STATE OF IOWA
[OWA DENTAL BOARD

TERRY E. BRANSTAD, GOVERNOR MELANIE JOHNSON, J.D.
KiM REYNOLDS, LT. GOVERNOR EXECUTIVE DIRECTOR

ANESTHESIA CREDENTIALS COMMITTEE
AGENDA
May 2, 2013
12:00 p.m.

Updated 4/29/13
Location: lowa Dental Board, 400 SW 8" St., Suite D, Des Moines, lowa
(Committee Members May Participate in Person or by Telephone)

Committee Members: Lynn Curry, D.D.S. Chair; Richard, Burton, D.D.S.; Steven Clark,
D.D.S.; Douglas Horton, D.D.S.; Gary Roth, D.D.S.; Kaaren Vargas, D.D.S.; Kurt Westlund,
D.D.S.

OPEN SESSION

l. CALL MEETING TO ORDER - ROLL CALL Lynn Curry, D.D.S.
1. COMMITTEE MEETING MINUTES
a. January 24, 2013 — Teleconference
I1l.  GENERAL ANESTHESIA PERMIT APPLICATIONS
a. Joel S. Reynolds, D.D.S.
b. Ryan B. Lee, D.D.S. (*added 4/29/13)
c. Benjamin L. Fuller, D.D.S. (*added 4/29/13)
V. OTHER BUSINESS
a. 2013 Committee Appointments
b. Other business as necessary
V. OPPORTUNITY FOR PUBLIC COMMENT
VI. ADJOURN

If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability,
please call the office of the Board at 515/281-5157.

Please Note: At the discretion of the Committee Chair, agenda items may be taken out of order to accommodate
scheduling requests of Committee members, presenters or attendees or to facilitate meeting efficiency.

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

- TELEPHONIC MEETING -

MINUTES
January 24, 2013
Conference Room

400 S.W. 8t St., Suite D
Des Moines, lowa

Committee Members January 24, 2013
Lynn Curry, D.D.S. Present
Richard Burton, D.D.S. Present
Steven Clark, D.D.S. Present
Douglas Horton, D.D.S. Present
Gary Roth, D.D.S. Present
Kaaren Vargas, D.D.S. Absent
Kurt Westlund, D.D.S. Absent

Staff Member
Christel Braness

I. CALL TO ORDER FOR JANUARY 24, 2013

Dr. Curry called the meeting of the Anesthesia Credentials Committee to order at 12:06 p.m. on
Thursday, January 24, 2013. This meeting was held by conference call to review Committee
minutes, an application for moderate sedation permit, and requests for course approval. It was
impossible for the Committee to schedule a meeting on such short notice and impractical for the
Committee to meet with such a short agenda. A quorum was established with five (5) members

present.

Roll Call:

Member Curry Burton Clark Horton Roth Vargas Westlund
Present X X X X X

Absent X X

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



I1. OPEN SESSION MINUTES
= Qctober 18, 2012 — Committee Minutes

% MOVED by ROTH, by SECONDED by HORTON, to APPROVE the minutes of the
October 18, 2012 meeting as submitted. Motion APPROVED unanimously.

= December 19, 2012 — Committee Minutes

X/
°e

MOVED by ROTH, by SECONDED by CLARK, to APPROVE the minutes of the
December 19, 2012 meeting as submitted. Motion APPROVED unanimously.

I11. MODERATE SEDATION PERMIT APPLICATIONS

= Bradley Jordan, D.D.S.

Dr. Burton reported that after reviewing the application that he would recommend approval of
the permit following successful completion of a facility inspection and peer evaluation. Ms.
Braness reported that Dr. Jordan had been in contact with the Board office and should be aware
of the inspection and evaluation that may be required prior to issuance.

Dr. Roth expressed some concerns regarding the amount of training, within a general practice
residency, provided relating to ASA 3-4 patients. Dr. Burton agreed with the Dr. Roth. Dr.
Burton reported that the University Of lowa College Of Dentistry rarely provides training in
sedation on ASA 3 patients, and even less frequently on ASA 4 patients.

Dr. Horton asked if the Committee could recommend approving the permit for all patients 13
years of age or older, who are classified ASA 1-2. The Committee members indicated that Dr.
Jordan could submit further documentation for review if Dr. Jordan wishes to pursue sedation for
ASA 3-4 patients.

Ms. Braness stated that due to the provisions of lowa Administrative Code 650—Chapter 29,
regarding the required training for pediatric and medically-compromised patients, the Committee
could recommend limiting the patients that Dr. Jordan would be allowed to sedate.

% MOVED by ROTH, SECONDED by HORTON, to recommend approval of a
moderate sedation permit for patients 13 years of age and older, who are category
ASA 1-2 following completion of a facility inspection and peer evaluation. Motion
APPROVED unanimously.
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IV. MODERATE SEDATION COURSE APPROVAL REQUEST

= UCLA School of Dentistry & Wendel Family Dental Centre

Dr. Curry and Ms. Braness provided an overview of this request. At the last meeting of the
Committee, the members asked for additional information regarding the clinical portion of the
course prior to making a final decision on this request.

