STATE OF IOWA

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

Location:

Members:

ANESTHESIA CREDENTIALS COMMITTEE

AGENDA
July 14, 2016
12:00 P.M.
*Updated 7/11/2016*

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
DeJong, D.D.S. (alternate)

VI.

CALL MEETING TO ORDER - ROLL CALL

COMMITTEE MINUTES
a. May 19, 2016 — Teleconference

APPLICATION FOR GENERAL ANESTHESIA PERMIT
a. Lois I. Jacobs, D.D.S. (follow up)

b. Amine Bellil, D.M.D.

c. Jason M. Thompson, D.D.S.

APPLICATION FOR MODERATE SEDATION PERMIT
*No applications received to date

OTHER BUSINESS

a. Discussion — American Academy of Pediatric Updates Guidelines of Sedation in
Pediatric Patients

b. Discussion — Definition of “Hospitalization” with Respect to Adverse Occurrences

OPPORTUNITY FOR PUBLIC COMMENT

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

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



Vil. ADJOURN

If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability,
please call the 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
KIiM REYNOLDS, LT. GOVERNOR EXECUTIVE DIRECTOR

ANESTHESIA CREDENTIALS COMMITTEE

MINUTES
May 19, 2016
Conference Room
University of lowa College of Dentistry
lowa City, lowa

Committee Members May 19, 2016
Steven Fuller, D.D.S. Present
Steven Clark, D.D.S. Present
John Frank, D.D.S. Present
Douglas Horton, D.D.S. Present
Gary Roth, D.D.S. Present
Kaaren Vargas, D.D.S. Present
Kurt Westlund, D.D.S. Absent
Jonathan DelJong, D.D.S. (alternate) Present

Staff Members
Christel Braness, Phil McCollum, David Schultz

. CALL MEETING TO ORDER - MAY 19, 2016

Ms. Braness called the meeting of the Anesthesia Credentials Committee to order at 2:44 p.m. on
Thursday, May 19, 2016. The purpose of the meeting was to review committee minutes,
applications for general anesthesia permits, and other committee business. A quorum was
established with seven (7) members present.

Roll Call:
Member Clark DelJong Frank Fuller Horton Roth Vargas Westlund
Present X | x X X X X X
Absent X

1. COMMITTEE MEETING MINUTES
= April 7, 2016 — Teleconference

% MOVED by FRANK, SECONDED by VARGAS, 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



1. APPLICATION FOR GENERAL ANESTHESIA PERMIT
= |ois . Jacobs, D.D.S.

Ms. Braness provided an update on the application. There was still a question as to the extent of
Dr. Jacobs’ anesthesia training. The records at the University of lowa College of Dentistry are old
enough that they cannot fully confirm the extent of the training.

Dr. Clark spoke about his training. Dr. Clark thought it might be helpful to ask other state about
their verification process prior to issuing a permit.

Dr. Vargas and Dr. Roth believe that the committee should look at the experience she has sedating,
given that she has provided sedation for over 30 years.

Ms. Braness stated that Dr. Jacob’s application was not complete to date; however, she would
proceed based on these recommendations.

% MOVED by ROTH, SECONDED by HORTON, to REQUEST paperwork for
credentialing. Motion APPROVED unanimously.

1IV.  APPLICATIONS FOR MODERATE SEDATION PERMIT
Ms. Braness reported that the Board had not received any moderate sedation applications to date.
V. OTHER BUSINESS

= Review and Discussion of Sedation Facility Inspection Form
= Discussion of Sedation Drugs
0 Recommended Emergency Drugs and Other Medications

Mr. McCollum provided an overview of the inspection form. The committee agreed to go through
the form in order to best discuss the items listed.

The committee members discussed some of the issues related to floor plans of the operatories and
what type of space may be required. After further discussion, it was determined that an operatory
should have sufficient room to fit a back board in the event of an emergency.

There was a discussion about how valuable light readings might be. Ultimately, the committee
determined that this was not critical since there is a requirement for backup lighting in case of
emergency. Typically, most offices use head lights; though, the committee noted that an office
should maintain replacement batteries in the office.

Mr. McCollum inquired about how many face masks a general practice office should keep on hand.

There was also a discussion of sizes that should be available. Dr. Vargas recommended that an

Anesthesia Credentials Committee — Subject to ACC Approval
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office have at least one of each size of adult mask; and should be replaced before expiration.
Pediatric sizes should not be needed unless an office is allowed to sedate pediatric patients.

Mr. McCollum inquired about the committee’s preference for positive-pressure forced-air system.
The members stated that a bag valve mask would be sufficient for those purposes. The committee
recommended that a minimum of two bags be maintained in each office.

Mr. McCollum asked about the use of laryngoscope mask airway (LMA) in place of laryngoscope
and blades, or endotracheal tubes. Dr. Frank stated that the best standard would be to use
endotracheal tubes. Though, LMAs are often safer unless practitioners place endotracheal tubes
regularly. The committee recommended requiring one or the other.

Dr. Vargas asked if an AED could replace the EKG monitor. Dr. Vargas believed that the
requirement for an EKG monitor was a burden on the pediatric community without added benefit.
Dr. Frank asked Dr. Vargas about this. Dr. Vargas reported that the American Academy of
Pediatric Dentistry (AAPD) only requires the use of an EKG for deep sedation. To start with,
there are a number of restrictions to sedating pediatric patients. Dr. Frank asked about pre-
operatory vitals. Dr. Vargas reported that she used pulse-oximetry and capnography; however,
she did not currently use an EKG. Mr. McCollum recommended changing the rule, or requiring
pediatric doctors to request rule waivers of this requirement.

Mr. McCollum reported that the inspection form had been changed to referencing categories of
drugs, as opposed to specific drugs since these may change.

In response to a question about emergency drugs needed, Mr. McCollum asked if moderate
sedation permit holders would need to keep succinylcholine in the office. A number of committee
members with sedation permits indicated that they did not feel comfortable using this drug even
in an emergency, and would use valium or versed instead. Dr. Frank stated that succinylcholine
is used for laryngospasms; though, he has not needed to employ its use in an office. Mr. McCollum
stated that it has not been required of moderate sedation permit holders for several years.

Dr. Frank stated that sedation is a continuum, and permit holders should be prepared to handle the
next level of sedation in the event of an emergency. Dr. Vargas agreed; though, she believed that
the use of succinylcholine went beyond that.

Dr. DeJong and Dr. Frank reported that succinylcholine is the shortest acting drug to address
emergencies such as these. Other medications have a much longer half-life.

Dr. Clark believed that most of the permit holders would not have used this. Dr. Vargas believed
that the use of this drug could cause more harm than good.

Dr. Frank clarified that not all patients with whom succinylcholine is used require intubation; most
do not.

Anesthesia Credentials Committee — Subject to ACC Approval
May 19, 2016 (Draft: 7/11/2016) 3



% MOVED by ROTH, SECONDED by VARGAS, to maintain the current standard to not
require for moderate sedation permit holders. Motion APPROVED 5-2; Dr. Frank and Dr.
DelJong dissented.

