moderato Eedallon? Provide details (lV, inhalation,
9tc.) and atlach a separate sheet if necessary.

A.V ,naJc*aV t,cnl€.tb-
- kttta, v{
--ve*A
-$ebf@vt
-EclOub.

E*r*at dseJ*ltb^
- Triaz6r[ o.r,r. (r$V

Name of Applicant Do,nttl S #"laurq,L;

t*
,rqlrt
sg4+liu



,,Iarne !lUpof,*,.,,.TJ.n+rd A'..lY<fr:=k.-.,
SECT1ON 7 - AUXILIARY PERSONHEL

AddressrQEs L' ,l#urfubr
A dentist administering moderate sedation ln lowa must document and ensure that atl auxiliary personnel have certification in basic life support {BLS)
and are capable of administering basic life support. Please list below the name(s), license/registration number, and BL$ cefiification status of all
auxiliary personnel,

Hamg: l

AJr,'or \ryk:N"^oJ
Licenss/
neuistrSr{$q 

-' I Ju. q.\
BLS Gertlficatlon i
Date:sir3 

I i'{
Bate BL$ Gertification
ExPires: FIJt, f lv

Name: t t\

\ .*s-'.. ru \ Jfrs,Lr,--r
Licengel
Reqlstration *'.-='-"-fllh-rtlfi,f-

BLS Certification
Date:gi,,r.rf /15

Date BLS Certlficatlon 
,

ExPrres: J.lel I t't
Hame:

. -"rn&r**-i
Llcense/
neeistratiffi- tltet

BLS Certiticatlono'"bl;n Ii=
Date BLS Certif icatlon'
s:rprrer.;/;t lil

Nams: LicensE/
Hegittration #;

ELS Gettification
Date:

Date BL$ Csrtilication
Expirss:

Name; Llconse,
Registration #;

ELS Certtflcatlon
Date:

Date BL$ Certlficatlon
Expiresr

Name: Lleensel
Registration #:

BL$ Certification
Bate:

Date BL$ Gerti{icatlon
Expirm:

Name: License/
Reghtration #:

EL$ Certlflcation
0ate:

nate BLs Gertlllcation
Explres:

Hamal License/
Registration #:

BL$ Sertification
Date:

Date BLS Certlflcatlon
Expires:

SECTTOTT 8 - FACILINE$ & EAUIPMET{T

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

ls your dental oflice properly malntalned and equlpped wlth the followlng:

1. An operatlng room large enough to adequately accomrnodate the patlent on a table or ln an operatlng chelr and permlt an
operating team consisting of at least two individuals to movs freely about lha patient?

2. An operattng table or chair that pormlts the patlent to be positioned so the opemting toam can malntain the airuray, qulcltly
alter the patient poeitlon ln an emergency, and provide a firm platform for the managemeilt of cardiopulrnonary reeuecitation?

3. A llghting system that ls adequate to psrmlt *valuatlan of thE patient's ekin cnd mucoeal color and a backup lightlng systsm
that is batt*ry powered and of sufflclent lntsn$ity to permit comptetlon ol any operatlon underway at ths tlme of gsil€rel power
failure?

4. Suctlon equlpment that permlt* aspiratlon of the oral and pharyngeal cavities and a backup $ucfion device?

5. An oxygon detlvery systern with adequate full face masks and appropriate connectors that ls capabls of delivering oxygen to
the patient under positive prsssure, together with an adequate beckup system?

6. A recovery area that has availahle oxygenr adequate llghting, suction, and electrical outlets? (The racovery arga can be the
operating room.l

7. ls the pftient able to be observed by a membsr of the staff at all times during the recovery period?

8. Ane$thesla or analgesla systerns coded to prbvent accldentat administration of the wrong gas and equipped wlth a fall safe
mechanism?

9. EKG monitor?

10, Laryngoscope and hlades?

I {. Endotracheal tubes?

12. Magill forcepe?

13. Oral airways?

14. $tethoscope?

16. d blood prossuro monitoring device?

16. A pulse oxlmeter?

17. Emergency druge that are not expircd?

18. A daflbrillator (an automatEd deflbrillator is recommended)?

19, Do you employ volatlle llquld anesthetlcs and a vaporizer {1.e. HalothanE, Enflurane, lsoflurane}?

20. ln the space provlded, list the number of nitrous oxide Inhalation analgesia unlts in your facility.