% MOVED by ROTH, SECONDED by CLARK, to approve the course based on the
additional clarification provided by the sponsor. Motion APPROVED unanimously.

= Duquesne University of Milan School of Pharmacy, IV Moderate Sedation for Dentistry

Ms. Braness reported that Dr. Kava, is a licensee, who wanted to complete a course in moderate
sedation. Dr. Kava indicated that the University of Minnesota was no longer offering the
moderate sedation course, which the Committee had approved previously. Dr. Kava became
aware of the training provided by Duquesne University of Milan School of Pharmacy, and
requested Committee-approval of this course.

Dr. Burton expressed some concerns about the course since there were no references to the
instruction of the course in the materials provided.

Dr. Roth clarified that the course materials provided some guidelines about the didactic portion
of the course; however, there was almost no information provided concerning the clinical
training. Dr. Roth recommended that the additional information be obtained concerning the
instructors and the clinical portion of the training. Dr. Burton agreed with Dr. Roth since it is
unclear who developed the course and who would be providing the instruction.

% MOVED by ROTH, SECONDED by BURTON, to request additional information
concerning the clinical portion of the course and possible instructors prior to making
a final decision. Motion APPROVED unanimously.

V. OPPORTUNITY FOR PUBLIC COMMENT

Dr. Horton asked how to schedule the peer evaluations of the licensees, whose recent
applications had been recommended for approval.

Ms. Braness indicated that she would email the information to the Committee members and ask
who would be available to complete those evaluations. In order to comply with the interpretation

Minutes — Draft (Requires Final Approval) 4 25 13
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of open meetings law, Dr. Roth reminded the Committee members to reply only to Ms. Braness
and to not to reply to all Committee members.

% MOVED by ROTH, SECONDED by HORTON, to adjourn the meeting. Motion
APPROVED unanimously.

VI. ADJOURNMENT

The Anesthesia Credentials Committee adjourned its meeting at 12:27 p.m.

NEXT MEETING OF THE COMMITTEE

The next meeting of the Anesthesia Credentials Committee is scheduled for May 2, 2013. The
meeting will be held at the Board offices and by teleconference.

Respectfully submitted,

Melanie Johnson, J.D.
Executive Director

MJ/cb
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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://www.dentalboard.iowa.qgov

RECEIVED
APR 1 5 2013

IOWA DENTAL BOARD

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. [f not applicable, mark “N/A.”

Full Legal Name: (Last, Firsg, Middle, Suffix)
S
[Reywnolds  Tos

émm

SECTION 2 ~ LOCATION(S) IN IOWA WHEﬁE SEDATION SERVICES W

Other Names lir'sed: {e.g. Maidgn) Homé Z?all Work E-mail:
0 N a 4 : 7, analg vt.
Home Address: ‘ Vi O%_%(W‘ﬂr/ IOW' iﬁ),‘/ﬂ;,AOL/w ﬁﬁﬁ;tﬂn:m t 09
. M/ch/ /97)%
License Numilfer: ¢ %”{_'“7 Issue Date: Exyflratlon Date: Type df Prdctice:
G- 3o L3002 €303 | Dn Lo Mipiplfars] Tusaly

ILL BE PROVIDED

Principal Office Address: City Zip: Phone: Office Hours/Days:
1969 29+ 5t t5s De/%,wq 9026l (51502234514 [ D0-¢| #1- F
Other Offlce Addres Clty Qip: “Phone: Ofﬂce HoursIDays
3o & f?‘w{ A A 72/4 Meologs 150317 (55)362-6035| 72504 - K
Other Office Address: Clty ﬁip: ’ Phone: Off,ice Hours/Days:
o Nt Gpheel 5. Auleens Jvoal  (91511.7%87:30-4 - F
Other Office Adcﬂ'ess: Ci{y: ( Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 — BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed & attach proof. Check all that DATE(S):

apply.

sedation and general anesthesia

Advanced education program accredited by ADA that provides training in deep

OC/09 - 06/} 3

Formal training in airway management

X
X

0Lt L 06 S

approved by the board

Minimum of one year of advanced training in anesthesiology in a training program

SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course

Location:

Date of Course

Clntthing éwf ///:JM/ /

by

4//?

Date Certlflca on Expires:

2015

et 524573, B0

° L|c. # Sent to ACC: Peer Evatl:

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

g Issue Date: Temp # Inspection: Res. Ver Form
Brd Approved: T. Issue Date: Inspection Fee: Res. Cert




Name of Applicant j;ﬂ( %///.Amré

SECTION 5 ~ DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: From (Mo/Yr): To (Mo/Yr):
Lo s /5y aF T OX /9 6o /09
City, State: - — \ ! / v \'e’gr‘ée’Re \;ivgd: ~
Towa Lity, (TH4 1) 7 4

POST-GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgraduate prograﬁ yoﬁ have completed.
Name of Training Program: Address: City: State:

/Lu/‘l‘ﬁﬁamq émf /7ll/: /% 5u‘)‘/fAM 6‘)/ L) Yt SF !,.) IVM./'VW/'OM P//

Phone: . / /Specialty: From (iVIoIYr): 0] To (Mo/Yr):
(202)4Q18- 6458 Dwlet oxilhSaginl Sugpuiy| (0 (/09 | 0 /7>
Type of Training: [] Internwesident [] Fellow [] Other (Be Specific): 4 / !

