STATE OF IOWA

IOWA DENTAL BOARD
TERRY E. BRANSTAD, GOVERNOR JILL STUECKER
KiM REYNOLDS, LT. GOVERNOR EXECUTIVE DIRECTOR

Location:

Members:

ANESTHESIA CREDENTIALS COMMITTEE

AGENDA

September 10, 2015
12:00 P.M.

The public can participate in the public session of the teleconference by speakerphone at
the Board’s office, 400 SW 8" St., Suite D, Des Moines, lowa. 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#

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
DelJong, D.D.S. (alternate)

VI.

VII.

CALL MEETING TO ORDER - ROLL CALL

COMMITTEE MINUTES
a. July 16, 2015 — Teleconference

APPLICATION FOR GENERAL ANESTHESIA PERMIT
a. Christopher M. Kepros, D.D.S.

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

OTHER BUSINESS
a. 2016 Meeting Dates

OPPORTUNITY FOR PUBLIC COMMENT

ADJOURN

400 SW 8th STREET, SUITE D, DES MOINES, IA 50309-4687

PHONE:515-281-5157 FAX:515-281-7969 http://www.dentalboard.iowa.gov



*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.



STATE OF IOWA

IOWA DENTAL BOARD
TERRY E. BRANSTAD, GOVERNOR JILL STUECKER
KiM REYNOLDS, LT. GOVERNOR EXECUTIVE DIRECTOR

ANESTHESIA CREDENTIALS COMMITTEE

MINUTES
July 16, 2015
Conference Room
400 S.W. 8t St., Suite D
Des Moines, lowa

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

Staff Member
Christel Braness

l. 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:
Member Burton Clark Frank Horton Roth Westlund Vargas
Present ............................................. X : X X X -
Absent X X X

1. COMMITTEE MEETING MINUTES
= January 15, 2015 — Teleconference

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

400 SW 8th STREET, SUITE D, DES MOINES, IA 50309-4687
PHONE:515-281-5157 FAX:515-281-7969 http://www.dentalboard.iowa.gov



» 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.

I11. 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
= KeciaS. 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 l. 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-

Anesthesia Credentials Committee — Subject to ACC Approval
July 16, 2015 (Draft: 9/1/2015) 2



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, lowa Dental
Board.

Anesthesia Credentials Committee — Subject to ACC Approval
July 16, 2015 (Draft: 9/1/2015) 3
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APPLICATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

SECTION 1 - APPLICANT INFORMATION

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

Full Legal Name: (Last, First, Middle, Suffix)
KEPRCS, CHRISTOPHER, M/ICHAEC

Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail: ) @
CMHKELRS @ YA 1r06. CoM oW STEDIER M. KERRSS-ITL D e
Home Address: City: State: Zip: Home Phone:
2256 g™ pue MAROM ZA 92302 |39-369-05€7
License Number: Issue Date: Expiration Date: Type of Practice:
08989 6/2¢ /2007 /31 /ﬁ 6r€ |OIRPL + MAKILOFAELL SURE.

SECTION 2 - LOCATION(S) IN IOWA WHERE SEDATIbN SERVICES WILL BE PROVIDED

Principal Office Address: City: Zip: Phone: r?m:o%i%%Da s‘iS'
19530 3. MoNRof MAsory CITT 5070/ (e4)) 429-1656 | Freasrr §-~3
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:

SECTION 3 - BASIS FOR APPLICATION

Check all that

Check each box to indicate the type of training you have completed & attach proof. apply DATE(S):
Advanced education program accredited by ADA that provides training in deep /
sedation and general anesthesia ?/2067 - 5/200‘
Formal training in airway management / %:b? = %OI;
Minimum of one year of advanced training in anesthesiology in a training program / 7£ c/
approved by the board 7+ 20U
SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: Location:
ACLS pRrRovwer doorse MLTAPS T RAmrwel MeTeiore~ F7- Shre
Date of Course: Date Certification Expires: Hoos7Div, T
7/ 4205 /207

g Lic. # Sent to ACC: Peer Eval: Fee

E Permit # Approved by ACC: State Ver.: ACLS

g Issue Date: Temp # Inspection: Res. Ver Form

Brd Approved: T. Issue Date: Inspection Fee: Res. Cert

4F /503
B S0O.0O




Name of Applicant CERS7TDPHER M. KEARCS

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: From (Mo/YTr): To (Mo/YT):
UMNIVERS(TYY 6F Loth 0§ /2003 06 [200F7
City, State: Degree Received:
VSRS pecus CiTr | TA " 005

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

Name of Training Program: Address: City: State:

FISE1v tocder PRMY MEp CerTER | 300 EAsT MHosPrair RoAD FoRT™ Gopdor GA

Phone: Specialty: From (Mo/YTr): To (MolYT):
(706> 787- 2478 ORAZ + M iorness SORGERY | ©7/2c07 o&/20//

Type of Training: [ Intern @'Rasidant [ Fellow [ Other (Be Specific):

Name of Training Program: Address: City: State:

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

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

CHRONOLOGY OF ACTIVITIES

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

Activity & Location From (Mo/YTr): To (Mo/YTr):
GRAZ._SVRGERY RES[PErY = ErSeritinil ARMY Me) CETER 07/2007 0¢/20u
Oz SuRLEOt - GOt BEMATUT ARMT 1Me) Certrer - Et PASO, TX 0 2/20( 04/ 2¢15
ORI2_SUREEO — SATY Aronm MATPRY [9&0 (ENTER = Shyy Artrore, 7% | 0 %/20/5 PRESET

SECTION 6 — DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

?’YES [0 NO A. Do you have a license, permit, or registration to perform sedation in any other state?
If yes, specify state(s) and permit number(s):_7EXA5 29021
ﬁ‘YES [ NO B. Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice?

