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ANESTHESIA CREDENTIALS COMMITTEE 

AGENDA 

May 2, 2013 

12:00 p.m. 

Updated 4/29/13 

Location:  Iowa Dental Board, 400 SW 8th St., Suite D, Des Moines, Iowa 

(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 

 

I. CALL MEETING TO ORDER – ROLL CALL                             Lynn Curry, D.D.S. 

II. COMMITTEE MEETING MINUTES 

a. January 24, 2013 – Teleconference 

III. 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) 

IV. 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. 
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ANESTHESIA CREDENTIALS COMMITEE 

 

-  TELEPHONIC MEETING –  

 

MINUTES 

January 24, 2013 

Conference Room 

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

Des Moines, Iowa 

 

Committee Members January 24, 2013 

Lynn Curry, D.D.S. Present 

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. 

Present 

Present 

Present 

Present  

Absent  

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 
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II. OPEN SESSION MINUTES 

 

 October 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 

 

 MOVED by ROTH, by SECONDED by CLARK, to APPROVE the minutes of the 

December 19, 2012 meeting as submitted.  Motion APPROVED unanimously. 

 

III. 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 Iowa 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 Iowa 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 
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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 



IOWA DENTAL BOARD 
400 S.W. 81

h Street, SuiteD, Des Moines, Iowa 50309-4687 
Phone (515) 281-5157 Fax (515) 281-7969 

http://www.dentalboard.iowa.gov 

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. If not applicable, mark "N/A." 

Full Le al Name: (Last, Firs , Middle, Suffix) .-.-. 

Other Office Address: City: Zip: 

SECTION 3- BASIS FOR APPLICATION 

Check each box to Indicate the type of training you have completed & attach proof. 

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 

Lie.# SenttoACC: Peer Eva I: 
Ql 

"' ::;) Permit# Approved by ACC: State Ver.: 
Ql 
t) 

iE 
0 

Issue Date: Temp# Inspection: 

Brd Approved: T. Issue Date: Inspection Fee: 

Phone: 

Check all that 
a I . 

ACLS 

Office Hours/Days: 

DATE(S): 

Res. Ver Form 

Res. Cert 



Name of Applicant ___,:fo=..J, oi£.J~,f'~.l-'-JlbJ ::::lofA-1~~.<:-"~ms.../l.ll~~A;:r,.,v.,-.J.-· ___ _ 
I 

SECTION 5- DENTAL EDUCATION, TRAINING & EXPERIENCE 

Name of Dental School:, 1 • L ,.....--. ~ F~mj,Mol)'~: ~ To (Mo/Yr)~. 
u., 'rl'fA/'t, , '"" " r ..../...,r)j J:r. r 1 /1 / 1 1 "7 nC.. / D _'1 

POST -GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgraduate progra~ yo;{ have completed. 

Type of Training: D lnterri_.Wesldent D Fellow D Other (Be Specific): / L ....... ' 
Name of Training Program: Address: City: I State: 

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

Type of Training: D lntern'tii{ Resident D Fellow D 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): 

SECTION 6- DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE 

D YES %J NO A. Do you have a license, permit, or registration to perform sedation In any other state? 

lidvES 0 NO 

0 YEStd: NO 

"t¥D'ES 0 NO 

wEs 0 NO 

tJYES'P NO 

I~YES D NO 

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

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

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

E. Do you plan to use deep sedation/general anesthesia in medically compromised patients? 

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

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

2 
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Name of Applicant -~~ r /?t;) .~.A_.. rJ~· Facility_ Address ll.Jb 01 2}1-Yb jt. 
SECTION 7 -AUXILIARYPERSONNEL wt:Jt 00 lA_ot/\e.) tA: 5 
A dentist administering sedation in Iowa must document and eneure that all auxiliary personnel have certification in basic life suppon (BLS) and ara 
capable of administering basic life support. Please 11~;1 below !he name(s), license/registration number, and BLS certification status of all auxiliary 
personnel. 