Mr. McCollum asked about any other drugs that the committee members may want to have added
to the list, or changed. Dr. Frank indicated that lidocaine was no longer necessary as an anti-
arrhythmic. It could be maintained; though, it should not be required if other anti-arrhythmic drugs
are available.

Mr. McCollum asked again for clarification on the types of muscle relaxant drugs that could be
used for moderate sedation permit holders. Dr. Roth stated that versed should be sufficient.

Dr. Clark stated that a muscle relaxant and a neuromuscular blocking agent are two different
things. Dr. Clark stated that valium would be used to break a seizure as a muscle relaxant, but
would not be appropriate for laryngospasms.

Dr. Roth stated that the neuromuscular blocking agents are required for deep sedation/general
anesthesia. Moderate sedation permit holders should have a muscle relaxant to break seizures.
Versed or valium would be sufficient for the purposes of anti-seizure medication. Most offices
will have these drugs on hand since they are implemented in the use of sedation.

= Discussion of Sedation Drugs
0 Recommended Restrictions for Use in Moderate Sedation

Ms. Braness provided an overview of the reason for discussion. Historically, drugs such as
ketamine and hydromorphone have been restricted from use in moderate sedation given the level
of sedation typically reached, or the post-operatory observation required, due to a longer half-life
of the medication.

After further discussion, the committee agreed that ketamine, propofol, and hydromorphone would
continue to be prohibited in the use of moderate sedation. As new drugs are introduced, that may
have similar effects, they may be added to this list.

0 Other Recommendations, If Any
There weren’t any other recommendations.

= Discussion of Moderate Sedation Training in Continuing Education Courses

Dr. Frank stated that he had reviewed some of the shorter moderate sedation courses available. In
the courses that he has reviewed, there was often exposure to the use of versed in the course of

treatment; though, there may be a question as to whether training would be sufficient for use of
multiple drugs.
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Dr. Roth and Dr. Vargas pointed out that training changes all of the time. To limit use of certain
drugs to those in which training was received was a standard that is not applied in other areas of
dentistry.

Dr. Roth believed that the changes already implemented are sufficient regarding pediatric patients
and medically-compromised patients. Those who receive training in sedation should be able to
recognize when they are having troubles and know how to respond accordingly.

The committee indicated that they would continue to review courses for approval upon request.
= Discussion of Peer Evaluations

» This agenda item was taken out of order due to the nature of the discussion and how it
related to the previous agenda item.

Dr. Roth believed that it is a good idea to conduct peer evaluations of moderate sedation permit
holders; however, there were issues to consider such as who would complete those evaluations,
and the related costs.

Ms. Braness provided an overview of this agenda item. Dr. Westlund, historically, has
recommended them; though, there has always been a question about who would complete these if
they are required.

Dr. Vargas advocated doing peer evaluations, particularly, for pediatric dentists. It would be
responsible of the committee to do this.

Dr. Horton asked about the possibility of increasing the fees to cover the costs related to this. Mr.
McCollum and Ms. Braness indicated that fee increases would not likely be approved.

Dr. DeJong indicated that he completed some of those for the western part of the state, at his own
cost.

Dr. Vargas asked if these could be completed over the phone. Mr. McCollum asked if a peer
evaluation needed to be done by a dentist, or if it could be completed by Board staff since they are
going into offices anyway.

There a number of concerns with all of the proposed options. The committee recommended that
Board staff look into alternatives, and to bring this back to the committee at a later date.

» Dr. Vargas left the meeting at 4:23 p.m.

= Review and Discussion of Application Updates — Moderate Sedation Permit and
General Anesthesia Permit

Ms. Braness asked if the committee members had any comments or suggestions related to the
updated draft of the sedation application. The committee did not have any comments.

Anesthesia Credentials Committee — Subject to ACC Approval
May 19, 2016 (Draft: 7/11/2016) 5



= Discussion of ACLS/PALS Course Requirements

Ms. Braness reported that the question has been raised about what ACLS/PALS courses are
acceptable. Ms. Braness stated that renewal requirements for CPR required a hands-on course,
and the Board has been applying the same standard to ACLS/PALS certification.

Dr. Horton reported that the ASDA has a sim-man course, which is a very beneficial course. Dr.
Horton recommended making it a regular requirement. Ms. Braness stated that this would require
a rule change; however, staff can add this to the list of suggestions if the committee was serious
about requiring this. Dr. Frank stated that ACLS training is moving away from airway
management, which is the big concern. The committee was in favor of requiring this once every
five (5) years or so.

Dr. Frank inquired about minimal sedation and to what extent practitioners should be
administering an anxiolytic in combination with nitrous or other drugs that may approach moderate
sedation. Mr. McCollum clarified that this would be limited to patients ASA 1-2, age 13 years of
age or older. Mr. McCollum stated that rules address intent. If the intention or belief is that
moderate sedation would be reached, a permit would be required.
Ms. Braness stated that the topic can be discussed by the committee further at a later date.

VI. OPPORTUNITY FOR PUBLIC COMMENT
There weren’t any comments received.

VIil. ADJOURN

% MOVED by FRANK, SECONDED by DEJONG, to ADJOURN. Motion APPROVED
unanimously.

The Anesthesia Credentials Committee adjourned its meeting at 4:38 p.m.

NEXT MEETING OF THE COMMITTEE

The next meeting of the Anesthesia Credentials Committee is scheduled for July 11, 2016. The
meeting will be held at the Board office and by teleconference.

These minutes are respectfully submitted by Christel Braness, Program Planner 2, lowa Dental
Board.

Anesthesia Credentials Committee — Subject to ACC Approval
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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

http://iwww.dentatboard.iowa.gov

APPLICATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

SECTION. 1~ A.PPL}CANT INFORHATION
| Instructions — Please read the acoompanymg instructions prior to completing this form. Answer each question. If not appllcable mark “N/A.”
‘ "Full Legal Name: {Last, First, Middle, T‘b \

\

Other Names Used: (e.g. Maiden) Home E-mail: Work E-mai:;
(()\S’m\sa@ i ondf
Home Address: . Zip: Home Phone:
S84 Soudia, Wan UmN p Ol [ TU(3S
License Number; ) Issue Date: . Expiration Date: Type of Practice:

Jisd : Angstheslay

SECTION 2 ~ LOCATION(S) IN IOWA WHERE SEDATION SERVICES WiLL BE PROVIDED.

Principal Office Address: City: Zip: Phono: Office HoursIDays:
ha_ ddn~mimi |
Other Office Address: City: 2ip: 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: 2Zip: Phone: Office Hours/Days:

SECTION 3 ~ BASIS FOR APPLICATION

Check each box to indicate the type of training you have compieted & attach proof, such as a copy of Check all that DATE(S):
your diplomate certificate. apply. .