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

g‘rES [0 NO D. Do you plan to use deep sedation/general anesthesia in pediatric patients?

@ YES [J NO E. Do you plan to use deep sedation/general anesthesia in medically compromised patients?

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

&YES [0 NO G. Do you plan to engage in parenteral moderate sedation?

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

T SEDATION UrTit2ane M(DAZAM OO FESTATYL Alome coas OCChsIortm USE oF




Name of Applicant (HR(s7o0HER. M. KEPrOS Facility Address /530 _S. MONROE | MAsor7 Cay

SECTION 7 = AUXILIARY PERSONNEL

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

Name: License/ BLS Certification Date BLS Certification
ArMgs L EE RN Registration #'XQH- 065932 Date: 7/30//7 Expires: 7/3{ //é
Name: Lico_nsel BLS Certification gatei! BLS Certification
PNEEEA STRICHER , Rof Registration #: Yoh- 0947 Date: ., /}o //«' » xpires: 7 A? ( / 4
Name: License/ BLS Certification gatt: BLS Certification
MIKRY wrgoree?, RDD Registration #: oA - (22060 Date: /? " A’ y xpires: /37 . //é
Name: License/ BLS Cettifi_catlon Date BLS CeTtification
& . - ROA Registration #:QEW - 65507 Date: 713) ﬁ?’ Expires: % / //ﬁ
Name: Lice_nsef BLS Certification Date BLS Certification
: o [ ; 20n Registration #:C{OA"‘ 06737 Date: 7/?‘9@ Expires: 7/3'-’//é
Name: License/ BLS Certification Date BLS Certification
57 . 08 Registration #: RoA- lI550 Date: % ” //7 Expires: 7/?,1 / /6
Name: License/ BLS Certification Date BLS Certification
KIRSTEN Gorier, Ron Registration #‘@OA- 174/ Date: 7/?0//‘{ Expires: 7 _?f//é
Name: License/ BLS Certification Date BLS Certification

Registration #:

A(HOSPYY ROLLEESON, RDA

A0p- 657€3 Date:.7/?o//7 Expires:?zl://&
SECTION 8 - FACILITIES & EQUIPMENT

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

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

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

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

m O 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?

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

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

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

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

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

¥ [O 9. EKG monitor?

'E [0 10. Laryngoscope and blades?

B O 11. Endotracheal tubes?

W/ O 12 Magill forceps?

¥l O 13.Oral airways?

E [0  14. Stethoscope?

4 [  15. A blood pressure monitoring device?

¥® O 16. Apulse oximeter?

E [0 17. Emergency drugs that are not expired?

E [0  18. A defibrillator (an automated defibrillator is recommended)?

O M 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurane)?

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

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




SECTION 9 - If you answer Yes to any of the questions below, attach a full explanation. Read the instructions for important definitions.

YES NO

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

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

O

X

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?

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

5. Have you ever been requested to repeat a portion of any professional training program/school?

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

7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency?

7a. If 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 ordinary initial requirements of proctorship, have your clinical activities ever been limited, suspended, revoked,
not renewed, voluntarily relinquished, or subject to other disciplinary or probationary conditions?

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

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

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

ol ol of o oo|lojo| o
W ® ®¥ ® oE=E O

SECTION 10 - AFFIDAVIT OF APPLICANT

STATE: COUNTY:

TeExXas PeExar

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

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

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

| am aware that pursuant to lowa Administrative Code 650—29.9(153) | must report any adverse occurrences related to the use of sedation.

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

| understand that based on evaluation of credentials, facilities, equipment, personnel, and procedures, the Board may place restrictions on the permit.
| further state that | have read the rules related to the use of sedation, as described in 650 lowa Administrative Code Chapter 29. | hereby agree to

abide by the laws and rules pertaining to W of dentistry aMep sedation/general anesthesia in the state of lowa.