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

( /) /) 

Name: 0('X License/ BLS Certification Date BLS Certification 

I 
RegistJ""'tion #: Date: l:l<pires: 

I 
N;~me: (l~eMul Licen!Je/ BLS Certification Date BI-S Certification 

Registration II!: Date: Explre5: 

Name: 

~ -:-v~ 
license/ BLS Certification Date BLS Certification 

I-- Registration 11-: D<1te: Expires: 

Narne: 

~ 
license/ BLS Certification Data BLS Certification 
Registration #: Date: Expires: 

Name: licenser BLS Certification Date BLS Certification 
Registration#: Date: Expires: 

Name: license/ BLS Certification Date BLS Certific~tion 
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 c;omplete 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 an" equipped with the following: 

~ D 1. An operating room large enough to adequatGiy accommodate the patient on 11 table or in an oporating chair and permit an 
operating team consisting of at least three individuals to move freely about the patient? 

~ D 2. An operating table or chair that permits the patient to be posltlonod so tiJe operating team can m<~intaln the airway, quickly 
alter the patient position in an emergency, and provide a finn platform for the management of cardiopulmonary resuscitation? 

-~ D J, A lighting system that IS adequate to pennil evaluation of the patient's skin and mucosal color and a backup lighting system 
that is battery powered an <I of sufficient intensity to permit completion of any operation underway at the time of general power 
failure? 

~ D 4. Suction equipment that permits aspiration of tho oral and pharyngeal cavities and a back. up suction device? 

D 5. An oxygen delivery Syl5tem with adequate full face masks and e~pproprlate connectors that is capable of delivering o)(ygen to 
the patient under positive pressure, together with an adequate backup system? 

1f 0 6. A recovery are11 that has <Ivai/able oxygen, adequate lighting, suction, and electrical outlets? (Tho mcovery area can be the 
operating room.) 

~ D 7.·1s the patient ablo to be observed by a member of tile staff at all times during tho I'(JCovery period? 

D 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? 

D 10. Laryngoscope and blades? 

D 11. Endotracheal tubes? 

0 D 12. Magill forceps? 

''15{ D 13. Oral lliiWays? 

M 0 14. Stethoscope? 

~ 0 15. A blood pressure monitoring device? 

~ D 16. A pulse oximeter? 

~ D 17. emergency drugs that are not expired? 

'Jli 0 18. A defibrillator (an automated defibrillator Is racomment1ecl)? 

b.L: 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, J;nflurane, laoflurane)? 

20. In the space provided, list the number of nitrous Ol(ldo Inhalation analgasi·a units In your facility. 

COPY FORM AND SUBMIT FOR EACH F'AC/LITY. 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 Amy Stroud 94868 Apr-12 A_pr-14 
8 Jennifer Svoboda 87079 ApJ-12 Apr-14 
9 Paula Truitt 95970 Apr-12 A_Qr-14 

10 Manda VanderpoiE 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 
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Name of Applicant -~~ f N.u~IJ~ Facility_ Address )-~) ,JvJ 0~ool ~t-. 
SECTION 7- AUXILIARY PERSONNEL ~ \ D uJt'-.- 5ro2? 
A dentist administering sedation in Iowa must document and en~ure that all auxiliary personnel have certification in basic ufb.lsupporl (BLS) ancJ ara 
capable of administering basic life support. Please liel below the name(s), license/registration number. and BLS certification status of all auxiliary 
personnel. 

Name: License/ BLS Certification Date BLS Certification 
R.egistration #: Date: Expires: 

,. _Ll 
./) 

Name: 0~X License/ BLS Certiticatlon Date BLS Certification 

I 
Regist~tion #: Date: eXpires: 

I 
Name: (1~ Ucen~e/ BLS Certific11tlo n Date BLS Certification 

Registration JJ; Date: Expires: 

Name: 

1;-<_r 
license/ BLS Certification Date BLS Certification 

1-" Registration #: D<1te: Expires: 

Name: ·v~ License/ BLS Certification Date BLS Certification 
Registration#: Date: Expires: 

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

.Name: License! BLS Certification Dale BLS Certification 
Registration #: Date: Expires: 

Name: license! BLS Certification Date BLS Certification 
Registration #: Date: Expires: 

SECTION 8- FACILITIES & EQUIPMENT 

Each facility in which you perfonn sedation rriusl be properly equipped. Copy this page and r;omplete for each facility. You may apply for an exemption 
of any of these provisions. The Board may grant the exemption if It delo;!rmines I here is a reasonable basis for the exemption. 