American Dental Association Councit on Dental Education Guidelines (2003) Part 2

You must have training in ADA Part 2 AND one of the following:
Formal training in airway. management; OR \(

One year of advanced training in anesthesiology in board-approved program; OR V~
Diplomate of American Board of Oral and Maxillofacial Surgery; OR '
Eligible for exam by American Board of Oral & Maxillofacial Surgery; OR
Member of American Association of Oral & Maxiliofacial Surgeons; OR

| Fellow of American Dental Society of Anesthesiology.
SECTION 4 ~ ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Cou Location:
AT = <0, DK
Date of Cou Date Certification Explres
“Hlzold " |2010
A le.# Sent to ACC: Fee ﬁ: Sold g o

S| pPermit# Approved by ACC: State Ver.: ACLS

| Issue Date: Temp # inspection Res. Ver Form

- ;| Brd Approved: T. Issue Date: Dipiomate Cert Res Cert




Name of Applicant ._L,D_L_%_l_@.ﬁbﬂw_

| SECTION 5~ DENTAL EDUCATION, TRAINING & EXPERIENCE o
NN of Tour. :""" gl ~d | " /74
City, : e . > -

Y ol obJtd s34 |™RTR

 POST-GI A RAININGL Attach a copy of your certificate of completion for each postgraduate program you have completed, -

ﬁaﬁie of Tramfng PI rogram 4 dw VS' . I. oUIT~ CI:: o E
Phone: pechalty: |_From (Mo/Yr):
il 1978
Type of Training: [ lntammasldent [ Feliow [] Other (Be Specific): ¢
Name of Training Program: Address: City:

aie

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

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

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. o
Activity & Location From (Mo/Yr): To (Mo/Yr):

En(@ Raptinge Hesptal 9/20 | 1R
ORI{ (plieasr of m‘# zjal | 8/108s,
_Tul<a, Olclathsa o . 1,

 SECTION 6 — DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE |
XYES‘ [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):
MES [J NO B. Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice?
O Yes MO C. Have you ever had any patient mortality or other incident that resutted 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, consclous sedation or deep sedation/general anesthesia?

ixfs [0 NO D. Do you pian 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?
YES [] NO F. Do you plan to engage in enteral conscious sedation?
[0 NO  G. Do you plan to engage in parenteral conscious 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.

\u\/‘l (tM-
N halatisi
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A dentist administering conscious sedation in lowa must document and ensure that alt 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
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 Cortification
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:

Each facility in which you perform 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.

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

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

(I 2. Anoperating 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 cardiopuimonary resuscitation?

a

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

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 s capable of delivering oxygen to
the patient under positive pressure, together with an adequate backup systom?

6. A recovery area that has available oxygen, adequate llghtlng, suction, and electrical outlets? (The recovery area ¢an be the
operating room.) |
7. Is the patient able to be observed by a member of the staff at all times during the recovery period?

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral alrways? -

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)?

Ooooooooooo oo o o0

19. Do you employ volatile fiquid 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. 4—0 A}\

COPY FORM AND SUBMIT FOR EACH FACILITY. 3 ‘ Q




NO

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

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

3. Do you currénﬂy 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 recelving 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 piaced on probation during a professional trairing programi/school?

7. Have you ever voluntarily surrendered a liconse 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 boen 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 natlon ever limited, restricted, warned, censured, piaced on probation,
suspended, or revoked a license or permit you held?

10. Have you ever been notified of any charges filod 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 Enforcoment Administration (DEA) or state controlied substance registration certificate or
has your controlled substancé registration ever been placed on probation, suspended, voluntarily surrendered or revoked?

<
ol Dg

O O o o ooooar o

: COUNTY:

OWahepno Tula,

1, 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 alf statements made by me on this application and accompanying attachments are true and correct. Should | fumish any false information,
or have substantial omission, | hereby agree that such act shail 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. o

I understand that | have no legal authority to administer deep sedation/general anesthesia until a permit has been granted. | understand that my faci

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 Iife 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 deep
sedatiorv/general anesthesia, or conscious sedation.

1 hereby authorize the release of any and all information and records the Board shall deem pertinent to the evaluation of this appiication, 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.

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

I further state that | have read the rules related to the use of conscious sedation, deep sedation/general anesthesia and nitrous oxide inhatation
analgesia, as described in 650 lowa Administrative Code Chapter 29. | hereby agree to abide by the laws and rules pertaining to the practice of
dentistry and deep sedation/general anesthesia in the state of lowa. .

MUST BRERVNE!

STATE:

%, | susscriaed anp SWORNEBEFORE ME, THIS | G+ DAY OF Cyon e, + YEAR D0
“ ‘% NOTARY PUBLIC SIGNATURE N J
-
-
§

.

AV

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

O'\S)‘D'Ué) \, 2019

#03000496 ¢
EXP.07/01/2019 &
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; IOWA DENTAL BOARD
400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
' Phone (515) 281-5157 Fax (51 5) 281-7969

http:/iwww.dentalboard.iowa.qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

Instructions - Complete Section 1 and mail this form to the Postgraduate Program Director for verification of your postgraduate training.
| NAME (First, Middle, Last, Suffix, Former/Maiden):

:NLge%DDRESEL Sau- ‘smgwxmfm\_ Al
Tules N TL13Y% -

To obtain a permit fo o administer deep sedation/general anesthesia in lowa, the lowa Dental Board requires that the applicant submit evidence of havmg %
completed an-approved postgraduate training program or other formal training prograr approved by the Board. The applicant's signiature below
- authorizes the release of any information, favorabie or otherwise, directly to the lowa Dental Board at the address.above.

APPLICANTS SIGNATURE: DATE:

19/1(,

- THIS. POS?GRADUATE PROGRAM 1S APPROVED OR ACCREDITED TO TEACH POSTGRADUATE DENTAL OR MEDICAL EDUCATION BY
ONE OF THE FOLLOWING:

Z”Ameriam Dental Association;
‘O Accreditation Councll for Graduate Medical Education of the American Medical Association (AMA); or
[0 Education Committes of the American Osteopathic Association {AOA).

'NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:

L/%M mﬂmf jOLUZu #Aspz—/‘rls onk CJM/&% |
DATES APPLICANT ] FROM DATE PROGRAM _
PARTICIPATED IN PROGRAM » r 0 ‘7'Q W}'@B 0 COMPLETED: (Q Z g () _
§LYES (I NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please

explain.

I:] YES .{NO 2. DID THE APPLICANT EVER RECEIVE A WARNING, REPRIMAND, OR WAS THE APPLICANT PLACED ON PROBATION
DURING THE TRAINING PROGRAM? If yes, please expiain.

D YES KNO 3.WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? if yes, please explain.

gYES [0 NO 4. DOES THE PROGRAM COVER PART 2 OF THE 2003 AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING THE
COMPREHENSIVE CONTROL OF ANXIETY AND PAIN AT THE ADVANCED EDUCATION LEVEL? If no, please explain.