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

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

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

CHRONOLOGY OF ACTIVITIES
Provide a chronological listing of all dental and non-dentat 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/Yr):

Wu ! ) )il ) - 06/09 06,12

SECTION 6 - DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

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

If yes, specify state(s) and permit nhumber(s):
ﬂYES [1 NO B. Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice?

O YESﬂ 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?

WES 1 NO D. Do you plan to use deep sedation/general anesthesia in pediatric patients?
?Es [0 NO E. Do you plan to use deep sedation/general anesthesia in medically compromised patients?
Y

ES'\p NO F. Do you plan to engage in enteral moderate sedation?

\ﬂYES [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 for sedation purposes? Provide details (IV, inhalation, etc.) and

attach a separate sheet if necessary. f V’ U‘(/\’?lJ; W"‘47 ]( f"o‘ﬂfﬁ // /C&-}'A W‘lnH

ﬁL\AW’I‘OV‘{ ’\ M‘f\fovzﬁ °7€r'p€(;
/"M'aw"1 oyéa.;;; A (vvele TV w/ﬂ,wé ﬂw/ﬁwfwﬂ plug ov minus yv@yoé:'
o Wtumioe 5 . Afibvons e winy bt ooyt g et Lgondiog, o tr3e.

2




OMFS & HOSP. DENTISTRY Fax 3024284814 Jan 8 2013 01:30pm P002/002

|
(

Name of Applicant Faciity Address__ | b9 2940 S
SECTION 7 — AUXILIARY PERSONNEL WSt Des Uones (A

A dentist administering sedatlon in lowa must document and ensure that all auxillary personnel have certification in basic life support (BLS) and ara
capable of admihistering basic life support. Please lisl below lhe name(s), license/regisiration number, and BLS cartification stalus of all auxiliary

502

personnel.

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

< . -

Name: ] )Q X License/ BLS Certification Date BLS Cortification

Registration #: Date: Expires:
|

Name: 7 Licenge/ BLS Coertification Date BLS Certification
Registration #: Date; Explres:

Name: ' License/ BLS Cerfification Date BLS Certification ]

A - Q Registration #: Date: Expires:
, .

Name: o Licenge/ BLS Certification Data BLS Centification
Registration #: Date: Expires:

Name: License/ BLS Certification Date BLS Cortification I
Regjistration #: Date: Expires;

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

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

SECTION 8 - FACILITIES & EQUIPMENT

Each facility in which you perform sedation must be properly squipped. 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 I2 your dental office properly maintalned and equlppad with the following:
K [1 1. An operating room large enough to adequately accommodala the patient on a table or in an operating chalr and permit an
operating team consisting of at least three individuals to move freely about the patient?
\?j [ 2. An opsrating table or chalr that permits the patient to be positioned so the operating team can maintaln the airway, quickly
alter the patient pogltion in an emergency, and provide a firm platform for the management of cardiopulmonary resuschation?
O 3. Alighting systam that Is adequate to permit evaluation of the patient’s skin and mucosal color and & backup Jighting system
that is battery powared and of sufficlent intensity to permit completion of any operation underway at the time of general power
failure? .
\Fi [l 4. Suction equipment that permita aspiration of the eral and pharyngeal cavities and a backup suction device?
jé [0 5. An oxygen delivery system with adequate ful) face masks and appropriate conpectors that is capable of dellvering oxygen to
the patient under positive pressure, together with an adequate backup system?
ix [J &. Arecovery area that has available exygen, adequate lighting, suction, and elactrical outlats? (The recovery area can be the
operating room.) ) .
[  7.1s the patient able to be observed by & member of the staff at all times during the recovery perlod?
' [l 8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fail safe
mechanism? ]
1 9. EKG monitor?
[ 10, Laryngoscope and bladeg?
[J  11.Endotracheal tubes?
0J 0  12. Magill forceps?
% O 13.0ral sirways?
M [J 14, Stethoacope?
K 1 15. A blood pressure monitoring device?
M [0  16. A pulse oximater?
M O  17. Emergency drugs that are not expired?
ﬂ 0 18, A defibrillator (an automated defibrillator i3 recommended)?
D’ 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurans)?
L) 20.inthe space provided, list the number of nitrous oxide Inhatation analgesia units In your facility.

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




=, A B E F
1 |[Name |Licence # |BLS Date |BLS Exp
2 |Gina Crane 95805 Apr-12]  Apr-14
3 |Suzanne Davis 69918 Apr-12{  Apr-14
4 |Bryn Hilgenberg 110641 Apr-12|  Apr-14
5 |Stephanie Mansur 89542 Apr-12{  Apr-14
6 |[Pam Stoermer 51423 Apr-12]  Apr-14
7 jAmy Stroud 94868 Apr-12|  Apr-14
8 |Jennifer Svoboda 87079 Apr-12|  Apr-14
9 [Paula Truitt 95970 Apr-12|  Apr-14
10 {Manda VanderpolE 101616 Apr-12{  Apr-14
11 |Erin Lowe 123340 Apr-12]  Apr-14
12 |Heather Tingley 110294 Apr-12|  Apr-14
13 |Emily Nguyen 121679 May-11| May-13
14 | Tammy Brant 115382 Dec-11| Dec-13