YES 1{0

Cil
dr
dtr

tr
n
tr
n
tr
n
n
t]
n
n6

d
#

d
d
s
H

Til
E.
trs
tu
E
ts
F
E
tr

tr
tr

tr
tr

n

C ORM ANI] T FOR EACH FACILITY



II
SECTION I - lf you answer Yes to any of the questions below, attach a full explanation. Read the instructlons for important definitions,

1, Do you currently have a medical condition that In any way impairs or Iimits your ability to practice dentistry wlth reasonable
skill and safety?

NOYES

,Htr

2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? NH
3, Do you curently uro alcohol, drugs, ol othor chomlcal gubstancor thatwould in any way impalr or llmlt yourrbllity to tr F

practlce dentbtry with rea3onablotklll and safety?

4, lf YES to any of the above, are you receiving ongoing trEatmsnt 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?

nD

5. Have you ever been requested to repeat a podion of any professional training program/school? trE
8. Have you ever recoivsd a warnlng, reprlmand, or begn placed on probation during a prof*sional trslnlng program/school? I F
7. Have you evervoluntarily surrendEred a license or permit issued to you by any professional licensing agency? tr(
7a. lf yes, was a license disciplinary action pending against you, or \/ere you under investigation by a licensing agency at that f,

time the voluntary surrendsr of license was tendered?
F

L Aside from ordinary initial reguirements of proctorship, have your clinical activities Ever been limited, suspended, rgvoked, I
not renewed, voluntarily relinquished, or subject to other disciplinary or probationary conditlons?

E

g. HaE any lurisdlction of tho Unltod St toi or othsr nation evor llmltsd, rrstdctrd, wamed, consurrd, placod on probatlon, tr E
suspgnded, or rcvokod a llc3nro or pgrmit you hold?

10. Have you ever boon notiflod of any charges filed agalnst you by a llcenslng or disciplinary aggncy of any rudrdlctton of tho tr tr
U.S. or other natlon?

11. Have you ever been denied a Orug Enforcement Administration (DEAI or state sontrolled eubstance registration certificate or il
has your controlled substance registration ever been placed on probation, suspended, voluntarily surrendered or revoked?

E

SECTION 10. AFFIDAVIT OF APPLICANT
STATE: il t t

/+la+h 'ou*n'[iol-t IL Slav fio ro,,q, h
i, tne mtoiv ia.ea appticant, trireOy Oectar€ under penalty of perJury that I am the person desc.ibed and ldentified ln this application aftll ttrat my
anEwer8 and all statements msde by me on this application and accompanying attachments are kue and coned. Should I fumish any false informatlon,
or haw substantial omission, I hereby agrse that such act shall conslitut€ cau6e for denial, suspengion, or revocation gf my license or permlt lo providg
moderEte sedation. I also declar€ that II I dld not personally complete the foregoing application that I hsire tully read and confirmed each qu€8tlon 8nd
a@ompanying answer, and taks full responglblllty for all answers contalned in lhis application.

I understand thai I have no legsl quthority to administer moderat€ sedation untll I permit has been granted. I understand that my facility is subject to an
on-site evaluation prior to the issuance of a permit and by submitting an gpplication for a moderate sedstion permlt, I hereby consent to 6uch an
evaluation. ln addition, I understand that I m8y be subject to a prof€ssional evaluallon as part of the applic€tlon process. The professional ev8luatlon
shall be conducled by th6 Anesthesla Cr€dentials Commitlee and lnclude, at I minimum, evaluation of my knowledge of case management and alrway
management.

I cartify that I am lrained and capabl€ o[ administering Advanced Cardiec Life Support and that I employ sufflclsnt auxiliary personnel to asslst ln

monitodng a patient under modergte sedation. Such personnel are trained in and capable of monitoring vital slgnE, aSslsing ;n Bme.gency proc€dure€,

and administedng basic lite support. I understand that a dentist performing a procedure Ior which mod€rat€ sedation is being emplo!€d thall not
adminisEr the pharmacologic agenb 8nd monitor the patient without the pres€nce and assistance ot at least one quslified auxiliary personnel.

I am aware that pursuant to lowa Admlnlslratl\re Code 65G-29.9(153) I must rcpon any adverse occurl3nces r€latod to lhe use of sedatlon. I also
understand that if moderate sedation rEsulta in a general anesthetic atate, ih9 rules fordeep sedation/general ane8thssla apply.