YES NO Is your dental office properly mPintalned an~ equipped with the following: 

~ D 1. A.n 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? 

J- D .2. An operating table or chair that permits the patient to be positioned so tiJe operating te.am can maintain the aiJWay, quickly 
alter the patient position in an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation? 

~ D J. A lighting SY$tem that Is adequate to pennit evaluation of the patient's Skin and mucosal color and a bacllup lighting system 
tllat is banery powered and of sufficient intensity to pennit completion of any operation undeJWay at the time of general power 
failure? 

~ 
D 4. Suction equip_mentthat permits aspiration of the oral and pllal)'ngeal cavities and a back,up suction device? 

D 5. An oxygen delivery system with adequate full face masks and <~PproprJals connectors that is capable of dellv9ring o;Kygen to 
the patient under posiUve pressure, together with an adequate bacllup system? 

D 6. A recovgry area that has <~vailabl9 oxygen, adequate lighting, suction, and electri_cal outlets? (Tha recovery area can be the 
operating room.) 

~ D 7.-ls th9 patient able to be observed by a member of the staff at all times during the I'Qeovery per1od? 

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

~ 
0 9. EKG monitor? 

D 10, Lal)'ng_oscope and blades? 

D 11. Endotracheal tubes? 

0 D 12. Magill forceps? 
·~- 0 13. Oral aiiWays? 

(lf 0 14. Stethoscope? 

.-~- 0 15. A-blood pressure monitoring device? 

t¥f D 16. A ·pulse oximeter? 

(81" D 17. emergency drugs thet are not expired? 

~ 0 18. A defibrillator (an automated defibrilla1or IS recommended)? 

tl )3( 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enfturane, lsoflurane)? 

'2: 20. In the space provided, list t11e number of nitrous oxide lnhalati~n analgesia units In your facilil)'. -- _,..;;:::::..._ 

COPY FORM AND SUB Mil FOR EACH PACILITY. 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 I Bryn Hilgenberg 110641 Apr-12 Apr-14 
5 Stephanie Mansur 89542 Apr-12 Apr~14 

6 Pam Stoermer 51423 A~-12 ApJ-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 VanderpoiE 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 
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Name of Ap_Qiicant _-r;,d ~~IJ~- Facility Address ?711o '2 ~w AtH-
SECTION 7- AUXILIARY PERSONNEL i)e.) UOIN'5 tk '502>\l 
A dentist administering sedation in Iowa must document and an~ure that all auxillal)' personnel have certification in basic life supporl (BLS) aM are 
capable of administering basic life support. Please liel below the name(s), license/registration number. and BLS certification status o1 all avxiliary 
personnel. 1 

Name: License/ . BLS Certification Date BLS Certification 
Registration#: Date: E:~tpires: 

( /1 f) 

Name: 0~X License/ BLS Certification Date BL$ Certification 

I 
Regi&trs.tion #: Dare: Expires: 

/_ 
N;~me: 

(l~ 
Licen,e/ BLS Certification Dale BI-S Certification 
Registration ~; Date: Expires: 

Name: 

fi ;- (r 

License/ BLS Certification Date BLS Certification 

\--- Registration '#: D01te: Expires: 

Name: 

~ 
License/ BLS Certification Date BLS Celtification 
Registration #: Date: Expires: 

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

Nama: license/ BLS Certification Dale BLS Certification 
Registration #: Date: Expires: 

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

SECTION 8- FACILITIES & EQUIPMENT 

Each facility in which you perfonn sedation musl 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 gran! the exemption if It determines tnere is a reasonable basis for the exemption. 