SECTION 7 — AUXILIARY PERSONNEL

UMES & HUSF. UENIISIRY Fax JuZazyayid Jan H ZUlJg Ul:3Upm FUUZ/UUL

[ : [

Facility Address 2‘%) I\{ N \S&k@\ﬂ S
| Ty, [puwic  HAOLA

A dentist administering seda[lon in lowa must document and ensure that all guxiliary personnel have cerification in basic listuppon (BLS) and ara
capable of administering basic life support. Pléase list below the name(s), license/regisiration number, and BLS carlification status of all auxiliary

personnel.
Name! License/ . - _.| BLS Certificatlon -- Date BLS Certiflcation - -
- ' Registration #; Date: Expires:
<haon . - ) .
| Name: \)K Pd License/ BLS Certification Date BLS Certification
Registration #: : Date: Expires: .
) iy /
Name: 7 License/ BLS Certificatioh Date BLS Certification
; Registration #: Date: Explres: - :
Name: : License/ ) BLS Certificatlon Date BLS Cortification
A - Registration #: Date: Expires:
LT
Name: < License/ BLS Cedtification Data BLS Centification
Registration #: Date: Expires:
Name: License/ BLS Certificatlon Date BLS Cortification
Regjstration #: Date: Expires:
‘Name: License/ BLS Certification . Data BLS Certification _'{
Registration #: Date: Expires:
Name: License/ BLS Certification Date BLS Certif)cation
Registration #: Date: Expires:
_ - —
SECTION 8 - FACILITIES & EQUIPMENT - ]

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

YES NO s your dental office properly maintalned and equlppad with the following:
ﬁ [0 1. An operating room large enough to adequately accommodata the patient on a table or in an operating chair and permit an
operating team consisting of at least three individuals to move fresly about the patient?
\?ﬁ O 2. An openating table or chalr that permits the patient to be positioned so the operating team can maintaln the airway, quickly
g alter the patiant position in an emergency, and provide a firm platform for the management of cardiopulmonary resuscltation?
O 3. Alighting systam that Is adequate to permit evaluation of the patient’s skin and mucosal color and a backup Jighting system
that is battery powered and of sufficlent intensity to permit completion of any operation underway at the time of general power
failure? . . .
ﬁ [ 4. Suction equipment that permitg aspiration of the oral and pnéryngeal cavities and a backup suction device?
vé [0 5. An oxygen delivery system with adequate ful) face masks and appropriate conpectors that is capable of dellvering oxygen to
the patient under positive pressure, together with an adequate backup system?
# [0 6. Arecovery area that has available oxygen, adequate lightlng, suction, and elagtrical outlets? (The recovery area can be the
operating room.} . .
O 7-1s the patient able to be obgerved by a member of the staff at all times during the recovery perfod?
i [0 8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with-a fail safe
mechanism?
3 9.EKG monitor?
[  10.Laryngoscope and blades?
[0  11.Endotracheal tubes?
0 0 12. Magill forcops?
¥ O 13.0ral sirways?
ff DO 14 stethoscope?
- [1  15.A blood pressurg monitoring device?
¥ [ 16.Apulse oximater?
M O  17. Emergency drugs that are not expired?
g {J  18. A defibrillator {an automated defibrillztor i¢ recommended)?
[\j" ){ 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Malothane, Enflurans, lzoflurane)?
__._,_,_Q(,;_ 20. in the space provided, list the mumber of nitrous oxide Inhalation analgesia units In your facility. ]

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




A B E F
1 |Name Licence # |BLS Date |BLS Exp
2 |Gina Crane 95805 Apr-12]  Apr-14
3 |Suzanne Davis 69918 Apr-12{  Apr-14
4 |Bryn Hilgenberg 110641 Apr-121  Apr-14
5 |Stephanie Mansur 89542 Apr-12|  Apr-14
6 |Pam Stoermer 51423 Apr-12|  Apr-14
7 |Amy Stroud 94868 Apr-12| _Apr-14
8 |Jennifer Svoboda 87079 Apr-12|  Apr-14
9 |Paula Truitt 95970 Apr-12{  Apr-14
10 |Manda VanderpolE 101616 Apr-12  Apr-14
“11°[Erin Lowe 123340 Apr-12|  Apr-14
12 |Heather Tingley 110294 Apr-12|  Apr-14
13 JEmily Nguyen 121679 May-11}- May-13
14 |Tammy Brant 115382|] Dec-11] Dec-13|
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( ' (

Narne of Applicant %3'0 t EMW 'A'U‘Q»

Facility Address
SECTION 7 - AUXILIARY PERSONNEL ‘ DES oS (A S0)

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

personnel.
Name: ‘License/ - BLS Certification Date BLS Certffication -
- Registration #: Date: Expires:
i P
Name: \)Q /E Liconse/ BLS Certification Date BLS Cartification
Registration #: Date: Expires:

L

License/
Rogigtration #:

BLS Certification
Date;

Date BL.S Certlflcatlon
Explres:

Name: License/ BLS Certification Date BLS Cortification
ﬂ - Registration #: Dates Expires: ‘
LT ,

Name: S Licenge/ BLS Cortificgtion Date BLS Centification
Registration #: Date: Expires:

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

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

Name: License/ BLS Centification Date BLS Centiflcation
Registration #: Date: Expires:

SECTION 8 - FACILITIES & EQUIPMENT

Each facillty in which you perform sedation mus! be properly squipped. Copy this page and complete for each facllity. You may apply for an exemption
of any of these provisions. The Board may grani the exemption if It determines there is a reasonable basis for the exemption.