I heroby authorize the rolease of sny and all information and records ths Boad shall deorn pedinent to the €valuaton of lhis application, and shall EuPply
to the Board sucfi records and inturmation as requestod tor ovalualion of my qualmcations for a permit to admlnislgr moderate sedation in the stata of
lo\4/a.

I understand that based on evaluallon of credentials, facililies, equipment, personnel, and procedures, thB Board may place restdctions on the permit,

I further state that I have read the rules related to tho use of sedation and nitrous oxide inhalation analgesia, as de8cribed in 650 lowa Adminlstrstive
Cod€ Chapter 29. I hereby agree to abide by(he laws and rulejrp€rtainin9qth€ practic?rf dentistf and mod€rate sedation in lhe state of low8.

-#ffi'.*fr[ii$,
S#l-riiffiII ffiHLil
l1 t ffiIlRY,

SUBSGRIBED AND SWORN BEFORE {E, THIS y1 DAY OF J .,rl y , YEAR Zol{
,tiill$
off
Htr8 *

NOr

'^ };id u.$^c NOTARY PUBLTC NAME (TYPED OR PRTNTED)

C tr + * I ;rl'o trs 'rr-l , t{*"t 'rS A P
MY COMMISSION EXPIRE$:

t.Lr** tO t'r.$.C,,1,o't{"

4



ffiffir&HTru4ffiruT {}r Tr-f ffi &$ffi r#ffif;ffi
$"{trAftftLjAftTf;ftS, $STH hvrrufr {Arf,i

ilf"PIJTT AIR TSHCH ffift$[. HHSRA$KA

23 July ?015

MIMCIRANDUM FOH MS, CFIRISTEL BRANHSS

FITOful CCL R#BER"I GAMBLH

$UBJHCl: MfiDERAI"E SHDATIfiN AFiPL"ICATION rOR nH DANIEL BINKfiUfSKI

"Ihis l*tter is t* further *xplmin nry'No'response to Section ?. Question #4 (Dmes the prugrani
rn*lr"lcXe clinrcaI experi#n#f; irr ntanaging comprofiiised airways?] of the lou.nra Denta] Board
Verification of Moderate $edstion Traintng in a Postgraduate Residency Program form.

i

The curricr-rlurn Of tfris progranr inclurdes didactic anci clinical training in pain and anxiety control
*nd moderate sedation The didrtctic portion [s provided in-houss by our firal and Maxillofacial
$urgeons and clinical supervision is provided by r:ur surgison$ and Peri*dontists. Our residents
aism complete nrsdLlles on airwaV mffnffsement {to in*lud€} oro- and naso-pharyngeal airway
placement and endo-trmcheal intubationJ via mannequir: sirriulati*:n training ms well as a formal
Aiivanceci tarclisc Life $upport class ancl pr*cticurn for ceilification which they ars requrred to
achi*ve prior tn being privilegecl to administer rnoderate secJation services in the Air Force ancl
mr;st mmintain current in order tn remnin sedation providers,

Fir"rally, our resid*nts uttend a one-week enrichm*nt exp*rience at the local Veteran's
Adrnlnistratiun h*spital, Hnder the direct upervision of the Anesthesiology Departm*nt ln thrs
envlronment they gi*in exposure to intravenous sedation, S*Rerfil anesthesifr, and airway
rnanagsmerrt in ffn opereting rnorn seiting. There is no curriculum requirement tm perform live
intr-rbatlons; residents rnaylrr:ay not gain practical experience, trased upon their respective
abilities wilIingness to participate, and the p*rft'lission of the attending Anesthesiologist cr
Nur*e Anesthr:tist, $pecifically, Dr. ffinkowski reported four cor^npfeted intubations during this
rotation

I hope that thrs rnfornraticn is what ynu need for clarification
plmase cJnn't hesitate to csntact me t4fi2-232-$12f ).

lf you have *ny furtlrer quesirons

/i
,.,-,..1 { i

,.,' 
' 

,'j ,/-i' .,''
+"-; _: ,l,i' i t'

y ,t/ .,.,\,....- '/ _ I -,r , +nt
.V 'r .,....:l:..... / .t ', **r"-tl/ /;/ ..... --.*"-,

f L.!ta/j{-#n't"f

n$ffi[R1"rJfiAMBLf;, Col, U$A[-, t]C
Offutt AFB AHGD ResicJerrcy Program Directar

fl{{t+
rf{ i? ^x f i} r tf r-,**, f ," t n-r*,fr
' / {rtt:,-\rryr lf r:#t: tn o\'r:i.r' tsyt i{'tr,, ?:ir,1 {i f tt' Fi{{11 -



IOtrVA BENTAL BOAftU
4S& S,W, 8rt'Street, $uite D. H*s MriRe*, lowa 5ilS09-4S8?