M ES EI NO 4. DOES THE PROGRAM INCLUDE ADDITIONAL TRAINING IN MANAGING PEDIATRIC OR MEDICALLY COMPROMISED
PATIENTS? If yes, please provide details.

‘ 1 further certify that the above namad applicant has demonstrated competency in aimay management and deep sodaﬁonlgeneml anesthesia.
» PROGRAM DIRECTOR SIGNATURE DATE:
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04/18/2016 6:05PM FAX 3193562340 SEC [#0002/0002

IOWA DENTAL BOARD
400 S.W, 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (516) 281-5157 Fax (515) 281-7969

http.//www.dentalboard.lowa,qov
PLEASE TYPE OR PRINT LEGIBLY IN INK,

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

2SECTION 1 - APPLICANT INFORMATION

Inatructlons — Complete Seclion 1 and malil this form 1o the Poslgraduate Program Director for verlfication of your postgraduata tralning.
NAMEi (First, Middle, Last, Suffix, Former/Malden):

MAILING ADDRESS:

CHSYQ’I_.H S zamm A ud ——
Tulsg "B I35 - 1Sl 01 /491-1 13

To obtain a permit to administer deep sedation/general anesihesia in lowa, the lowa Dental Board requires that the applicant submit evidence of ha\ﬂng
completed an approved postgraduale tralning program or other formal training program approved by the Board. The applicant's signature below
suthorizes the release of any informatlon, favorable or otherwise, directly to the lowa Dental Board at the addrass above.

APPLICANT'S SIGNATURE: DATE:

_dagﬂ d./g/zozzp
SECTION. 2"~ TO BE COMPLETED BY. POSTGRADUATE PROGRAM DIRECTOR" - -

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

yn K owsi-

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

3 Amorican Dental Assoclation;
Er Accreditation Councll for Graduate Modlcal Educatlon of the American Medical Association (AMA); or
[J Education Committes of the American Osteopathic Association (AQA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:
dmdwc,dﬂ o lowe -H‘DE‘P ials +(‘,lm|,c,$ DW of -Qufm
| DATES APPLICANT | From (MoryRy: TO (MO/YR): DATE PROGRAM
PARTICIPATED (N PROGRAM » 1149718 1] 14%0 COMPLETED:
= I
CJYES [J NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please
explain.

O YES [ NO 2.DID THE APPLICANT EVER RECEIVE A WARNING, REFRIMAND, OR WAS THE APPLICANT PLACED ON PROBATION
DURING THE TRAINING PROGRAM? If yes, please explain.

O YES [ NO 3.WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yas, pisaso axplain.

[J YES [J NO 4.DOES THE PROGRAM COVER PART 2 OF THE 2003 AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING THE
COMPREHENSIVE CONTROL OF ANXIETY AND PAIN AT THE ADVANCED EDUCATION LEVEL? If no, please explain.

O YES [J NO 4. DOES THE PROGRAM INCLUDE ADDITIONAL TRAINING IN MANAGING PEDIATRIC OR MEDICALLY COMPROMISED
PATIENTS? Ifyes, please provide details.

-‘l"lJILLLl&—Iﬂ ’)vou;h GS W8 Jo e a;fonmn}'uomj Tsutg,},.n_g Jdt Jo A

l
7R of o

| further certify that the above named applicant has demonstrated competency In alrway management and daep sedation/ganeral anesthesia.

PROGRAM DIREC GNATURE: DATE:
Q} AN o 6‘// ‘f/ 2 4

Received Time Apr. 18. 2016 4:27PM No. 9571




04/18/2016 6:05PM FAX 3133562340 SEC [A0001/0002

L

UNIVERSITY oF JIOWA
HEALT]‘] CARE Department of Anesthesia

200 Hawkins Drive
lowa Clity, lowa 52242-1009
319/356.2633 Tel
319/356.2940 Fax
F ac Slmll e www.uihealthcare.org
Date: 4!13! 1 Time: J!2% pm
To: s deerba!l Board Tel:
Fax: VL Lt e A w2 <1 0
PS5~ Q81— "19019
From: Tel: 319/356.2633
Department of Anesthesia Fax: 319/356.2940

University of lowa Hospitals & Clinics
200 Hawkins Drive
lowa City, IA 54424-1009

Re: ~
No. of
Pages: 25

(Including cover sheet)
Comments:

The documents accompanying this facsimile contain confidential information that may be legally privileged and protected by federal
and state law. Please route this and the accompanying pages immediately to the individual named. Please call 319/356.2633 if there
are any problems with the transmission of this document, or if you have received this facsimile in error. This information is Intended
for use only by the entity or individual whom it is addressed. The authorized recipient is obligated to maintain the information in a safe,
secure, and confidential manner. The authorized recipient is prohibited from using this information for purposes other than intended,
prohibited from disclosing this information to any other party unless required to do so by law or regulation, and is required to destroy
the information after its stated need has been fulfilled. If you are in possession of protected health information and are not the intended
recipient, you are hereby notified that any improper disclosure, copying, or distribution of the contents of this information is strictly
prohibited. Please notify the owner of this information immediately and arrange for its return or destruction.

Received Time Apr. 18. 2016 4:27PM No. 9571




The Universify of lowa

UNIVERSITY HOSPITALS AND CLINICS

THIS IS TO CERTIFY THAT

Yois . Jacobs, D.0.3.

HAS COMPLETED THE SERVICE OF
Resident
in the Department of

Anesthesia

July 1, 1978 to July 1, 1980

TO THE SATISFACTION OF THE

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

JULY 1, 1980




04/18/2016 6:05PM FAX 3193562940 SEC [#0002/0002

IOWA DENTAL BOARD
400 S.W, 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (516) 281-5157 Fax (515) 281-7969

http://www.dentalboard.lowa.gov
PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SECTION 1~ APPLICANT INFORMATION

Inatructions -~ Complete Section 1 and mall this form to the Poslgraduate Program Diractor for verlfication of your postgraduata tralning.
NAMEi(Firsl. Middle, Last, Suffix, FormeriMalden):

3

MAILING ADDRESS:

?%_37_!;-_1 S zcmm A ul n— '
Twlsa Bk I35 - 165l 1$/421-( 13

To obtain a permit to administer deep sedation/general anesthesia in lowa, the lowa Dental Board requires that the applicant submit evidence of having
completed an approved postgraduale training program or other formal training program approved by the Board. The applicant's signature below
authorizes the release of any Informatlon, favorable or otharwise, directly to the lowa Dental Board at the address above,

APPLICANT'S SIGNATURE: DATE:

SECTION. 5— TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR" -~ - -

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

yn Ko~

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

O Amarican Dental Association;
Accreditation Councll for Graduate Medlical Educatlon of the American Medical Association (AMA); or
[0 Education Committee of the American Osteopathic Association (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:
Umd;vgd«-( o lowa hepikals «clines, DW of Hracliens)
DATES APPLICANT | FrRom (moryr): TO (MOIYR); DATE PROGRAM
PARTICIPATED IN PROGRAM b 111978 1! 1980 COMPLETED:
i T
CJYES [J NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? Ifno, please
explain.