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

~ D 1. A.n 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 thrsa individuals to move freely about the patient? 

"A D .2. An openaling table or chair that permits the patient to be positlonod so tiJe operating team can maintain the airway, quiCkly 
alter tiJe patient position in 11n emergency, and provide a finn platform for the management of cardiopulmonary resuscitation? 

~ D J. A lighting system that ts adequate to pannit evaluation of the patient's skin and mucosal color ana a bac~up lighting system 
that is battery powared and of sufficient intensity to pennit completion of any openatlon underway at the time of general power 
failure? . 

~ D 4. Suction equipment thai permits aspiration of the omland pharyngeal cavities and a bacl(up .suction device? 

D 5. An oxygen delivery sy&tem with adequate full face masks and appropriate connectors that is capable of delivering oxygen to 
the patient under positive pressure, together with an adequate bac~up system? 

rf 0 S. A recovery are11 that has <~vailable Oll;ygen, adequate lighting, suction, and elactri.cal outlets? (The Rlcovery area can be the 
opers.tlng room.) 

~ D 7.1s the patient able to be obsel'\led by a member of the staff atall times during the I'Qcovery period? 

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

~ 
0 9. EKG monitor? 

D 10, Laryngoscope and blades? 

D 11; Endotracheal tubes? 

0 G 12. Magill forceps? 

'''&( 0 13. Oral pirway&? 

~ D 14. Stethoscope? 

~- 0 15. Ablood pressure monitoring device? 

~ 0 16. A pulse oximeter? 

!3f D 17, Emergency drugs that are not expired? 

~ 0 18. A defibrillator (an automated defibrillator Is recommended)? 

tr ~ 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, J;nfturane, lsofturan&)? 

4.- 20. In the spac11 provided, list tile number of nitrous oxide Inhalation anaJgesi'a units In your facility. 

COPY FORM AND SUBMI"f FOR EACH PACILITY. 3 



A B E F 
1 Name Licence# BLS Date BLS Exp 
2 Gina Crane 95805 A~-12 Apr-14 
3 Suzanne Davis 69918 Apr-12 Apr-14 
4 I Bryn Hilgenberg 110641 Apr-12 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 VanderpoiE 101616 Apr-12 Apr-14 
11 Erin lowe 123340 ApJ-12 Apr-14 
12 Heather Tingley 110294 ApJ-12 Apr-14 
13 Emily Nguyen 121679 May-11 May-13 
14 Tammy Brant 115382 Dec-11 Dec-13 
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This card certifies that the above inalvlOual has successfully 
completed the cognitive and skills evaluations in accordance 
with the curriculum of the American Heart Association Advanced 
Cardiovascular Life Support (ACLS) Program. 

~~$¥~~11~f}}~!AW~ ~~~~1~ 
Issue Date Recommended Renewal Date 

This card contains unique security features to protect against forgery. 

Training 
Center Name 

:·---
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TCID# 
CHRISTIANA CARE IIDEOS711 

TC 
Info C
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ny, state zn one 

Course 
Location 

Instructor 

DElAWARE 

Name Bill Marshaii110S060098721 
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lnst.ID # 
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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 D ~ 
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 D ,lQ 

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 D substances? 

5. Have you ever been requested to repeat a portion of any professional training program/school? D 'Q 
6. Have you ever received a warning, reprimand, or been placed on probation during a professional training program/school? D ;@ 
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? D ~ 
7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that D ~ 

time the voluntary surrender of license was tendered? 

8. Aside from ordinary initial requirements of proctorshlp, have your clinical activities ever been limited, suspended, revoked, D ~ 
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, D ft9 
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 D E 
U.S. or other nation? 