Phone {515} 2S1-515? Fax {$1S} 3E{"7gSS

trltx,/twusM
PTHASE TYPE SR PRINT LEGIBLY IN INK,

FORM A: VERIFICATIOI"I OF MfrHHRATH SHfiATISF-I TRAINING
IN A FSSTGRADUATH RHSIDENGY PRSGRAM

i $EsTtoFI 1 - APPLiCANT TNFORMATICIN

, i'IAME (First, Mldt{le, Last, $rrffix. Fornrer/Maidqn}: i

t r*nilir.rc annnfss

1

,'"'' 4r^4 lo'^'*' LH i Lrr-"\r'rL' 6 **tto :I$iat g.a0*1267

Cornplele ll{-"r:ticn 1 i

i AFFLIC

L5
i'sffi]l9I"'1,:,I?"*-ff"?-fI*.H}-r'5-flo,,5"..--.-...
i runrur oF P0STGRADUATE FRoGHAM DIRHCT0R: frnl {ilf} Hfhgft [ ftAm]:fg

THI$ PSSTGRANL}ATE PROGftAM IS APFROVED Oft ACCREilITEil TO TEACH PSSTGRASUATE NtrNTAL OR MEDIGAL EBUCATION BY
SilE OT'THI FCILLOWING;

&meric*n Dental Associationl

Accre,ditatirn C+uncii f*r'Graduate M*dical Ecluc.rtiorr of ttre Amuricarr Medical Associalierr {AMA}l trr

Educatisn Conrnrittee fif the Antnriean O*t*op.ttlric Association (AOA},

F{AME ANt] LOCATION OF PO$TGRADU.{TE FROGRAM: I FHONE:
,,t ,, . ^ t, ... .-r .:

ffivrs iJ ruo ?. BoHs rHE pftosRAM TNCLUSE AT LEA$T $txry (s0) HouR$ oF frrfiA.cnc TRATHTNG rN FAIN At'rD ANxrETy?
id,
I [*t YES i.-.i

I: Yf;S

iJ'ves

i ilf rto ts above, please provide a detaihd explatrati*n.!

i u vrs 
;m; 

r'ro - o;1ffif_frfff#il,fi[-f_[ffiiffi^,,Ttrli]fi,flnf;fr1**/**. oR wAs rHE APPLT*ANT PLACHD sN FRoBAnoN

i il vrs ,Iil. *o 7. wAS THH APFLIcAhtT EVHR REftUE$'rH0 To RHPEAT A pCIHTr$h{ or THr TRATNING pR$GR^AM? li ye$ ,}rets$e Bxl}iain

] i j yEs ,f{i. r'ro B. DoEs rHE FR0GRAM TNCLUDE ADr}rTr(}NAL (:r,.rrur#At- r:xp[:RtHNCE tN FnovtDtNG M#nEftATH sED.qrtGH FQR

: FEDiATRIC {AG[ 13 OR Y*UNGER] PAIENT$? l!_yp$*&!s.fi.*.$_IiJ_gy.rjJ.t.$!plsilL

; I: YE$ [d NO S. T}O[s THE PRffGRAfi{ INCLUDE A^DFITICINAL cLINICI\L ExPEfttENcE IN PR$VIDING MODERATE SEtrATION FUR
, ' MEDICALLY COMPRSMISES (A$A CLA$S 3 OR 4) PATIf;NT$? l1.v{,r-ri,.plq'ri'rsa pr$viiJs--(fiLflji$-

I frrrther certify thirt the alrcvs:name<l .tppticant tras denronstrated curnpetency irr airway tlrrqnffgentetrt;rnd mq:tJerate sedati*n.