MUST BE SIGNED IN SIGN, E PPLICHHT
PRESENCE OF MOTARY » /{
4

S

NOTARY SEAL CRIBED :NMRN BEFORE ME, THIS lgﬁ\DAY OF 'ﬂtu&u%*_ , YEAR ’Q DI 5

NOTARY PUBLIC SIGNATURE ; J

NS~ E

NOTARY PUBLIC NAME {ﬁPED OR PRINTED) MY COMMISSION EXPIRES:

MQT\Q\A‘ . O S \} O H See SO\




Ciprsromicrs  IKEPRCS

This rard certifies that the above individual has successfully completed the
cognitive and skills evaluations in accordance with the curriculum of the
American Heart Association for the BLS for Healthcare Prowviders (CPR

% AED) Program. The MTN is an authorized provider of Amercan Heart
fssnriation Emargency Cardiovascular Care Courses

AVIZ 1Y 7Y\l

Issue Date Renewal Date

07/2015 07/2017

Chr‘lé .!’oph

v he rurrepiur

For Authorized Use Only

MTN/WEAME

Name - Trajming Network Affiliate
JOHN BR% 5P

aturg Program Digeetor
/ b ]
/ .
\—

N
Holder's Signature

For Authorized Use Only

MTN-FSHTX 78234-6200

Name of Nk g Nef iliate

PE _RUTZ, LTE-MSN (PD)

Signature of Program Director

Holder's Signature

FOR AUTHORIZED USE ONLY

BAMC

Name of Military
Trainmg Affiliae

HENR

Program [Director

!
Hulder's /
Signature

| S b



Chis is to cerlify that
CHRISTOPHER M. KEPROS, DDS

CAPTAIN, DENTAL CORPS
fas successpully completed training in

ORAL AND MAXILLOFACIAL SURGERY RESIDENCY TRAINING

al
DWIGHT DAVID EISENHOWER ARMY MEDICAL CENTER

fmm 1 JULY 2007 fg 30 JUNE 2011
?&..Q&

Ta (mkse

b ks W. Bryan Gamble
Colonel, Dens

Cors Brigadier General, US Army
Director, Oral and Maxillofacial Surgery Commander
Residency Program

DA FORM 2462, BEP 2005
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PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 ~ APPLICANT INFORMATION
m-mmtmwmmbnwmmummummw.

AN (T AT L S Pomealon) PHURISTOPHER  MICHAEL  IKEARSS
2250 g% pue

STATE: Fal

™ VAR A PO 52302 1215) 389-0569

mhm.umwmmmmwmmuw
or other formal training program approved by the Board. The applicant’s signature below
ble or otherwise, directly to the lowa Dental Board at the address above.

| 27 Twuy 205

NAME OF POSTGRADUATE PROGRAM DIRECTOR:
Jravis Ausha, DD - LT DG ys Ay

THIS POSTGRADUATE PROGRAM IS APPROVED OR ACCREDITED TO H POSTGRADUATE DENTAL OR MEDICAL EDUCATION BY
ONE OF THE FOLLOWING:

American Dental Assoclation;

mmmmmm«mmmmtm;w
O Education Committes of the American Osteopathic Assoclation (AOA).

MAILING ADDRESS:

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:
EISENHOWER ARMY Meoirt Cevier  FIT éor0on, G 06-787- 2478
:::?dnmmmny rm_;)(z.@7 © ¢ 3:_;{ / &'ngm%ﬁm

Fm O no 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? if no, please

Oves ﬁno zmmmrmmnwmmmo.mmmmmmmmm
TRAINING PROGRAM? If yes, please explain.

O yes ?’w 3. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain,

ﬁm O wo 4. DOES THE PROGRAM PROVIDE FORMAL TRAINING IN AIRWAY MANAGEMENT? H no, please explain.

Fm O wo 8. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRAINING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? i no, please expiain.

|mmmmmmwmmmhmmmmmm

MD% DATE: 7AU5 0] S_/,

-
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SECTION 1 - APPLICANT INFORMATION
Instructions ~ Please read the accompanying instructions prior to completing this form. Answer each question. If not applicable, mark “N/A."
FuéLegal Name: (Last, First, Middle, Suffix)
W\\LOWSks L Pown i Ql4 3—0$CP"1
Other Names Used: (e.g. Maiden) Hofne E-mail: . Work E-mail:
de5]373QaW'Qll-COM San-e

Home Address: City: State: Zip: Home Phone:

4115 Valley her Rl At TA Soo/10 |55 8201367
License Number: Issue Date: Expiration Date: Type of Practice:

pos~ 09236 2 Tvtly 2015 |3 Angnst 2016 Geneval Oem{~ |§-|-N/
SECTION 2 - LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED 4
Principal Office Address: City: Zip: Phone: Office Hours/Days:

1903 EP True Iao\»hwy West Pes Masues| 50205 |55~ Q49-b)g  3-5m-F
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 - BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed. c:n'::fc;;fd. DATE(S):
Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain JXC eted Iuly 20t} -
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences omplete Sll'uq 2012
ADA-accredited Residency Program that includes moderate sedation training N Completed Sulyﬂﬂ 1 ’A‘f”)
You must have training in moderate sedation AND one of the following:
Formal training in airway management; OR [ completed
Moderate sedation experience at graduate level, approved by the Board /B:Completed Su[yao”- A“l‘ ~
SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: Location:
ACLS  (Lsh MEVDAC-AEK) Ff Watwmwninht, Alagke,
Date of Course: Date Certification Expire®  *