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

SECTION 10- AFFIDAVIT OF APPLICANT 

STATE: /j/~~4~~ I couNM.wtA~-1-/t 
I, the belo'W named applicant, hereby declare under penalty of perjury that I 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 I furnish any false information, 
or have substantial omission, I hereby agree that such act shall constitute cause for denial, suspension, or revocation of my license or permit to provide 
deep sedation/general anesthesia. I also declare that if I did not personally complete the foregoing application that I have fully read and confirmed each 
question and accompanying answer, and take full responsibility for all answers contained in this application. 

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

I certify that I am trained and capable of administering Advanced Cardiac Life Support and that I 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. I 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. 

I am aware that pursuant to Iowa Administrative Code 650-29.9(153) I 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 Iowa. 

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 I have read the rules related to the use of sedation, as described in 650 Iowa Administrative Code Chapter 29. I hereby agree to 
abide by the laws and rules pertaining to the practice of dentistry and deep sedation/general anesthesia in the state of Iowa. 

MU~~\a1EI$J~ IN 

P~~~~G~{tl! ~X ~ 
Slt/LRE OF APPLICANT 
~--

~ ~~N0f*BY§$A~~( ~ pfescRIBED AND SWORN BEFORE ME, THIS / t) DAY OF /f/'/ZiZ__ , YEAR c!P,t)/ 3 
--"X·c? /o·~--....... .....; . . --

~:~~~ ::: U • )... ES "1-- • ::: 
::: • ;z E)<.PIR • :: 
- • c\-16 t.o~6 • -
:::: • MF\R · • :::::: A'~~ c - - ~· ...._ ~y PUBLIC~AME (~R PRIN'fED) MY COMMISSION EXPIRES: ~ ·~o 0~· ~ .:3' 
'/ • .r-4RY ?~ • ~~ ~ V?.u-~ ~ ~n~JZte- a--c, -c!;)o/ b ~ .5'~1'~. ~,: ~~-"~ ,.:::-

, I. v ,\' 4 



IOWA DENTAL BOARD 
400 S.W. 81

h Street, SuiteD, Des Moines, Iowa 50309-4687 
Phone (515) 281-5157 Fax (515) 281-7969 

http://www.dentalboard.iowa.gov 

PLEASE TYPE OR PRINT LEGIBLY IN INK. 

RECEIVED 
APR 1 6 2013 

IOWA DENTAL BOARD 

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM 

SECTION 1 -APPLICANT INFORMATION 

To obtain a permit to administer deep sedation/gen ral anesthesia in Iowa, the Iowa 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 Iowa Dental Board at the address above. 

DATE: 

1/;-
SECTION 

NAME OF POSTGRADUATE PROGRAM DIRECTOR: 

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

~merican Dental Association; C-0 ~ .+--
0 Accreditation Council for Graduate Medical Education of the American Medical Association (AMA); or 

D Education Committee of the American Osteopathic Association (AOA). 

DATES APPLICANT 

PARTICIPATED IN PROGRAM~ 

DATE PROGRAM 
COMPLETED: 6 'J-o { .> 

3j'YES 0 NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please 
explain. 

0 YES aQ NO 2. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR BEEN PLACED ON PROBATION DURING THE 
TRAINING PROGRAM? If yes, please explain. 

0 YES~ NO 3. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes. please explain. 

~YES 0 NO 4. DOES THE PROGRAM PROVIDE FORMAL TRAINING IN AIRWAY MANAGEMENT? If no, please explain. 

j){YES 0 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. 

I further ce "fy that the above named applicant has demonstrated competency in airway management and deep sedation/general anesthesia. 