O YES [0 NO 2.DID THE APPLICANT EVER RECEIVE A WARNING, REFRIMAND, OR WAS THE APPLICANT PLACED ON PROBATION
DURING THE TRAINING PROGRAM? If yes, please explain,

O YES [J NO 3.WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yas, plsase axplain.

D YES [] NO 4.DOES THE PROGRAM COVER PART 2 OF THE 2003 AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING THE
COMPREHENGIVE CONTROL OF ANXIETY AND PAIN AT THE ADVANCED EDUCATION LEVEL? I no, pleasa axplain.

[JYES [J NO 4. DOES THE PROGRAM INCLUDE ADDITIONAL TRAINING IN MANAGING PEDIATRIC OR MEDICALLY COMPROMISED
PATIENTS? If yes, please provide delails,

bl do prvde answs do Hea sforemenhiond gucshins Ju do -

o of +he duteS.

| further certify that the above named applicant has demonstrated compatency In alrway management and deep sedatlon/ganeral anesthesla.

PROGRAM D'RE@MUREI ‘ } BATR 5&// ‘7{/ I 4

Received Time Apr. 18. 2016 4:27PM No. 9571




RECEIVED

L20))

: . IOWA DENTAL BOARD
) % 400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687 JULO1 2016
Phone (515) 281-5157 Fax (515) 281-7969
CT rowa http://www.dentalboard.iowa.gov
IOWA DENTAL BOARD
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)
Amine Bellil
Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail: 44 iowadental@gmail.com
Belli.DMD@gmail.com Belli.DMD@gmail.com
Home Address: City: State: Zip: Home Phone:
1175 Farm Quarter Road Mt. Pleasant SC 29464 843-343-4156
License Number: Issue Date: Expiration Date: Type of Practice:
09277 4.13.2016 8.31.2016 Oral and Maxillofacial Surgery
SECTION 2 — LOCATION(S) IN IOWA WHERE SEDATION SERVICES WILL BE PROVIDED
Principal Office Address: City: Zip: Phone: Office Hours/Days:
A-1 IOWA DENTAL ANKENY 50023 (515) 964-5602
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
Ch i P Check all that %
eck 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 YES 7/2010-6/2016
Formal training in airway management YES 7/2010-6/2016
Minimum of one year of advanced training in anesthesiology in a training program
approved by the board YES 7/2010-6/2016
SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: Location:
Advanced Cardiac Life Support Bronx, NY, 10467
Date of Course: Date Certification Expires:
5/4/2016 5/4/2018
L | Lic# Sent to ACC: Peer Eval Fee_LL 00<(020 [ €0l
% Permit # Approved by ACC: State Ver.: ACLS
Q
g Issue Date: Temp # Inspection: Res. Ver Form
Brd Approved: T. Issue Date: Inspection Fee: Res. Cert




Name of Applicant AMINE BELLIL

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: From (Mo/YT): To (Mo/YTr):
Medical University of South Carolina - College of Dental Medicine 6/2006 5/2010
City, State: _ Degree Received:
Charleston, South Carolina DMD
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:
Montefiore Medical Center Oral and Maxillofacial Surgery 111 East 210th Street Bronx NY
Phone: Specialty: From (Mo/YTr): To (Mo/Yr):
718.920.2043 Oral and Maxillofacial Surgery 7/2012 6/2016
Type of Training: [ Intern [x]Resident []Fellow [] Other (Be Specific):
Name of Training Program: Address: City: State:
Montefiore Medical Center General Practice Residency 111 East 210th Street Bronx NY
Phone: Specialty: From (Mo/Yr): To (Mo/YTr):
718.920.2043 General Practice Residency 7/2010 6/2012

Type of Training: [] Intern [x] 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/Yr): To (Mo/YTr):
MMC General Practice Residency - Bronx, NY 10467 7/2010 6/2012
MMC Oral and Maxillofacial Surgery Residency - Bronx, NY 10467 7/2012 6/2016

SECTION 6 — DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

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

If yes, specify state(s) and permitnumber(s):

[x] YES [J NO B.Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice?

[JYES [x] 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?

YES [J 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?

I YES [J NO F.Do you plan to engage in enteral moderate sedation?

[ YES [J NO G. Do you plan to engage in parenteral moderatesedation?

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.

IV - Propofol, Ketamine, Midazolam, Fentanyl
IH - Nitrous Oxide, Oxygen




Name of Applicant AMINE BELLIL Facility Address: 201 S Ankeny Bivd, Ankeny, IA 50023

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
. X Registration #: Date: Expires:

Higby, Desirae QDA-12014 7.29.15 7.2017

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

Ollie, Robin QDA-10459 2.13.15 2.2017

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

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

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

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

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

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

SECTION 8 - FACILITIES & EQUIPMENT

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

YES NO Is your dental office properly maintained and equipped with the following:
K 0O

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?

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

[ [0 3. Alighting 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?

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

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

d [0 6. Arecovery area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area canbe the
operating room.)

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

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

[0 9. EKG monitor?

X [0 10.Laryngoscope andblades?

® [0 11.Endotracheal tubes?

X O 12. Magill forceps?

X [0 13.Oralairways?

] O 14. Stethoscope?

™ 0 15. A blood pressure monitoringdevice?

L] 0O 16. A pulse oximeter?

L 0O 17. Emergency drugs that are notexpired?

™ 0O 18. A defibrillator (an automated defibrillator is recommended)?

X 0O 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurane)?

1 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 [
- 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 O X

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 0O o 0O ooogal o
G K K & gE(g e &

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?

SECTION 10 - AFFIDAVIT OF APPLICANT

COUNTY:

STATE: ggw 6}9«5«0 Lt CHINALLS oW

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
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 the practice of dentistry and deep sedation/general anesthesia in the state of lowa.

MUST ﬁﬁ:ﬁ'«ﬁNED IN SIGNATURE OF APPLICANT
PRESE&Q&QF Ndj’ARY > AMINE BELLIL

) VDAYOF
SUBSCRIBEDAND)SWORN BEFORE ME, THIS 7 JWeDAYOF |

i

.YEAR 7 Dl(lp

:‘“:- NOT PUBLIGS
s i S OTARY(PUBLISAJGNATU
= L 2024 *s ﬂ
2B, W &
O oande. (O S NOTARY PUBLIC NAME (TYPED OR PRINTED) MY COMMISSION EXPIRES:

Y, J,s:?v i-‘U?’ \\\

KT I: lc Ovressy _T_\KLPWL&,% | )/! 2;)’! 24




ACLS

A C L S /' Certification
Provider | B

Amine Bellil

This card certifies that the person listed above has successfully completed the
Advanced Cardiac Life Support examination and skills scenarios review based
on the latest American Heart Association and ECC guidelines.