PRilGBAM PIRHCTSR SJSNATURE: i DATE;
i
i,I r i .'r .--'t / "t..,.i L _l ..r.!... r, ..,i

.'-W 
6$*LFd

i s*#oFl ;"-"io"BE coMFLETED By FCI$TcRADUATE FRnGRAM DTRECTCIR
"..,.,-.,-,...,",-','-,!

I
I*--****-..{

J',"-i

!--:
L;

i:

--- '-:' :'t" ' ",.:t,, 1ri!:!:, t t i': 'l-.4 r 
-..t,,' 

't J L *.."-. .............. ;

DATES APPLTCANT iFROM([4O,.YR). ITO{14O]YR): oATE PROGRAM
pARTrcrpATED rN PRoGRAM > | .-; I t lcomplrrro, -.',, ,.: t'... ."IpARTrcrpATED rN PRoGRAM > | ..i ,,... I i IcoMpLETED: .:..,_,.:,,- ." 

:

i 1g,v:s iJ No 1. orD THe APpLrclHr satdrrclonLy coi,rpurE rxg ABdvE PoSTGRADUATE rRArNrNc PRocRArr? 
:

u-r,

l--"1LI

I{O 3" DOE$ T}-IE PROGRAM COVHR THE AMEftICAN SHI'JTAL A$SSCIATI#N SUIftf;LINES FBR THAf,HtNfi PAIN COI{TftSL AND
SEFATISN TO DEI"IT}$T$ ANft SEN AL STUCIENTS'i

NU 4. DOE$ THE PftOSRAM INCLUDE CI-INICAL EXPERIENCE }N MAT{A$IN6 *$MPR$MI{}ED AIRT,VAY$?

NO 5, NOE$ THE FROGHAI4 INCLUNE MANASEMHNT OF AT Lf;A$T ?il FI\TIENTS?
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Thiscardcertiiesthattheaboveindividue{hassuccessfultycompletedthe
orgt,itiu" and skilis evaluations in accordarrce with the curriculum of the

e,{.ri.rn F+eart Association for the BLS for Healthcare Providers (CPR

A'niOl pt"g.am The MTN is an authorized provider of American Heari

Association Emergency Cardiovascular Care Courses'

HAY 1 2 2015 iiAY 1 ? ?01I

lssue Date Renewal Date
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IOV{A

rowA DENTAL BoARD R.EC[_ lvffifi
400 S.W.8th Street, Suite D, Des Moines, lowa 503094687' '"

Phone (515) 281-5157 Fax (515) 281-7969
htto ://www. denta!.bga rd. i owa. o qv

Aii; 31 i0ti

$ E O.m O N,r : 1, 
: rr, APP, LI OAllT,iil H f Ontfi ATI Oil

lnstuc0ons - Please read the accompanying instuclions prior to comple{ing this form. Ansr,r€r each queslion. lf not applicable, mark "tUA""

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

.John<on ^ J.." o .) , (*d .lharrr
Other Names Used: (e.9. illaiden)

tr /h
Home E-mail:

;;;J;',',.:lrrsu ^@ 
{ra'rct' 1", o'-

Work E-mail:

rlv,'r,Avo.) € av-cftcds4\"1' c o vrzl

Home Address:

3t (owr"\rpr- LA + t
Gity:

A*<.o\rtt
State:

T*
zip:

57+Ll
Home Phone:

1i4 -szl-YB,\
License Number: U

DbS- o9oqq
lssue Date:

O'l /03 l70\3
Expiration Date:

ts I 3r lrorc
Type of Practice:

Pei\,^\n ktrhs\*+
,SEC,nON,,2,;,,liQ$fiilllONtSI lN IOWA UIIHERE illlODEmTE SEDATIOH SERVTCES ARE PROVJDHD \,

Principal Office Address:

2623 Ceclo..r ?t tror $..
Gity:

Mur([\\&L
zip:

67je,t
Phone:

56i-Lcrt -S'tT'\
Office Hours/Days:

troes.or/u-v
Other Office Address:

\J lk
City:

P/A
zlp:

P//+
Phone: t

P/t
Office Hours/Days:

N/*
Other Office Address:

N/b
Gitv: 

lJ / /I
Zip: i

N/fi
,no"ru/A Office Ho.urs/Days:

V/*
Other Office Address:

lJ //\
Gity: , /y/A Zip:

P/t+
Phone:

lr/ /+
Office Hours/Days:

N/A
Other Office Addre,r, p/A Gitv:' n//+

Zip: i
P/L

Phone: .