DATE: 



IOWA DENTAL BOARD 

RECEIVED 
APR 2 5 2013 

400 S.W. 81
h Street, SuiteD, Des Moines, Iowa 50309-4687 

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

Le.e.. R_v a..n 6umo.e-v 
Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail: 

1\JtL. fL-Ia_ I.5DrinaDLlf~mdiJhblrvla,·lfr~~ll 
Home Address: '?f!Oll ~-t"(Q\" Dr· City: ~-lf~~ t· State: Ztp: f72_0:f22. Home Phone: 

fJ, I L.L l...J 1\ ( 1: .lr:if\ J ''ii. l !' 1 ...J~Lli.(A ~ lA :£:i:!3 jIB ..61"1 -53o-q 2.'12> 
License Number: Issue Date: Expiration Date: Type of Practice: 

DS~lP+ Dq-01- d..JJIO b£) -?J \-1tw+ OYa( sw_g~r ~ 
SECTION 2 - LOCATION(S) IN IOWA WHERE SEDATION SERVICES WILL BE PROVIDED 

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

E3f5 Sflrln_g Sh-~t tJa.\JfXl.VDY.Y lA 52801 g-5 Nl-1-hra F 
Other Office Address: City: Zip: Phone: Office Hours/Days: 

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

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

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

SECTION 3 - BASIS FOR APPLICATION 

Check each box to indicate the type of training you have completed & attach proof. Check all that DATE(S): apply. 

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: 

tfJ(D v't ~a 
Location: 

IDwa._,C.fh. tA AlLS 
Date of Course: Date Certification Expires: 

0~--fJ,J-10\l 0 lP ~ .3D - 1D \3 
Lie.# O~lnUl4 Sent to ACC: ~b-h~ Peer Eval: Fee ::IF-7!'-/9 g -lfSDo 

CD 
UJ 

. 
N~ ~ :::::1 Permit# Approved by ACC: State Ver.: ACLS 

CD 
u 

..,t\~ !E Issue Date: Temp# Inspection: Res. Ver Form 
0 

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



Name of Applicant __ l_e_e..~J'----"D:........:....r-'-. _Q_~_,_CL-'n--=1::>:::......... __ 

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE 

Nam!J.:tf Dental School: 
i v'a6 1+'1 of- I~ C!_ofle!u/l D t .bo. +rs-W \J 

From~Mo/Yr): 
0. I !J...Ot!fj 

To (Mo/YT 
Ofo .1.DD"1 

city, state:r C:-N /A 
Degree Received: 

nl/llo._ ( . 1LD.5 
POST -GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgraduate program you have completed. 

Name of Training Program: cl Address: City: I Sta~e~ DrrLI MA a 1! Q.g_.;{ t',\1\ CJ4 LLn. oJ.. lA tbl(ttlL D£:- Dmi<;h''lf I ow a__ Ct:t'-1 
Phone: 

.31 Cit- 335- ~ .l2JL 
Specialty: From 'J'o/Yr): To (Mo/Yr): 

ort!t I .5 !AS~a.Y 01 .i_L)cA t1.a I 2_..i) 13 
Type of Training: D Intern ~esident D Fellow D Other (Be Specific): {) y ll.! ..iw-t\e.Y"\(' 
Name of Training Program: Address: City: I State: 

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

Type of Training: D Intern D Resident D Fellow D 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 lime. Include months, years, location (city & state), and type of practice. Attach additional sheets of paper, if 
necessary, labeled with your name and siQned by you. 

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

SECTION 6- DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE 

DYES ~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): 

_p!YES D NO B. Do you consider yourself engaged in the use of deep sedation/general anesthesia in your professional practice? 

DYES lK.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? 

l2KYEs D NO D. Do you plan to use deep sedation/general anesthesia in pediatric patients? 

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

~YES D NO F. Do you plan to engage in enteral moderate sedation? 

0YES D 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 

attacl~;~~~~~t~et~~~~e1;i~~/ teMhY1y I, propvfo \1 ~etqr/1lr1{ I M~~o~e\(lfa I 
l~h~h{tMll otfrd~ oy:1d( 
ln~10rrWS['I.{VtJf· ~-ammz 

2 



Name of Applicant L ee, D r :v a.n B Facility Address 53 5 ,prrna .]) vi a ehOor + 
SECTION 7 -AUXILIARY PERSONNEL v 

A dentist administering sedation in Iowa 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 

p{ea se. .See.. 
Registration #: Date: Expires: 

Name: 
CL tf tL c.. he- cJ. 