St ay 20(S Moy 20/7
7 7 ‘
Lic. # Sent to ACC: Inspection Fee

2}

é Permit # Approved by ACC: Inspection Fee Pd: | ACLS

E | Issue Date: Temp # ASA 3/47 Form A/B

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




Name of Applicant Davdf.l Xy thhwskl

SECTION § - MODERATE SEDATION TRAINING INFORMATION

Type of Program:
XPostgraduate Residency Program D Continuing Education Program |:| Other Board-approved program, specify:

Name of Training Program; W "“ Address: City: State:

Ot + Al Grce tase Advo wm&;m 2501 Capehart Rd OFSutt AFE LE

Type of Experience: b ’ — w‘h‘f" Y Sucatssful Whubet

(O+houvs o dad[‘l‘c- with hawds an f‘Mc‘lM‘M ~3 Tuitbahion on wannih s robtisu, US Suncitlg ot

Length of Training: Daté(s) Completed: T it
| Year 2 /4145 Ao B sedafsy,

Number of Patient Contact Hours: Total Number of lSupervised A

SGC VNours Sedation Cases: £y 2

Kf YES [J] NO 1. Did you satisfactorily complete the above training program?

IZYES [0 NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?
X YES [J] 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:
XIYES [] NO 4. Physical evaluation;
M YES [] NO 5. IV sedation;
DEYES [ NO 6. Airway management;
X YES [ NO 7. Monitoring; and
gYES [ NO 8. Basic life support and emergency management,

et athechat [efe

[ YEs X NO  10. Does the program provide training or experience in managing moderate sedation in pediatric patients?

HYES 1 NO 9. Does the program include clinical experience in managing compromised airways?

Cl1YES R’NO 11. Does the program provide training or experience in managing moderate sedation in ASA category 3 or 4 patients?

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

SECTION 6 = MODERATE SEDATION EXPERIENCE

[JYES X NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state?

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

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

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

O YES M NO D. Do you plan to use moderate sedation in pediatric patients?
O YEs K, NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?
MYES 0 NO F. Do you plan to engage in enteral moderate sedation? £-""0“'l)’ i€ f" respovise 1O ’t‘“‘! Counsls ﬁlls

Ldeally Twant wild eubtngl Sedativn,
,XYES [J NO G. Do you plan to engage in parenteral moderate sedation? ——

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

TV moderate sedativn.
- fen bmyl
- Versed
- Décodvon
- ketédvolac
Frstval yaild sedation
- Trrazotoava ony




~ame of Applicantlmw—x ‘ E ‘)N\\('{)\Q%\L\ Facility Address \QOS ZP/]{ML (Q)JL 2

SECTION 7 — AUXILIARY PERSONNEL

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

Name License/ BLS Certification Date BLS Certification
Registration #: s .y Date: ... 4 Expires: { :
(M M%.\ Gt - 13033 Ao || 530 (ke
Name: License! BLS Certducat: n Date BLS Certification
Registration #: Date: ,j, Expires: » ;
“eco \Qms\)u" Qo -IAid, 2 IS 2127 /11
Name: Licensel BLS Certification Date BLS Cerlification
. Registration #: Date: Expires: / y
L_w\c\.x‘»w Qe DA - l\@&ﬂ? /@I 23 17
Nama: License/ BLS Cemﬁcahon Date BLS Certification
Registration ¥: Date: Expires:
Name: License/ BLS Certification Date BLS Certification
Registration #: Date: Expires:
Nama: License/ BLS Certification Date BLS Certification
Registration #: Date: Explres:
Name: License/ BLS Certification Date BLS CertHication
Registration #: Date: Expires:
Name: License/ BLS Certification Date BLS Cartification
Registration #: Date: Expires:

SECTION 8 ~ FACILITIES & EQUIPMENT

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

;S lN:lO
¥ O
W O
o o
,ﬁ 0
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X O
¥ O
% O
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Is your dental office properly maintained and equipped with the following:

1. An operating room large enough to adequately accommodate the pationt 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?

N

. An operating table or chair that permits the patient to be positioned so the operating team can maintain the airway, quickly
alter the patient position in an emergency, and provide a firm platform for the management of cardioputmonary 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 comptetion of any operation underway at the time of general power
failure?

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

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

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

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

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

9. EKG monitor?

10, Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral airways?

14, Stethoscope?

18. A blood pressure menitoring device?

16. A pulse oximeter?

17. Emergency drugs that are not expired?

18. A defibriltator {(an automated defibrillator is recommended)?
18. Do you employ volatile liquld anesthetics and a vaporizer {i.e. Halothane, Enflurane, Isoflurane)?

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

COPY FORM AND SUBMIT FOR EACH FACILITY, 3




SECTION 9 - If you answer Yes to any of the questions below, attach a full explanation. Read the instructions for important definitions.

YES NO

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

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

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

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

5. Have you ever been requested to repeat a portion of any professional training program/school?

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

7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency?

7a. If 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 ordinary initial requirements of proctorship, have your clinical activities ever been limited, suspended, revoked,
not renewed, voluntarily relinquished, or subject to other disciplinary or probationary conditions?