05/04/2016 05/04/2018

Reneval Date

Issue Date




ACLS Certification Institute

Training Center #:

Jennifer Bunn, RN

4 £
A b Fer Fsa.
!

32633 S
Provider #:

0846248429
Instructor #:

01201746832
Provider's
Signature:




ALBERT EINSTEIN COLLEGE OF MEDICINE MON TEFIORE

€ of Yeshiva University

,f_-_ MONTEFIORE MEDICAL CENTER
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B9 EINSTEIN Montefiore

THE UNIVERSITY HOSPITAL

Albert Einstein College of Medicine

ALBERT EINSTEIN COLLEGE OF MEDICINE
of Yeshiva University

MONTEFIORE MEDICAL CENTER
DEPARTMEINT OF DENTISTRY

s 3 S el 7 ezl

Amine Bellil. DMUMD

g o -
LLINLIG MBIl O r 1l ete S vz grerctosiade sot G 7

Fellow-Oral and Maxillofacial Sur qgery
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L ENSEN Montefiore

Albert Einstein College of Medicine THE UNIVERSITY HOSPITAL

OF YESHIVA UNIVERSITY

This is to certify that

Amine Bellil, D.M.D.

has satisfactorily fulfilled the training program requirements of

Oral and Maxillofacial Surgery

in the capacity of: Resident Jfor the period of: July 1, 2012 to June 30, 2015

In Witness whereof, the undersigned have affixed their signatures this 30th day of June, 2015

. a

UE.b.m.nn Einstein Coll wnl »._Sn%:._n

Pk Pout

Depariment Chairman

S - = L

Program Director

0 O A 0 W R O 6 0

T 10 0

000 5

T T D6 B 9 O O O )




EQ o
b EINSTEIN Montefiore

Albert Einstein College of Medicine THE UNIVERSITY HOSPITAL
OF YESHIVA UNIVERSITY

This is to certify that

Amine Bellil, D.M.D.

has satisfactorily fulfilled the training program requirements of

Oral and Maxillofacial Surgery

in the capacity of: Chief Resident for the period of: July 1, 2015 to June 30, 2016

In Witness whereof, the undersigned have affixed their signatures this 30th day of June, 2016

Uﬁ:.%imﬁ!&a.mmp: Bl ma. f Medicine

Tﬁnv:._m t and CEO, ?__on_ﬂﬁ_ca snler i
7 'l A5 A Lk D
feiband w Sy w&ﬁ O ik
ICr.m_EE.n:_ Chilirman N ¢ Program Director

90 A 08 T T T 0 2 0 1

i




IOWA DENTAL BOARD

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax (515) 281-7969

Yok http://www.dentalboard.jowa.gov RECE'VED

PLEASE TYPE OR PRINT LEGIBLY IN INK.
—0-6-2016

|
JUL

VERIFICATION OF POSTGRADUATE RESIDENCY PRAGRAM\TAL BOARD

SECTION 1 — APPLICANT INFORMATION

Instructions — Complete Section 1 and mail this form to the Postgraduate Program Director for verification of your postgraduate training.

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

MAILING ADDRESS:
1175 FARM QUARTER ROAD

CITY: STATE: ZIP CODE: PHONE:
MT.PLEASANT SC 29464 843-343-4156

To obtain a permit to administer deep sedation/general anesthesia in lowa, the lowa Dental Board requires that the applicant submit evidence of having
completed an approved postgraduate training program or other formal training program approved by the Board. The applicant's signature below
authorizes the release of any information, favorable or otherwise, directly to the lowa Dental Board at the address above.

APPLICANT’S SIGNATURE: DATE:
Y/,

SECTION 2-TO BﬁfﬁMPLE'ra\é BY POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR————

Jairo Alfonso Bastidas

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

[x] American Dental Association;
[0 Accreditation Council for Graduate Medical Education of the American Medical Association (AMA); or
[0 Education Committee of the American Osteopathic Association (AOQA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:

Montefiore Medical Center Oral and Maxillofacial Surgery 718-920-2043
DATES APPLICANT FROM (MO/YR): TO (MO/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » 7/2012 6/2016 COMPLETED:  6/30/2016
XIYES [] NO 1.DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please

explain.

(O YES [XINO 2.DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR BEEN PLACED ON PROBATION DURING THE
TRAINING PROGRAM? If yes, please explain.

CJYES [XINO 3.WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain.
X YES [] NO 4. DOES THE PROGRAM PROVIDE FORMAL TRAINING IN AIRWAY MANAGEMENT? If no, please explain.

YES [] NO 5. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRAINING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? If no, please explain.

/

| further cerﬂﬂ that the above named applicant has demonstrated competency in airway management and deep sedation/general anesthesia.

PROG CTOR SIGNATURE: DATE:

U\ 510\\{;
/ \ \




S IOWA DENTAL BOARD

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax (515) 281-7969
http://www.dentalboard.iowa.gov
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PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 - APPLICANT INFORMATION

Instructions — Complete Section 1 and mail this form to the Postgraduate Program Director for verification of your postgraduate training.

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

MAILING ADDRESS:
1175 Farm Quarter Road

CITY: STATE: ZIP CODE: PHONE:
Mt. Pleasant SC 29464 843-343-4156

To obtain a permit to administer deep sedation/general anesthesia in lowa, the lowa Dental Board requires that the applicant submit evidence of having
completed an approved postgraduate training program or other formal training program approved by the Board. The applicant’s signature below
authorizes the release of any information, favorable or otherwise, directly to the lowa Dental Board at the address above.

APPLICANT’S SIGNATURE: — DATE
L5016
L

SECTION 2 - TO BE COMPLETED 8BY POSTGRADUATE PROG DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:
Jairo Alfonso Bastidas

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

[xX] American Dental Association;
[0 Accreditation Council for Graduate Medical Education of the American Medical Association (AMA); or
[ Education Committee of the American Osteopathic Association (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:
Montefiore Medical Center Oral and Maxillofacial Surgery 718-920-2043
DATES APPLICANT FROM (MO/YR): TO (MO/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » 7/2012 6/2016 COMPLETED:  6/30/2016
XIYES [J NO 1.DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please
explain.

[JYES [XINO 2. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR BEEN PLACED ON PROBATION DURING THE
TRAINING PROGRAM? If yes, please explain.

[JYES [XINO 3.WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain.
[xl YES [] NO 4. DOES THE PROGRAM PROVIDE FORMAL TRAINING IN AIRWAY MANAGEMENT? If no, please explain.

(X YES [J NO 5. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRAINING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? If no, please explain.

y

I furthel}gnlﬁ\that the above named applicant has demonstrated competency in airway management and deep sedation/general anesthesia.