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

Name: License/ BLS Certification Date BLS Certification 

It ~1- 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: 

'gj' 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? 

lXf 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? 

lXf 0 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? 

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

1&1 0 5. An oxygen delivery system with adequate full face masks and appropriate connectors that is capable of delivering oxygen to 

" 0 

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.) 

~ 0 7. Is 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? 

0 10. Laryngoscope and blades? 

~ 0 11. Endotracheal tubes? 

Ii 0 12. Magill forceps? 

~ 0 13. Oral airways? 

~ 0 14. Stethoscope? 

~ 0 15. A blood pressure monitoring device? 

0 16. A pulse oximeter? 

~ 0 17. Emergency drugs that are not expired? 

·ag 0 18. A defibrillator (an automated defibrillator is recommended)? 

0 18( 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, lsoflurane)? 

(p 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 D )z( 
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 D '3 

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 NV\ 
eliminates the limitations or impairments caused by either your medical condition or use of alcohol, drugs, or other chemical D D substances? 

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

6. Have you ever received a warning, reprimand, or been placed on probation during a professional training program/school? D 1& 
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? D ~ 
7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that DtJjf D 

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, D )9 
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, D 151' 
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 D ~ 
U.S. or other nation? 

11. Have you ever been denied a Drug Enforcement Administration (DEA) or state controlled substance registration certificate or D )1 
has your controlled substance registration ever been placed on probation, suspended, voluntarily surrendered or revoked? 

SECTION 10- AFFIDAVIT OF APPLICANT 

STATE: I COUNTYSc..CJ+t-LWO-
I, the below named applicant, hereby declare under penalty of perjury that I 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 I furnish any false information, 
or have substantial omission, I hereby agree that such act shall constitute cause for denial, suspension, or revocation of my license or permit to provide 
deep sedation/general anesthesia. I also declare that if I did not personally complete the foregoing application that I have fully read and confirmed each 
question and accompanying answer, and take full responsibility for all answers contained in this application. 

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

I certify that I am trained and capable of administering Advanced Cardiac Life Support and that I 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. I 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. 

I am aware that pursuant to Iowa Administrative Code 650-29.9(153) I 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 Iowa. 

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 I have read the rules related to the use of sedation, as described in 650 Iowa Administrative Code Chapter 29. I hereby agree to 
abide by the laws and rules pertaining to the practice of dentistry and deep sedation/general anesthesia in the state of Iowa. 

MUST BE SIGNED IN 
SlfAlhAZ:NT 

PRESENCE OF NOTARY ..... 

NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS J.-3 ~DAY OF fl nh.-d v-,...... ,YEAR ~013 

NOTARY PUBLIC SIGNATURE 

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

f'n_+-hv A. Wa.nh£-.ma.c..h-u t1.u 1. ...1.. q, d.-D I 3 
71 a 

4 

fij . 
ow 



Spring Park Oral Surgeons 

5345 Spring Street, Davenport, lA 52807 

BLS Certification 

Name License/Registration Date 

Boyler, Julie Anne R08212 02/17/12 

Garrow, Tasha Nicole Q09653 03/07/12 

Jolly, Courtney Lee Q11314 04/09/13 

Jones, Heidi Denise P39103 03/07/12 

Melidis, Danielle Q10569 03/07/12 

Nelson, Cindy Q01647 03/07/12 

Ripperger, Patricia Q07411 03/07/12 

Randolph, Jennifer DA Training Status 02/01/12 

Tucker, Shelby Q11338 04/09/13 

White, Stephanie P39205 03/07/12 

Zenor, Kelli Q08965 05/05/12 

BLS Certification 

Expires 

02/01/14 

03/01/14 

04/01/15 

03/01/14 

03/01/14 

03/01/14 

03/01/14 

02/01/14 

04/01/15 

03/01/14 

05/05/14 

Section Seven 

Auxiliary Personnel 

--

--



ACLS 
Provider 

Ryan Lee 
This card cerlifies tt1at lilll Ai)ove Individual h~s successfully 
compleh~d llle f;o~nitive and ~!<ills evaluations in accordance 
wtth the curriculum of the American Heart Association Aclvanced 
Carrliovascu!ar Liffl Support !ACLS) Program. 