))/r+
Office Hours/Days:

p/A
SECilON $':,, 8A$lS, F,, OR,.AP PLIGATI ON

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

completed. DATE(S):

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

ADA-accredited Residency Program that includes moderate sedation training fr completeo orllort - o|br;s
You must have training in moderate sedation AND one of the following:

Formal training in ainlray management; OR

Moderate sedation experience at graduate level, approved by the Board

! Completed

ffi Completed >-l f1oi3 - cG (ror5

SEeTIOH 4 * ADVANCED CARDTAC L|FE SUPPORT {ACLS) GERTTFTCATIOH
Name of Course: 

^
fle.Ita\ric A,I.rarrrceJ Lk 6..rpp'r\ LPAL<)

Location: *!,A.\f(rlr\A1r. fl\q!-e.*1 ((ilt(t. Ot :&." XV
Po Bov 10tlS ihnAr.nson ,u/ gf6o\

Date of Gourse:L'ar., "r "" i** io 15 2er t s
Date Certification Expires:

Jn^.rAe }ota
Lic. # Sent to ACC: lnspection Fee

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

6bu .OD



Type of Program:

fi eostgraduate Residency Program I Continuing Education Program I Otner Board-approved program, specifo:

Name of Training Program:

dtturt {("t ,? \e,tt^\ l/QC,rrr.L
Address:

rloo uJ Chr'r#r[o,n Klu.].
City:

L/ S Ur qas
State:

tJV
Type of Experience'''" 

C;;i.(,"k" r, A ?eq\,.s\N,,- O(nN.$r?r J

Length of Training:

fu, d^€N\f q
Dat6(s) comPreted'o6 

I xr/ aorS
Number of Patien$$ontact Hours:

t+3
Total Number of Supervis-ed ^ a
sedation cases: LZ (*-e*\ *.,t nh)

plVeS tr NO l. Did you s.tisfasto ty comptete the abow tntntng progEm?

E YES tr O 2. Do€3 the program Include at l.ast slxty (60) hours of dldactlc tralnlng ln paln lnd snxlety?

gt VeS tr NO 3. Dooa the program lnclude management of sl least 20 clinlcat pafl€nts?

As pa of the curficulum, alg the folldying concspts and procedureg taught:

EYES tr 1{O 4. Physlcsl evatuation;
trYESN NO 5. tv seda on;

Sves d No 6. Airway management;

&YES tr NO 7. onliodng; and

EYES tr ilo 8. Ba6lc lib3uppo lnd emergency managoment.

E YES tr NO 9. ooes the program lncludE cllnlcal experlence ln managing compromlssd airways?

{ VeS tr NO 10. Doea tho progEm provldo tralnlng or sxpodence ln mlnaging modorate sedation in pedlatrlc patienB?

tr YEs E o ll. Do€6 rhe progEm provide trrlnlng or exporl€ncs in mlnaglng modelate sedatlon ln ASA category 3 or4 patienB?

Ple8se attach the appropriate form to veriry your moderate sedation training. Applicants who received their training in a postgraduate residency progam
musl have thef postgradualo progmm diredor complete Form A. ln addition, attach a copy ol your certificate of completion of the pogtgraduate
prcgram. ApplicanE who received their training in a brmal moderate sedation continuing education program must have tlle program direc{or complete
Foin B.

SECTION 6-. MODERATE SEDANOH EXPERIENCE

E YES E nO A. Do you have a ticense, permit, or registration to perform moderate sedation in any other state?

lf yes, specify state(s) and permit number(

E-Yes E No

!ves d*o

^{"ts E ro
E YES dro
plves E ruo

g[ves fl r.ro

B. D" y"r "rr"i,g"' "r ,"{lii.Tt"""flifl *f,"$*.*
C. Have you ever had any patient mortality or other incident that re{ulted iiiltre tAnpcira)y br p'ermanent physical or mental

injury requiring hospitalization of the patient during, or as a result of, your use of antianxiety premedication, nitrous
oxide inhalation analgesia, moderate sedation or deep sedation/general anesthesia?

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 or 4) patients?