W nENm
= r




IOWA DENTAL BOARD

http://www.dentalboard.iowa.gov
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JOWA DENTAL

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687 MAY '},g 701b
Phone (515) 281-5157 Fax (515) 281-7969

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)

THOMPSON , JAsON |, MARK
Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:
N/N Jﬂ.f&.\mﬁr-k +hormpion egﬂmm l.com J&Ljan - m—'%aﬁ?"ﬁn&u:aﬂﬁ,d“q
Home Address: City: State: ZiE: Home Phone:
Y06 MonoE ST, TOowA CTY T A L2496 760 229 2536

License Number:

Issue Date:

Expiration Date:

Type of Practice:

OnM MAaxicLOFACIAL SURGERY

SECTION 2 - LOCATION(S) IN IOWA WHERE SEDATION SERVICES WILL BE PROVIDED
Principal Office Address: City: Zip: Phone: Office Hourstays:ﬁ
(225 § GEaR AVE QTE. (56 WEST Quatimvaton | 52655 304 752 2659 | §am-5pm M -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
Ch . o Check all that .

eck 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 X Ju by ROl <
sedation and general anesthesia J_hc, 2916

o e = . Syl, 2oty -

Formal training in airway management X Jule 2ol
Minimum of one year of advanced training in anesthesiology in a training program (,( Ju y Zell -
approved by the board vz 2O @

SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course:
Ul HC - Em SLRC

TCCTIAO5 (37

Location:

I HE -~ EMSCRC

Date of Course: Date Certification Expires:
§/13 [2014 @}3:/2-0%:
Lic. # Sent to ACC: Peer Eval: Fee 3= (SR, B0
% Permit # Approved by ACC: State Ver.: ACLS
§ Issue Date: Temp # Inspection: Res. Ver Form
Brd Approved: T. Issue Date: Inspection Fee: Res. Cert




Name of Applicant JAJ'GN Maaw ﬂﬂMPJDN

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: From (Mo/Yr): To (MolYr):
UNIVERSITY 0F CAvlForNiA ~ Los ANGELES Jury 200f | Juws 2012
City, State: Degree Received:
LoS ANGELES @ CA . D.

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:
Oniveas ir ofF (owh Hogpiraus £ Ciowics| 206 Hawrm s da lowh civy ITA
Phone: Specialty: From (Mo/Yr): To (MolYTr):

3la 356 (6o OlAe MAX e Fpcial SupGery] Jury 2012 JuriE 2016
Type of Training: [ Intern [ Resident [] 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/Yr): To (MolYr):

Ne OmHaa Activre THan ABove LisTEY Scttoound

SECTION 6 - DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

[JYES [ 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):

E YES [] NO B. Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice?

[ YES 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?

] YES [J NO D. Do you plan to use deep sedation/general anesthesia in pediatric patients?

B3 YES [0 NO E. Do you plan to use deep sedation/general anesthesia in medically compromised patients?

E] YES [] NO F.Do you plan to engage in enteral moderate sedation?

M YES [] 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.

(V — VEASED, FENTAN v, KETrAm v ;2 , Poporel

)
INTALAT IO ~ Ntﬂ'lous) PossfiBLe oTHER ANESTHEMCS N OR SETTING CN.':‘-‘ JUGFF«_E)
Po - VERJSED

/M - KETAWIVE




Name of Applicant Jﬁj'wu Map ‘_{?-mm pson)

Facility Address

i225 J. GEAQ AVvE S5 156

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
Nq(,-Hoi..-E DAVlS Registration #: GDA_ogq '}5 Date: 3"2-016 Expires: 3-20(§
Name: License/ BLS Certification Date BLS Certification
ERIKA PRICE Registration #: ADA - O 744 &| Date: 3-20l6 Expires: '3"?-0[:?
Name: License/ BLS Certification Date BLS Certification
MoLey LAMBEQT Registration#: npa - 125 ¢ & | Date: {2-20i5 Expires: P2 -?\01‘1-
Name: License/ BLS Certification Date BLS Certification
JE SS1cA Ct—\&&‘;" Registration #: GDH - 062_53 Date: 3 ~2006 Expires: 3 —20( &
Name: License/ BLS Certification Date BLS Certification
V(RG. INTA LA-YEQ\ Registration #: DA - .\‘08"{6( Date: ’3 -20i 6 Expires: 3 - 204 &
Name: License/ BLS Certification Date BLS Certification
MEG&N Vch Ragistration#:_r__ 12_83‘._? Date: 3 _2_0(‘: Expires: 3 __2_0“?
Nime: ;i:ei':gtion i 112381 gla-tse _Cerl.iﬁcation E:ﬁ.::-s C_erliﬁcation
ELLEN BRADLE Y P REGISTEACY NURSE " 3-20lb - 3-20t8
Name: License/ . i2q 2 317 BLS Certification Date BLS Certification
J ILCIAN FAELAN) Registration #: Date: 3=2616 Expires: '3 —201 8

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
B O
£ 0O
M O

ONARAEERENMNERNE BR W KR

X OOOOOO0OO0OO0OO0OO0O oo o oo

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

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

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

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

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

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

6. A recovery area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the
operating room.)
7. Is the patient able to be observed by a member of the staff at all times during the recovery period?

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral airways?

14. Stethoscope?

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

17. Emergency drugs that are not expired?

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

'19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, 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 O K
skill and safety?

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

3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to O E
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 N /h
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?

0| o o o ojo|o|o| o
R
B ® B ®W30|R|=|&| 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 placed on probation, suspended, voluntarily surrendered or revoked?

SECTION 10 - AFFIDAVIT OF APPLICANT

STATE: COUNTY:

|, 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.

I 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 the practice of dentistry and deep sedation/general anesthesia in the state of lowa.

MUST BE SIGNED IN SIGNATURE QF APPLICAN
PRESENCE OF NOTARY »

NOTARY SEAL ( BSCRIBED AND SWORN BEFORE ME, THIS /g"”‘m\f OF ﬂ,/ , YEAR a?a/é

NOTARY PUBLIC S TURE

NOTARY PUBLIC NJ\ME (fvaD OR PRINTED) r.w COMMISSION EXPIRES:

Mary B. Litwiller ”@,ﬂé A7, c;?ﬁ/f
A




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

PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 - APPLICANT INFORMATION

Instructions — Complete Section 1 and mail this form to the Postgraduate Program Director for verification of your postgraduate training.

NAME (First, Middle, Last, Suffix, Former/Maiden):
JASIN , MARK  THomPSop
4

MAILING ADDRESS:
Y06 Mo pPocE ST,
CITY: STATE: ZIP CODE: PHONE:
[owd TV A Fr24¢ 760 1LY 2£3¢

To obtain a permit to administer deep sedation/general anesthesia in lowa, the lowa Dental Board requires that the applicant submit evidence of having
completed an approved postgraduate training program or other formal training program approved by the Board. The applicant's signature below
authorizes the release of any information, favorable or otherwise, directly to the lowa Dental Board at the address above.