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

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

O] O g ol Oogig|gl g
X ¥ &2 &8 €¥R|RK O

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

SECTION 10 - AFFIDAVIT OF APPLICANT

STATE: )4 !aé 20\ COUNT\%/ o \("HIL 5*'3([/‘ Bo Oue, 2/\

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

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

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

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

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

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

| further state that | have read the rules related to the use of sedation and nitrous oxide inhalation anglgesia, as described in 650 lowa Administrative
Code Chapter 29. | hereby agree to abide by,.\he laws and ruleﬁpertainingyg\the practicﬂf dentist}? and moderate sedation in the state of lowa.

S|GETZRE OF\APPLVANT W

SUBSCRIBED AND SWORN BEFORE ME, THIS 7~ DAYOF  J uly JYEAR 2 41
NOTARY Pygfic \ )

NOTARY PUBLIC NAME (TYPED OR PRINTED) MY COMMISSION EXPIRES:

Cners y\pyu-v"\'ﬂs.,t vSaF ~ Ma > v.S.C. /1,94‘{-\




DEPARTMENT OF THE AIR FORCE
HEADQUARTERS, 55TH WING {ACC)
OFFUTT AIR FORCE BASE, NEBRASKA

23 July 2015

MEMORANDUM FOR MS. CHRISTEL BRANESS
FROM: COL ROBERT GAMBLE
SUBJECT: MODERATE SEDATION APPLICATION FOR DR. DANIEL BINKOWGKI

This letter is to further explain my ‘No’ response to Section 2. Question #4 (Does the program
mclude clinical experience in managing compromised airways?) of the lowa Dental Board
Verification of Moderate Sedation Training in a Postgraduate Residency Program form.

The curriculum af this program includes didactic and clinical training in pain and anxiety control
and moderate sedation. The didactic portion is provided in-house by our Oratl and Maxillofacial
Surgeons and clinical supervision is provided by our surgeons and Periodontists. Our residents
also complete modules on airway management (to include oro- and naso-pharyngeal airway
placement and endo-tracheal intubation) via mannequin simulation training as well as a formal
Advanced Cardiac Life Support class and practicum for certification which they are required to
achieve prior to being privileged to administer moderate sedation services in the Air Force and
must maintain current in order to remain sedation providers.

Finally, our residents attend a one-week enrichment experience at the local Veteran's
Administration hospital, under the direct supervision of the Anesthesiology Department. In this
environment they gain exposure to intravenous sedation, general anesthesia, and airway
management in an operating room setting. There is no curriculum requirement to perform live
intubations; residents may/may not gain practical experience, based upon their respective
abilities, willingness to participate, and the permission of the attending Anesthesiologist or
Nurse Anesthetist. Specifically, Dr. Binkowskl reported four completed intubations during this
rotation.

I hope that this information is what you need for clarification. If you have any further questions,
please don't hesitate to contact me (402-232-9121).

RO{%E;R F)GAMBLE Co! USAF, DC
Offutt AFB AEGD Residency Program Director

The Sun Never Sels on the *’%}5/6{;};’ %ﬂy«’%}%




IOWA DENTAL BOARD
400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax (515) 281-7969
hitp/ilwww. dentalboard.iowa.gov

TOWa
T PLEASE TYPE OR PRINT LEGIBLY IN INK,

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

SECTICN 1 - APPLICANT INFORMATION

instructions — Use this form if you oblained your training in moderate sedation from an approved posigraduate residency program, Compiete Section
and mail thig form to the Postgraduate Program Directer for verificaticri of your having successfully completed this training

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

Doniel, Jo< pph Bink W‘:kl

" MAILING ADDRESS:

415 Valley wew Rd

CODE: ONE:
o /. states 1 ff T B ooi0 | [518) s00-1367

To obtain a parmit 1o administer moderate sedation it iowa, the lowa Dental Board requires that the applicant submil evidence of having completed an
approved postgraduate ianing program of other formal traming program approved by the Board. The applicant's signature below authorizes the
of any information, favotagu or atheguise. directly to ihe lowa Degtal Board al the address above,

elgase

APPLICANT'SJSIGNATURE:

W 003y 2015

SECTION 2 -~ TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR: (gl (Dr) Robert F Gamble
Director,-ALGD Residency Pr

THIS POSTGRADUATE PROGRAM IS APPROVED OR ACCREDITED TO TEACH POSTGRADUATE DENTAL OR MEDICAL EDUCATION BY

ONE OF THE FOLLOWING:

£ American Dental Association;

{7 Accreditation Council for Graduate Medical Edusation of the American Medical Association (AMA); or

i {1 Education Committee of the American Ostecpathic Association (AOA).

NAME ND LOCATION OF POSTGRADUATE PROGRAM:

DATES APPLICANT
PARTICIPATED IN PROGRAM » Aric g leigy

| [FLYES [ NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM?
L YES |
[A.YES (] NO 3. DOES THE PROGRAM COVER THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN CONTROL AND

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

SEDATION TO DENTISTS AND DENTAL STUDENTS?