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

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

Whal major drugs and an€dhstlc techniqu€o do you utilize or plan to utillzo ln your uso of modsrato s€dation? Pmvide delails (lV, inhalstion,-ifiil:[ 
:"ff 

'":"'Kil::"3i,ot+ 
/o * yvn

€:rkto.\ - r'loendrl& ' t*tx'i 150*'1 mu'rv"'r'r ri<r-\' ffffil;; - '.;';'-'"i*t t 15 ^i? 
vh^r\r^'t"- t'"]

Oi^Ze loV'-l 
- 'x ^'!V2' ( ro vn'y 'ana'x"^'+'n, 

&5A )

t\yls<r>iZ|tz ' t-z ,nt/ k\ ( s0 mtr ina'x'm'vn o$* )

?o.r"n\"o\ ( in[r^no.s{il ) - A. Ar*=, ic*m , L-,7'*brfT



Nama nf lrt,.r,-\* T/n(,

SEG-ltxO.H :.7 i; UXi,lllARY,,PEfiBOHilEL ,,;;,.,, t :,',,.:i l,,,l)i:;li,lil T.. j

A dentist administering moderate sedation in lowa must documenl and ensure that all auxiliary personnel have certification in basic lile support (BLS)
and-are capable of administering basic life suppon. Please list belo , the name(s), license/rediatration number, and BLs certifcation stak; of ail
auxiliary personnel.

Name:

H.,,1'' Jo.kto n
License/
Resistration *: Q\[ - OlZc{ I

BLS Geilification
oate:og /rr I 7.0 r s

Date BLS Certification
ExPires: 

A.^qt'tv Zo i t
Name: License/

Registration #:
BLS Certification
Date:

Date BLS Certlfication
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Gertification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Gertification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

g:El$i i nil,*;lil,iljfi jl s"*Eoili
Each facility in Which you perform moderate sedation must be properly equipped. Copy this page and complete for each facility. You may apply for a
waiver of any of these provisions. The Board may grant the uraivBr if it detemines thera i8 a resionable bails for the waiver.

YES

ts

d

tr

E.

E

*

NO

tr

tr

u

tr
n

ls your dental office properly malntained and oquipped with the followlng:

'1. An opgrating room large enough to adequataly accommodate the pationi on a trbls or In an opsrrtlng chalr and permlt an
operatlng team conslsiing of at l€ast iwo indivldualE io move freely about the paflont?

2. A]l operatlng table or chalr that permtE tho pltient to bo posltioned so tho opeEting team can malnlain the aiiryay, qulckly
alter the patient posltlon in an emergency, and provlde a tlrm plattorm for the managemer ot cardlopulmonary rcsuacltation?

3. A lighting system ihat iE adoquate to permtt evaluation ot the patlent's lkin and muco3al color and a backup llghtlng systom
that la batlory powored and ol suftlclent intorBlty to pemlt compl€tion o, any operatlon undeluay at ths tlme of genlrat porver
failurc?

4. Suctlon equlpment that permiE asplratlon ol the oral and pharyngoal cavltles and a backup luctlon devlce?

5. An orygen dsllvery system with adequate full face maske and approprlato connectoB that b capable ot delivorlng orygen to
the patl.nt unde, pocltive pressutq, together with an adequate beckup system?

6. A rscovery area that has svailable oxygen, adoquats llghflng, sucuon, and etsctticat oufleB? (The recovary a]€! can be the
operatlng rooflr)

7. le the patient abte to be observed by a member ofthe staff at aI mss durlng the recovery period?
8. Anesthosla or analg€6la !y!tem3 cod€d to plByent accldontal administratlon of the wrong gas and equlppod wlth 8 tdll safe

mechanism?

L EKG monltor?

10. Laryngoscope and blad$?
ll. Endotrachorltub€?
l2.ltlaglllforc6pa?
13. Oralai ay3?

14. Stethoscope?

t5. A blood prsgsut€ monitodng dsvice?
'16, A pulsg oximeter?

I 7. Emergoncy drugs that ane not axplEd?

I 8. A dellbrillator (an automded dellbrillator ls lecommended)?

19. Do you employ volatlle llquid anesthetlca and a vaporizer (i.e. Haloihane, Enflurane, lsoflurane)?

20. ln the space previd€d, lEt the numhel ot ritmus oxlde inhatation lmlgosla unlts ln your faclllty.

tr

dtr
dtr
Etr
dtr
EtrMtrdtr6tr
EtrEtr
E,n
Etr
trE

?..
COPY FORM AND SUBMIT FOR EACH FACIL!ry.