DATE:
5/2/1e

L

/GECTION 2-TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:
Stevew L. Flehkher DDS

L)
THIS POSTGRADUATE PROGRAM IS APPROVED OR ACCREDITED TO TEACH POSTGRADUATE DENTAL OR MEDICAL EDUCATION BY
ONE_OF THE FOLLOWING:

American Dental Association;
[0 Accreditation Council for Graduate Medical Education of the American Medical Association (AMA); or
[0 Education Committee of the American Osteopathic Association (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:

b1
Untversdy of T qu,d-,,l s & Cies . Toww €k, |319-356-7339
DATES APPLICANT FROM (MO/YR): TO (MO/YR): /| DATE PROGRAM

PARTICIPATED IN PROGRAM » 07 /2012 06/2016 COMPLETED: £ -30- [f

O YEs M’NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please

explain. — P, Thoapson 1S n “,J s aMd ...,\” Cchf‘e-‘u ﬂ.QtAbe n ju\._.L 20l6

[J YES &¥'NO 2. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR BEEN PLACED ON PROBATION DURING THE
TRAINING PROGRAM? If yes, please explain.

O YEs Ij% 3. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain.
YES [ NO 4. DOES THE PROGRAM PROVIDE FORMAL TRAINING IN AIRWAY MANAGEMENT? If no, please explain.

YES [] NO 5. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRAINING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? If no, please explain.

| further certify that the above named applicant has demonstrated competency in airway management and deep sedation/general anesthesia.

PROGRAM DIRECTOR SIGNATURE: DATE:

S-2-1¢

4




PEEL
HERE

[ : Training TCID#
A C I_ S ':'_Irgg"_ian Center Name UTHC-EMSLRC
P FOV| d er Associations TC TCCIA05137 _
Infa 200 awkins Dr, low#City, 1A 52242
Cours 319-353-7495
ourse o
Jason Thompson Location EMSLRC
This card certifies that the above individual has successfully nstuoty  L6© Ridge 03060026618
completed the cognitive and skills svaluations In accordance Name
with the curriculum of the American Heart Association Advanced —
Cardiovascular Life Support (ACLS) Program. Holder's
8/13/2014 8/31/2016 Sighahia
Issue Date F;;:omrnended Renewal Date © 2011 American Heart Association  Tampering with this card will aiter its appearance.  B0-1305

Jason Thompson
406 Monroe St.
lowa City TA 52246

Peel the wallet card off the
sheet and fold it over.
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For award-winning pediatric resources, visit ShOP_AAP

shop.aap.org

American Academy of Pediatrics

CEDICATED TO THE HEALTH OF ALL CHILDEEN*

Advertising Disclaimer »

AAP News
June 27, 2016

Report updates guidance on sedation in children
undergoing medical, dental procedures

Charles J. Coté, M.D., FAAP and Stephen Wilson, D.M.D., M. A., Ph.D.

New guidance on pediatric sedation recommends more advanced skills on the part of practitioners, unifies guidelines for

medicine and dentistry, and offers clarifications on monitoring modalities and other methods to improve safety and outcomes.

The AAP clinical report Guidelines for Monitoring and Management of Pediatric Patients Before, During and After Sedation
for Diagnostic and Therapeutic Procedures: Update 2016,
http://pediatrics.aappublications.org/content/early/2016/06/24/peds.2016-1212, is jointly issued with the American Academy of
Pediatric Dentistry (AAPD). It will be published in the July issue of Pediatrics.

Highlights of practice recommendations
The report recommends the following:

e Practitioners who administer moderate sedation
need to have the skills to rescue a child with
apnea, laryngospasm and airway obstruction,

and to perform successful bag/mask ventilation.

» Those administering deep sedation also must be
able to perform tracheal intubation and

cardiopulmonary resuscitation.

» Additionally, the skilled observer for either
moderate or deep sedation must be trained in
Pediatric Advanced Life Support.

* Most importantly, the use of capnography is
highly encouraged for children who are
moderately sedated and required for those who

are deeply sedated.

Photo courtesy of Stephen Wilson, D.M.D., M.A., Ph.D.

The report recognizes that in some situations, capnography may not be possible until after the child is sedated, and the veracity
of the numbers produced often will be unreflective of the actual arterial or expired carbon dioxide values. However, the real

http://www.aappublications.org/news/2016/06/27/Sedation062716 1/4
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issue is whether the child is breathing; if there is air exchange; whether the airway has become obstructed; and the effectiveness

of airway maneuvers in correcting complications.
To aid clinicians, the report includes three decision trees to guide management of airway obstruction, laryngospasm and apnea.
Evolution of the guidance

The issue of safe sedation was raised in the 1980s following several deaths in dental offices. In 1985, the Academy developed
the first sedation guideline by any organization. In 1991, it was determined that the guideline was not being followed because
the title referred to “general anesthesia,” and practitioners thought this just applied to because the title contain the word
“general anesthesia”’and many practitioners thought this just apply to anesthesiologists. Therefore, the 1992 revision was retitled
Guidelines for Monitoring and Management of Pediatric Patients During and After Sedation for Diagnostic and Therapeutic

Procedures.

In the interim, other organizations such as the American Society of Anesthesiologists and the Joint Commission issued

additional guidelines. In 2002, an addendum to the AAP guideline was published, unifying language among these groups.

As a result, advanced airway skills — including the ability to perform bag mask ventilation, unobstruct an obstructed airway,

ventilate the patient who had developed apnea, and perform cardiopulmonary resuscitation skills now were required. Children
who were moderately sedated would be observed by an individual who could help with interruptible tasks; at least one person
had to have advanced airway management skills. Children who were deeply sedated had to be observed by an independent

observer whose only responsibility was to monitor the child.

The AAP-AAPD guideline updated in 2006 was a unified document that represented pediatric dentistry and general pediatrics
with the same language, the same definitions and the same goals. It emphasized proper fasting for elective procedures, a
focused airway examination, warnings about nutraceuticals and drug interactions on the cytochrome system. The guideline also

recognized that children younger than 6 years of age generally require deep sedation.

Continuous quality improvement and simulation training for management of rare events were encouraged, as was familiarity
with airway adjuncts such as supraglottic devices for rescue, e.g., laryngeal mask airway. The use of capnography was

encouraged but not required.

This past year, the AAPD and the Academy began collaborating on the latest report that included capnography and the more

rigorous training recommendations.

Overall, the update is a victory for children who require procedural sedation. Once individuals begin to use capnography, they
will see great value in providing near-immediate recognition of respiratory compromise even before oxygen saturation changes.
Just like many children have been rescued following an adverse sedation event because of pulse oximetry, capnography

provides warning even before desaturation.

The acronym SOAPME is commonly used as a reminder in the planning and preparation for a sedation procedure:
S = suction
O = oxygen; an adequate reserve supply

A = airway; size-appropriate equipment to manage a non-breathing child
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P = pharmacy; drugs needed to support life and appropriate reversal agents

M = monitors; size-appropriate oximeter probes, electrocardiogram, noninvasive blood pressure measurement

E = equipment; a defibrillator with appropriate size pads

Drs. Coté and Wilson are lead authors of the clinical report.
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