YES NO s your dental office propsrly maintalned and equippad with the foliowing:

X [0 1. An operating room large enough to adequaloly accommodata the patient on a table or in an operating chalr and permit an
operating team consisting of at least threa ind]viduals to move frealy about the patient?

\?i [0 2. Anopenating tabia or chalr that permits the patient 16 be positioned so the operating team can madintaln the airway, quickly
; alter the patient posltion in an emergency, and provide a firm platform for the management of cardiopulmonary resusclation?
O  3.Alighting systam that Is adaquate to permit evaluation of the patient’s skin and mucosal color and a backup Jighting system
that is battery powared and of sufficlent intensity to permit completion of any operation underway at the time of general power
failure? .
é [0 4. Suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction device?
jé [J 5. An oxygen delivery system with adequate full face masks and appropriate connectors that is capable of dellvering oxygento .
the patient under positive pressure, together with an adequate backup system?
T# [J 6. Arecovery area that has available oxygen, adequate lightlng, suction, and elagtrical outlets? (The mnovery area can be the
operating room.)
[7  7.1s the patient able to be observad by a member of the staff at all simes during the recovery perfod?
‘ 0 8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fail safe
: mechanism?
3 9. EKG monitor?
[0 10, Laryngoscope and blades?
[0  11: Endotracheal tubes?
0 [0 12 Magill forceps?
W [ 13.0ral aitways? -
M O 14, Stethoscope?
1 [T 15. A blood pressure monitoring device?
¥ [ 16. Apulse oximeter?
M O 17, Emergency drugs that are not expired?
g [J 18. A defibrillator (an automated defibrillator |$ recommended)?
D JK 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurane)?
__L" ___ 20.1in the space provided, l!st the number of nitrous oxide inhalation analgesia units In your facility.

COPY FORM AND SUBMIT FOR EACH FACILITY, 3




A B E F
1 |[Name Licence # |BLS Date |BLS Exp
2 |Gina Crane 95805 Apr-12|  Apr-14
3 |Suzanne Davis 69918 Apr-12|  Apr-14
4 |Bryn Hilgenberg 110641]  Apr-12]  Apr-14
5 |Stephanie Mansur 89542 Apr-12|  Apr-14
6 |Pam Stoermer 51423 . Apr-12] Apr-14
7 JAmy Stroud 04868 Apr-12f  Apr-14
8 |Jennifer Svoboda 87079 Apr-12|  Apr-14
9 -|Paula Truitt 95970 Apr-12] - Apr-14
10 |Manda VanderpolE 101616 Apr-12|  Apr-14
11Erin Lowe 123340 Apr-12|  Apr-14
12 |Heather Tingley 110294 Apr-12|  Apr-14
13 |Emily Nguyen 121679] May-11| May-13
14 |Tammy Brant 115382 Dec-11| Dec-13
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Provider

Heart
Associatione

ACLS iimmm

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 Advanced
Cardlovascular Life Support (ACLS) Program.

Issue Date . Recommended Renewal Date

Training TCID #
Center Name CHRISTIANA CARE #DE05711

TC TC

Info CiN,E&EI&GRK DE 19718 (3%) 733 1055Ph0"e
Course

Location DELAWARE

Instructor ) iﬁst. ID#
Name Bill Marshall #05060098721

Holder's

Signature M M

© 2011 ’[M‘V Tati with this card will alter its appearance. 90-1806

‘This card contains unique security features to protect against forgery.

90-1806

3/11




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 )j
skill and safety?

il

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

O

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?

® X = N ERR| R | =

O O O o gogjojal g

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:

7&/ q1/ave N s e/

STATE:

I, the below named appllcant 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. 1 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 frained 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 Chapfer 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.

MUQQ-\BEIMWED IN SIGNATYRE OF APPLJEIANT

PRgs%rch’\@any/ﬁﬁ)( >

S @.NO{NY@ A‘-Q’ BSCRIBED AND SWORN BEFORE ME, THIS /& DAY OF . YEAR R/
T =
sa:f’ o /: u
= .s EXP\RES = =
= - 8 20\6 = —
= . MARCHO o : C

= o+ = (_hoFaRy pusLIc RAME (TYPEL, OR PRINTED) MY COMMISSION EXPIRES:
2,58 SESS [V oprme (e S0/ &
2 gree S ((LATRE [//C/1/0rMIE S
4

TN




RECEIVED

IOWA DENTAL BOARD | APR 1 62013
400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax (515) 281-7969 lOWA DENTAL BOARD

http://mww.dentalboard.iowa.qov
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, Form)g%:iden):

. n,_{l éﬂnj)’,{/{ /1404 2
MAILING ADDRESS:

405 % tan » Poza 7;{/,/«/
CITY: TATE, — ZIP CODE:
e, DE

PHONE:
Cria ke 197)3 (302) 595~ 3 )5%

To obtain a permit to administer deep sedation/gene/ral anesthesia in lowa, the lowa Dental Board requires that the applicant submit evidence of having

completed an approved posigraduate 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 BIG URE: DATE:ﬁZ
SECTION Z/ TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR i

NAME OF POSTGRADUATE PROGRAM DIRECTOR: o
B—«/u: el T /Z\M/ wrd, Brf

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

American Dental Association; co b A"
[ Accreditation Council for Graduate Medical Education of the American Medical Association (AMA); or
[J Education Committee of the American Osteopathic Association (AOA).