[ YES ;A NO 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE IN MANAGING COMPROMISED AIRWAYS?
CLEYES D NO 5. DOES THE PROGRAM INCLUDE MANAGEMENT OF AT LEAST 20 PATIENTS?
{if no to above, please provide a detailed explanation )

[T YEs T‘{ NO 6. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR WAS THE APPLICANT PLACED ON PROBATION

DURING THE TRAINING PROGRAM? If yes. please explaim
I YES Iﬁi’ NO 7. WAS THE APPLICANT EVER REQUESTED TQ REPEAT A PORTION OF THE TRAINING PROGRAM? [f yes. please explain.

i YES‘:‘,,..L; NO 8. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE iN PROVIDING MODERATE SEDATION FOR
PEDIATRIC (AGE 12 OR YOUNGER) PATIENTS? |t yes, please pravide details,

MEDECALLY COMPROMISED (ASA CLASS 3 OR 4} PATIENTS? [ yes Dl(‘d\\ provide detaits

1 further certify that the akmve named appiicant has ciemonst: ated competency in airway management and moderate sedation,

PR()(:RAM DIRECTOR S}GNATURE DATE:




mo.wmmﬂ F.GAMBLE, Coi, USAF, DC wo_@mmbm L. RISK, Col, USAF, DC Stephen M. Mouhts Cot, USAF, MSC
AEGD Program Director Corfmander, 55th Dental Squadron Commander, 55th Medica! Group




A

\ir Force

CERTIFIES THAT

Daniel J. Binkowski

HAS SUCCESSFULLY COMPLETED THE

Didactic and Clinical Requirements for Certification in Intravenous--Conscious Sedation

‘ AND IS HEREWITH AWARDED THIS

™ . 55th Medical Group
L f/f"”"" Offutt Air Force Base, Nebraska
PP
-
( >\ \ 3 August 2012
%
ERIC SCHMIDT. Lt Col, USAE. DC SATE

Chairman, Departiment of Oral and Maxillofacial Surgery

AF FORR (288, MOV 856 Previous edition will DY useq,



|

HEALTHCARE

PROVIDER

DANIEL BINKOWSKI

This card certifies that the above individual has successfully completed the
cognitive and skilis evaiuations in accordance with the curricutum of the
American Heart Association for the BLS for Healthcare Providers (CPR

& AED) Program. The MTN is an authorized provider of American Heart
Association Emergency Cardiovascular Care Courses.

MAY 12 2015 MAY 12 20U

{ssue Date Renewal Date

MAY 2015

DANIEL BINKOWSKI

IENISIE .

i

MAY 2017




BLS

For Authorized Use Only

354ta MDG

Name of Military Training Network.Affiiate

AMBER M. GREEN, SSgt, USAF

, 354th MDG; BLS Program Director
; Signai’re of Prpgram Ei‘rectojp;;

Holder’s Signature

Acrs

For Authorized Use Only

USA MEDDAC-AK

Name of Military Training Network Affi

Holder's Signature
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IOWA DENTAL BOARD

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687

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

AUG 31

ov

RECEIVED

2015

IOWA DENTAL BOARD

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 — APPLICANT INFORMATION

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

Full Legal Name: (Last, First, Middle,

; J&vos)umx} W, ll\am

Jo h NSoN
Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:
N /A Joved . w o ebmsts e e |.com dv. javod € acchicdenlul. com

Home Address: City: State: Zip: Home Phone:

3l (overhyy Lin # 3 Mugradmru IA 52F6€1  |2/4-321-5634)
Llcense Number: Issue Da Expiration Date:_ Type of Practice:

Doer Gq04 016312013 BB131106 | B Qriichy
SECTION 2 ~ LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED
Principal Office Address: City: Zip: Phone: Office Hours/Days:

2623 (edox Plaza Dr. Musca X WAL 516\ |563-60%-$974§:065:60 /M- F]
Other Office Address: City: ' Zip: Phone: Office Hours/Days:
~E N/ 4 b/A P/ N/
Other Office Address: City: Zip: / PthBN Office Hours/Days:
N/A P/ 4 N/A /4 V/A
Other Office Address: ) City: Zip: Phone: Office Hours/Days:
N /A M/ A K/ A N/A N/ A
Other Office Address: City: Zip: ; Phone: Office Hours/Days:
P/A v/ /i B/ | Ss WA

SECTION 3 - BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed. cgr::f:tgd. DATE(S):
Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain [ Completed
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences o
ADA-accredited Residency Program that includes moderate sedation training E Completed O"!'fio\"; - oé/Zoi S
You must have training in moderate sedation AND one of the following:
Formal training in airway management; OR ] completed
Moderate sedation experience at graduate level, approved by the Board [X] completed | “mt% = 0‘?{101"5 I

SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course:

fedaNeve AL)\\SN/! tGJ L-&

Sappork (PALS)

Location: UAWT A1)

Med-cet Calcr 6% %, NV
Po Bux G063S hndivson NV 87004

Date of Course:

Date Certification Expires:

Junt 105 201S June 20l%F
| Lic. # Sent to ACC: Inspection Fee
Permit # Approved by ACC: Inspection Fee Pd: ACLS
Issue Date: Temp # ASA 3/4? Form A/B
Brd Approved: T. Issue Date: Pediatric? Peer Eval

:ﬁ:ﬁo'&bo OV



Name of Applicant _{ \O\\f(‘)() JO"W‘SOL/\'

SECTION 5 - MODERATE SEDATION TRAINING INFORMATION

Type of Program:
gl Postgraduate Residency Program [_] Continuing Education Program [_] Other Board-approved program, specify:

Name of Training Program: Address: City: State:

IO Stheo) of Devtbal Mekecnd | 1360 w Chiarleston Blvde | Lag UCSM NV

Type of Experience:

Cechlirale i Rediodic Oeninevvy

Length of Training: Daté(s) Completed:
[wo %wg o(,]SoI’}@\S
Number of Patien ntact Hours: Total Number of Supervised
133 Sedation Cases: 29 ( .{—..__.ew(\\-ﬂ Qg }\’T)

ﬁ YES [J NO 1.Did you satisfactorily complete the above training program?
B YES [ NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?
m YES [J NO 3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
YES [J NO 4. Physical evaluation;
[ YES NO 5. IV sedation;
Kl YES NO 6. Airway management;
YES [J NO 7. Monitoring; and
&YES [J NO 8. Basic life support and emergency management.

g{ YES [J NO 9. Does the program include clinical experience in managing compromised airways?
ﬁ YES [J NO 10. Does the program provide training or experience in managing moderate sedation in pediatric patients?

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

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

SECTION 6 —~ MODERATE SEDATION EXPERIENCE

O YES & NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state?
If yes, specify state(s) and permit number(s):

. (< N N v\ GSSM
JYES E’ NO C. Have you ever had any patient mortality or other incident that resﬁt iﬂ(‘\he por&w or g‘;rmansm 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?

[@YES (1 NO B.Do you consider yourself engaged in the use of moderate sedatloglnfour professjonal practice
e

KYES [J NO D. Do you plan to use moderate sedation in pediatric patients?

O YEs K NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?
gYEs [J NO F. Do you plan to engage in enteral moderate sedation?

K YES [J NO G. Do you plan to engage in parenteral moderate sedation?

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

Drhalatien - avbrous o.le—L/ongm R
talral — Mept,ﬂd[m - 1%10} (SO‘M‘[I Mot AWM DS -
M]d&'ﬂ)l@\fﬂ-* 0.56-0.1 Mrfkg (15 MY vAdorAwn  GoSk
Diuzepar - .25 myflty (10 my  moncwmnn f)wq
H\]é\ro>i%\\v’\£.- )-2 M‘GIK% ((S0my moscmum 654 )

(OGN ('m\-mv\asm\ - Mdnzlam - -3 Vg ( Ka,

2




Name of Applicant \J&fG() JC\W\SC\/\

SECTION 7 = AUXILIARY PERSONNEL

74

Facility Address2073 (edanc Dlaza Vv, MusadTHA
ot b

)

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

Name: License/ A BLS Certification Date BLS Certification

' Registration #: - - Date: : Expires:
Had: Jockson X GDA- 03291 | Doty 14 [R01S | Bves 6 Ly 20VE

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

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

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

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

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

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

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

SECTION 8 = FACILITIES & EQUIPMENT

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

YES NO

B O
¥ O

H
O

PDEEEEEQ&E&E RR B HME
R OOOOOOOOOO OO O OO0

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

1. An operating room large enough to adequately accommodate the patient on a table or in an operating chair and permit an
operating team consisting of at least 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 airway, quickly
alter the patient position in an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation?

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

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

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

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

7.1s the patient able to be observed by a member of the staff at all times during the recovery period?

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral airways?

14. Stethoscope?

15. A blood pressure monitoring device?
16. A pulse oximeter?

17. Emergency drugs that are not expired?

18. A defibrillator (an automated defibrillator is recommended)?
19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurane)?

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

COPY FORM AND SUBMIT FOR EACH FACILITY. 3



SECTION 9 - If you answer Yes to any of the questions below, attach a full explanation. Read the instructions for important definitions.

YES NO

1. Do you currently have a medical condition that in any way impairs or limits your ability to practice dentistry with reasonable | 124
skill and safety?

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

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

4. If YES to any of the above, are you receiving ongoing treatment or participation in a monitoring program that reduces or }J/ﬂ/
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?

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

7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency?

7a. If 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 ordinary initial requirements of proctorship, have your clinical activities ever been limited, suspended, revoked,
not renewed, voluntarily relinquished, or subject to other disciplinary or probationary conditions?

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

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

Elf H| 8| -8 8alo(ojg| B

11. Have you ever been denied a Drug Enforcement Administration (DEA) or state controlled substance registration certificate or
has your controlled substance registration ever been placed on probation, suspended, voluntarily surrendered or revoked?
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SECTION 10 — AFFIDAVIT OF APPLICANT

STATE: COUNTY:

Towio Mus cod WL

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

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

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

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

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

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

| further state that | have read the rules related to the f sedafiop and nitrous oxide inhalation analgesia, as described in 650 lowa Administrative
Code Chapter 29. | hereby agree to abide by the layws|anfl rules/pe ai?ing to the practice of dentistry and moderate sedation in the state of lowa.