*FqE!0!*Hrafrfflt&&tr i,i]dH$i$fln*ifile$il#ia{rii$lsilhl*h* expranarpo. neao u* in rooor,.**i;rijtiii
YES

l, Do you cunently have a medlcal condltlon that in any way impalrs or llmlts your ablllty to practice dentistry with rea3onable E
sklll and Eafety?

NO

E

2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? trE
3. Do you curently use alcohol, drugs, or other chemlcal subatances that would in any way lmpair or llmityour abiliiy to tr E

practice dontlstry wlth reasonabb sklll and 3afc{y?

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

P/k
u

5. Have you ever been requested to repeat a portion of any professional training program/school? trE
6, Havo you ever i€calved a wamlng, rBprimand, or been placed on probatlon du ng a profBsional lralnlng programrsehool? tr d
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? trE

o t)o,o
7a. lf yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that

time the voluntary surrender of license was tendered?

8. Aside from ordlnary lnltlal requirem€nt8 of proctorshlp, have your clinicel activitles aver basn limited, susponded, lBvoked, tr El
not remuod, voluntarily rrllnquished, or subiact to other disclpllnary or prcbatlonary condltlons?

9. 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?

Etr

'l O. Have you over been notified of any charyos flled agaimt you by a lican3lng or dlsclpllnary .gency of any ju&diction ot the E Ei
lJ.S. ol other na0on?

ll. Have you ever been denled a Drug Enforc€ment Admlnlstratlon (DEA) or state controlled substanco rsglstratloo certlflcate or E
hG your cordrolled sub3tance Bglltration ever been phced on probatlon, suspended, voluntarlly surenderrd o. rovoked?

F

srArE: 
I*.1., cr

COUNTY: - r.'rrurr "' 
Mu.S rcrrrLvlL

l, the below named applicant, hereby declare under penalty of perjury that I am lhe person described aM identified in this application and that my
ans\,t/ers and all statements made by me on this applicalion and accompanying attachments are true and coffecl. Should I fumish any false information,
or have substantial omEsion, I hereby agree that such ac{ shall constitub cause tur denial, suspension, or revocation of rry license or permit lo provide
modetate s€dation. I also dedare that if I did not personally complet€ the foregoing appllcation that I harre tully read and confimr€d each question and
accompanying answer, and take full responsibility for all ans\,verB contained in this application.

I understand that I have no legal authorily to administer moderate sedation until a permit has been granled. I urderstand that my facility is subrect lo an
on-site evalualion prior to the issuance of a pemit and by submitting an apdicalion for a moderale sedatioo permit, I hereby consent lo such 8n
evaluation. ln addition, I undelstand that I may be subject to a profe$ional evalualion a8 part ofthe application process. The professional evaluation
shall be conducted by the Anesthesia Credentials Committee and include, at a minimum, €valuation of my knowledge of case management and ain/ay
managemenL

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

I am aware that pursuanl to lowa Administrative Code 650-29.9(153) I must report any adverse occurrences related to the use of sedation. I also
understand that if moderate sedalion results in a general anesthetic strte, lhe rules for deep sedation/general anesthesi8 apply.

I hereby authodze the rclease of any and all information and r€cords the Board shall deem pertinent lo the evaluation of thi8 spplication, and shall supply
to the Board such records and informalion as requested for evaluation of my qualifications for a permit to administer moderate s€dation in the state of
lowa.

t, personnel, and procedures, the Board may place restrictions on the permit.

and nitrous oxide inhalation analgesia, as described in 650 lowa Administrative
ti4ing to the practice of dentistry and moderate sedation in the state of lowa.

MUST BE SIGNED IN
PRESENCE OF NOTARY >

SIGNATUR7'IJl" -YL=
d4Kot ,lo t\AJEc'.1'J

o?
tl

NOTARY SEAL

%
suBscRtBeo flruo swonr./eEFoRE ME, rHrsJ$hoo" oF A,{Jl uyf , vEAR 2O f f
NOTARY PUBdIC SIGNATdhE?\{ u 

B
NorAq[uBLtc NAME (wpED oR pRtNrED)

,W Brcr\il J,Lrilo<a"nN

MY COMMISSION EXPIRES:
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