NACM’EA&ND _{_ll.ocmon OF POSTG DU;-\TE PROGRAM: PHONE: v

rsfunra Ceore -

Sot W T et Gaite K Wilorg e DE (185 ¥

DATES APPLICANT FROM (MO/YR): ' TO (MO/YR): DATE PROGRAM ¢

PARTICIPATED IN PROGRAM » 2/9009 b [r0/13 COMPLETED: 2ol
T L

IXIYES [] NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please

explain.

O YEsS NO 2. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR BEEN PLACED ON PROBATION DURING THE
TRAINING PROGRAM? I[f yes, please explain.

[ YEs M NO 3. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain.
KYES [0 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 cert{fy that the above named applicant has demonstrated competency in airway management and deep sedation/general anesthesia.

PROGRAM DARECTOR SIGNATURE: DATE: .
4‘/ /13
/ i




RECEIVED

IOWA DENTAL BOARD APR 25 2013
400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-6157 Fax (515) 281-7969 _
AN ) |OWA DENTAL BOARD

http:/iwww.dentalboard.iowa.gov

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)
Lee Ryan Bumper

Other Names Used: (e.g. Maiden) " Home E-mail: Work E-mail:
N }\.J O Springpackoma@homial .com
Home Address: —y.wﬂ W’MGY pDr. city: el d«_l[ State: Zip: 1'71'?22 Home Phone:
Jauu-ziv (A FEHe-  |an-T30-449%
License Number: ' Issue Date: Expiration Date: Type of Practice:
D8 Lol b9-01- 3010 [68-5\-201 | oval surdery

SECTION 2 — LOCATION(S) IN IOWA WHERE SEDATION SERVICES WILL BE PROVIDED
Principal Office Address: City: Zip: Phone: Office Hours/Days:

345 Soring Shyeek Davenpot A 52807 |85 M+hruF
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 - - 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
Formal training in airway management
Minimum of one year of advanced training in anesthesiology in a training program
approved by the board

SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course: ) Location: .
ALLS Provider lowa (ity. (A
Date of Course: Date Certification Expires:
IENEPT 0DL=J0-10\2 ”

o Lic. # OcémLQq Sentto ACC: 9’2—\ \9 Peer Eval: Fee #~ 7/’7( 95’ 500

% Permit # Approved by ACC: State Ver.: N\-k ACLS

g Issue Date: Temp # Inspection: IJ\P'( Res. Ver Form

Brd Approved: T. Issue Date: Inspection Fee: N\k Res. Cert




Name of Applicant

l_e,e,, De. ]Z\io_r\ =Y

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

Namg of Dental School: From (Mo/Yr): To (Mo/YT):
Mo Veraidy b [k Colleae b Dentichey 081 9005 Db 12004
City, State: . Degree Received:
[owa City. 1A DDS

POST-GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgradua

te program you have completed.

Name of Training Program: . Address: City: State:
Dial Suxaeru Pesideney Un ok IA Callese of Dextristry | |owa City A
Phone: Specialty: From (Mo/Yr): To (Mo/Yr):
31a-335-1340C ol sucaexu 0%/ 100 o[ 213
Type of Training: [ intern IE’{esident [ Fellow [] Other (Be Specific): Oval Au ra\&{\{/
Name of Training Program: Address: it Cit?: 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 (Mo/YTr):

SECTION 6 ~ DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

JYES 2{ 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):

?ﬁves O No
OYEs X NO

oxide inhalation analgesia, moderate sedation or deep sedation/general anesthesia?

Tkves [ NO

D. Do you plan to use deep sedation/general anesthesia in pediatric patients?

B(YES [0 NO E. Do you plan to use deep sedation/general anesthesia in medically compromised patients?
NYES ] NO F. Do you plan to engage in enteral moderate sedation?
MYES [0 NO G. Do you plan to engage in parenteral moderate sedation?

B. Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice?

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

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.

ntravenovs < midatelamn, fewtany |, Propolol, ekamine mefhheaal

Inlzfuas): Ak aade
ntamysculr - Kefaming




Name of Applicant Lee, Dr anﬂ B
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

Facility Address 9345 Sp rfnji Davenpor+

personnel.

Name: License/ BLS Certification Date BLS Certification

Registration #: Date: Expires:
please sce 9 P

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

Name: License/ BLS Certification Date BLS Certification
[ ,’ 5 .)L 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:

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

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

- 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?

il
X

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)?