MUST BE SIGNED IN SIGNATURE DF|ARPLICAN L/
PRESENCE OF NOTARY » [l ,ﬂ / 1/ dAKQ\\ JO HM S0 \.U

NOTARY SEAL SUBSCRIBED f ND swomﬂserons mE, THIS ) §¥\ DAY OF AGulT  YEAR 2605

| NOTARY PUB csmNATlﬂaE
R

NOTAR@JBLIC NAME (TYPED OR PRINTED) MY COMMISSION EXPIRES:
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IOWA DENTAL BOARD
400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax {515) 281-7969
hitp: .dentalboard.i .qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

Instructions ~ Use this form f you obtained your raining in moderate sedation from an approved postoraduate residency program. Complete Secion
mdmiﬁﬁhmmmmmmmmmmwmwmmwmmmm :
metﬂnr. ' t.a!u,-smr Formaer/Maiden):

dye [

Wiliam _ Jdwge N

:.m%i ;}au\i{\\-ﬂaf Lvl .#% : o
Musca¥ng oy 6236\ 319 -32) -6634

To ebiain a permit to administer at mm!m.m!mmmMmmmmmammdmmm
approved postgraduate traini or other formal training program approved by the Board. The applicant’s signature below authorizes the
any/mforghation, bie,or otherwise, directly to the lowa Dental Board at the ‘above. : o

oty . thisglos  pups

THIS POSTGRADUATE PROGRAM IS APPROVED OR ACCREDIZED T0 TEAGH POSTERADUATE DENTAL OR MEDICAL EDUCATION BY
ONE OF THE FOLLOWING:

(& American Dental Association;
[J Accreditation Council for Graduate Medical Education of the American Medical Association (AMA); or
[ Education Committee of the American Ostecpathic Association (AQA).

NAME AND LOCATIQN OF POS] ATE PRO! e PHONE:
NLY l & w t‘ulﬂ—
"Tm"swi‘:‘ L.i—; (,,.tkwjgl Ny Fitet 7. 7749 24/
::nmpgf:;ma.\nr ' 7 ;'w;g, b mo;vaé/ o155 mﬁ@g 6/?1/{5

i .
KYES [J NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM?
qm (] NO 2.DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

ﬁwss [J NO 3. DOES THE PROGRAM COVER THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN CONTROL AND
SEDATION TO DENTISTS AND DENTAL STUDENTS?

YES [] NO 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE IN MANAGING COMPROMISED AIRWAYS?
YES [] NO 5. DOES THE PROGRAM INCLUDE MANAGEMENT OF AT LEAST 20 PATIENTS?
(if no to above, please provide a detailed explanation,)

yes fIﬁo 6.DIDTHEAPPUCA.HTEVERRECENEAWARMNGORREPWD,ORWASTHEAPPUGANTPLMEDG”WW
DURING THE TRAINING PROGRAM? If yes, please explain.

CJYes M NO 7.WASTHEAPPUCANT'EVERREQUESTEDTDREPEATJRPORTIQNOFTHEWHNGW? If yes, please explain.

MYEQ [J NO 8. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROVIDING MODERATE SEDATION FOR
PEDIATRIC (AGE 12 OR YOUNGER) PATIENTS? is

[Jyes # NO 9. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROVIDING MODERATE SEDATION FOR
MEDICALLY COMPROMISED (ASA CLASS 3 OR 4) PATIENTS? | ) etgils

mmmmmmwmmmmumwwmuwmwmmm

pm/zm-wm DATE: / / b /l§

3. please provide details
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A nivergity of Nevada Las Yegas
School of Pental MHledicine

Advanced Education Program in Pediatric Dentistry
This is to certify that

Jarod W. Johnson

has successfully completed post-graduate training in

Cody C. Hughes, D.M.D., M.5.D.
Program Director

June 30, 2015
Date of Presentation
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Training TCID #
Center Naii¢ ATIONAL EMS ACADEMY NVI15163

TC e
Info PO Box90635 Hendérson, NVi89009
Course

Instructor
Name Judy Fugs-

/

Holder’s
Signature

© 2011 American Heart Asfok



Healthcare
Provider

American

Heart
Associatione

"

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

JAN. 30, 2015 JAN. 2017

Issue Date Recommended Renewal Date
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Training . | | TCID #
Center Name CPR _Zm._._.__.C._.m___ LLC

TC ~ LASVEGAS, NV 89131 702-234-6921
Info City. Stats | ZIP Phone
Course

Location UNLV - SDM

Instructor
Name

Inst. ID #
AMS - 07110035909

Holder's
Signature

© 2011 “%%o% Imﬂ ssodiation  Tamperirld with this card will alter its appearance. 90-1801




	ACC Agenda - Sept 10, 2015

	Kepros - GA Application

	Binkowski - MS Application

	Johnson - MS Application