JZ[\EIEIEIDEIEIDDEIEI oo O OO

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

s\D HRMEHEEHAEN N & = ®H =" K

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 | h
skill and safety?

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

3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to O B
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/A
eliminates the limitations or impairments caused by either your medical condition or use of alcohol, drugs, or other chemical O O
substances?

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

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

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

O

7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that I:INA
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?

U.S. or other nation?

O x
O W
10. Have you ever been notified of any charges filed against you by a licensing or disciplinary agency of any jurisdiction of the (| E.
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:

T owa- Scott

I, the below named applicant, hereby declare under penaity 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.

I 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.

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

I hereby authorize the release of any and all information and records the Board shall deem pertinent to the evaluation of this application, and shall supply
to the Board such records and information as requested for evaluation of my qualifications for a permit to administer sedation in the state of 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, 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 OF APPLICANT
PRESENCE OF NOTARY > VAN
NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS A3 CeDAY OF Qpr  YEAR Loi?

NOTARY PUBLIC SIGNATURE

Lathgy- . Ubroreonacho/

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

Cathy A \/\/annezmaaha é{}ux%/ 9, 2013

@, My COmmlsslgn J_,E’QE




Spring Park Oral Surgeons

5345 Spring Street, Davenport, IA 52807

BLS Certification BLS Certification
Name License/Registration Date Expires
Boyler, Julie Anne R08212 02/17/12 02/01/14
Garrow, Tasha Nicole Q09653 03/07/12 03/01/14
Jolly, Courtney Lee Q11314 04/09/13 04/01/15
Jones, Heidi Denise P39103 03/07/12 03/01/14
Melidis, Danielle Q10569 03/07/12 03/01/14
Nelson, Cindy Q01647 03/07/12 03/01/14
Ripperger, Patricia Q07411 03/07/12 03/01/14
Randolph, Jennifer DA Training Status 02/01/12 02/01/14
Tucker, Shelby Q11338 04/09/13 04/01/15
White, Stephanie P39205 03/07/12 03/01/14
Zenor, Kelli Q08965 05/05/12 05/05/14

Section Seven
Auxiliary Personnel




- ACLS ! American  Training ‘ I8

_; ; ) Heart CenterName | IIHC-EMSLRC

" Provider * Association. TC TCCIA05137
Info 200 tiawkins Dr, lowa City 1A 52242
Coursa 319-353-7495

Ryan  Lee : . Location Mercy IC
This card certifies that the above Individual has successiully

Instructor Inst. D #

completad the cognitive and skills evaluations in accordance
with the curricudum of the American Heart Association Advanced
Cardiovascutar Life Support {ACLS) Program,

<y 2 Holder’s 7 :
. 5/21/201 1 6/30/2013 Signature \/\{/"\L{_} N

Name Michcele Lewis-Sells

is3ue Date Recammended Renewal Date

SUADET Amenean Heurt dssocaton  Tampadng i SUs earc il aior 13 appaarance. 0-1805

ACLS renewal class (s OlL-12-2013




{

| IOWA DENTAL BOARD
400 S.w. g™ Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax (515) 281-7969

ReCEIVED

hitp://iwww.dentalboard.iowa.qov

APR 29 2013
IOWA DENTAL BOARD

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)

F(J”U KQAHRQM\I;'\,

ke

Other Names Used: (e.g. Maiden)

Home E-mail:

Work E-mail:

bemcxvm V\,(AI(Q'CU e(@ Qrou e bm 10, ~'!Oo~//»a/ @’Ou./lf 4
Home Address: City: State: Zip: Home Phone: i
Y97 N 163 4 ol 0L 732013 (519) 22) 1946
License Number: Issue Date: Expiration Date: Type of Practice:
0898, 2/36)3 | 8)31),d | Bentii,
SECTION 2 - LOCATION(S) IN IOWA WHERE SEDATION’SERVICES WILL BE PROVIDED /
Principal Office Address: Clty Zip: LPhone: Office Hours/Days:
835 Zdd Aue 0 /@n s | s2un3  (39) 3¢ E# 8-S M-F

Other Office Address: Clty 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 7 /
sedation and general anesthesia L ) /Z -

4 009 é, Zi( 5
I training in ai
Formal training in airway management l/ 7’/2009 - L/&’/-Z
Minimum of one year of advanced training in anesthesiology in a training program !
approved by the board ‘/ >/»2M9 - 6/2( '3
7 7

SECTION 4 — ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course:

é‘mérc Aci §

Location:

Mn,vwgrh dp JK(MAM (o:

ke of ot

Date of Course:

g/é'ai/zml

Date Certlf!;:atlon Expires:

8)=013
/

#20

o Lic. # qu g(p Sent to ACC: 6‘ L\ \% Peer Eval: Fee# 5 62 Z
% Permit # Approved by ACC: State Ver.: ‘\M ACLS \/
%, Issue Date: Temp # Inspection: N\ A Res. Ver Form

Brd Approved: T. Issue Date: Inspection Fee: (\I\ Pr Res. Cert




‘ Name of Applicant __| By /'U/Q ~

SECTION 5 — DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: From (Mo/Yr): To (Mo/YT):
UnivewsdN nj Topia llece of Doqdiby 6/zo05 /2009
City, State: O 0 / Deéree Received: 4
Towo~ G LA DDS$

POST-GRADUATE TI'\‘AINING. Attach a copy of your certificate of completion for each postgraduate program you have completed.

Name of Training Program: Address: City: State:
Unvereiry of olelohona ﬂ:nl of oMy jzel A Stonopuoll Ave Oklohama Gy gk

Phone: d Specialty: From (Mo/Yr): ‘(')6 (Mo/Y]

(S) 23 479 ol +oalbtocic] Surgory | G/zcn 9 6/Z0) 3

Type of Training: [ InternMResident [ Fellow [] Other (Be Specific): / / 4

Name of Training Program: Address: City: State:

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

Type of Training: [ Intern [J 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/Yr):

MMMM&M//DQLM !u;;d,é;y /é//Zm‘}' é/z/zal;

SECTION 6 — DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

] YES M 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):

m YES [ NO B.Doyou consider yourself engaged in the usg of deep seiatlon/general nestheSIpZ your profes ional practice?
t‘j‘ or é

75 6 res gues s
] YES q NO C. Have you ever had any patlent mo er incident thdt resulted in the tem Ty or permanent physical or mental

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

%YES [ No

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

O ves &g no
NYES 0 NO G. Do you plan to engage in parenteral moderate sedation?

. Do you plan to use deep sedation/general anesthesia in pediatric patients?

. Do you plan to engage in enteral moderate sedation?

What major drugs and anesthetic techniques do you utilize or plan to utilize for sedation purposes? Provide details (IV, inhalation, etc.) and
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SECTION 7 — AUXILIARY PERSONNEL

Cedor Tapds THA 52403

A dentist administering sedation in lowa must document and ensure that all auxiliary personnel have certification in basic iife 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:
Kothy  Jo Piby RO4I0Z 12)19 )12 201y
Name: d \l License/ BLS Certificatidn Date BLS Certification
5 . 5 Registration #: Date: Expires:
ey To Suanten QOSHS 3 12/19 )iz 201
Name: License/ BLS Certificatioh Date BLS Certification
, Registration #: Date: Expires: )
Aane. Blblthefn """ 2770 (, /2/19)12 20,4
Name: License/ BLS Certifi¢atioh 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
0 o1

O 2

O
w

9.
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Is your dental office properly maintained and equipped with the following:

10.
1.
12,
13.
14.
15.
16.
17.

18.
19.
20.

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?

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?

. 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?

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

. 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?

. 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?

EKG monitor?

Laryngoscope and blades?
Endotracheal tubes?

Magill forceps?

Oral airways?

Stethoscope?

A blood pressure monitoring device?
A pulse oximeter?

Emergency drugs that are not expired?

A defibrillator (an automated defibrillator is reccommended)?

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

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 8 - If you answer Yes to aﬁ, -« the questions below, attach a full explanationf _ead 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 [} >@
skill and safety?
2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? d
3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to O h

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 O gojoo o

N & x| N ol X| 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:

O¥lohama Klohana

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.

I hereby authorize the release of any and all information and records the Board shall deem pertinent to the evaluation of this application, and shall supply
to the Board such records and information as requested for evaluation of my qualifications for a permit to administer sedation in the state of 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 I 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 9eep sedation/general anesthesia in the state of lowa.

MUST BE SIGNED IN SIGNATURE OF APPLICAN
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American Heart
Association

o

Learn and Live

ACLS Provider

Training
Center

G-'cnc s

TC Address

Contact Info

HoS. LdA-3382

Course
z &6 e Location 0 u_ﬁ o
This card certifies that the above individual has successfully
completed the national cognitive and skills evaluations in ~ -
accordance with the cumriculum of the American Heart Association Instructor 6‘ ] ( LEMT P
for the Advanced Cardiovascular Life Support Program. Holder's
: Signature -g
Issue Date Recommended Renewal Date © 2000 A Heart As jon e Te with this card will alter its appearance.  70-2920
70-2920 R1/08

(e American
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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.

Recommended Renewal Date

Issue Date

This card contains unique security features to protect against forgery.

Training

Center Name

TCID #

Si&&

G"mesu

TC
Info

City, iﬂ S-- A‘Iziﬂ sg zggone

Course
Location

oOUSob

Instructor

Name

Inst. ID #S?Jf

Holder's

© 2011

Signature
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with this card will alter its appearance. 90-1801

90-1801 3/11

American Academy ¢ American Heart
of Pediatrics . Association
DEDICATED TO THE HEALTH OF ALL CHILDREN™

Learn and Live

PALS Provider

contar O By od o= )ésyeﬂf?
TC Address

Contact Info

P WE ST EmST

Course .

Location & ,( (¢ S 0/« ;3/ &5/'
This card certifies that the above individual has successfully y g !
completed the national cognitive and skills evaluations in Instructor . .
accordance with the curriculum of the American Heart Association — 4
for the Pediatric Advanced Life Support Program. Holder's /
S A ‘AI)Z ¢ Signature ‘z_, \7@
Issue Date Recommended Renewal Date H'ean Associati in with mls;a:dwill alter its appearance.  70-2918
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