6/21/20 II 6/30/20 13 

Re~..:omrnendo(l Rencvml Date 

c\as.s 

Training 
Center Name 

TC 
Info 

Course 
Location 

Instructor 
Narne 

UlHCE1v!SLRC 
TCC!A05137 
~()0 I lawkin~ f)t, lown City lr\ 52242_ 

3 19-353-7495 
Mercy JC 

lnst. ID u 
Michele Lcwi~-Sclls 

(5 D~- (J.- ~01~ 
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IOWA DENTAL BOARD APR 2 9 2013 
400 S.W. 81

h Street, Suite D, Des Moines, Iowa 50309-4687 
Phone (515) 281-5157 Fax (515) 281-7969 IOWA DENTAL BOARD 

http://www .dental board. 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) 

'Full-u- &v1~~~~ 
Home E-mail: Work E-mail: Other Names Used: (e.g. Maie1en) 

~l,o_Yl-\i V'.J<Ak~LI/€1@ (loo,'ltum k,., ~avn,n. -~1/~.r (q) fJ,J,,t. 

SECTION 2- LOCATION(S) IN IOWA WHERE SEDATION 1SERVICES WILL BE PROVIDED f 
Principal Office Address: City: Zip: Phone: Office Hours/Days: 

8.3-s- 3rof A-tx_ .5v..J (~ l4tMtds 5".-}.L/03 ~~) 3G.~ ~-,; 8-<;:" M -F 
Other Office Address: City: I Zip: 

Other Office Address: City: Zip: 

Other Office Address: City: Zip: 

Other Office Address: City: Zip: 

SECTION 3 - BASIS FOR APPLICATION 

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

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: 

Phone: 

Phone: 

Phone: 

Phone: 

Check all that 
apply. 

v 
v 

Aeyu; 4t< ALL{ llAt"tt'wx~,J., df ll'i[(.,.\. 
Date of Course: . I I 

8/Zt?!zoJ, 
Date Certif~ ation Expires: 

/j)-z~J 3 

Office Hours/Days: 

Office Hours/Days: 

Office Hours/Days: 

Office Hours/Days: 

DATE(S): 

uc. # '_OR1<6Jp Sent to ACC: 6\2.-' \ ~ Peer Eval: 
1 

FeedF 5622_ 

Permit# Approved by ACC: State Ver.: ACLS 

Issue Date: Temp# Inspection: Res. Ver Form 

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



Name of Applicant _1 ..L.Jk_y,Ll=::I~--1-'JU!.!..L/fe~,.c==---------
SECTION 5- DENTAL EDUCATION, TRAINING & EXPERIENCE 

City, State: a "I ""T"-A (/ ff Degree Received: 
::lOUJo.._ G 1t4 ..lA'-r v PD s 

To(MpNr): 

t..la'XJCJ 
7 

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

Name of Training Program: Address: 

t.A 111 \Jef4tN li.fl (J!Lir... L. .... ·fl,i ~~~ ()lfll, 1?.-al AJ J/om1 t!O.II A-tte-
Phone: 1J 
(LffJ~) ::l/1 '-IIJ79 

1 Specialty: 
1 

I ()to./ ., ;11/o...,c,J/n.f6..r, 'o.l tu. Yli.e¥v 
Type of Training: 0 Intern )if Resident 0 Fellow D Other (Be Specific): I r 
Name of Training Program: Address: 

Phone: Specialty: 

Type of Training: D Intern 0 Resident D Fellow 0 Other (Be Specific): 

CHRONOLOGY OF ACTIVITIES 

From ~MoNr): 

!, I ZI'Y'J ~ 
f 

City: 

From (MoNr): 

tjJ(MoNJ): 

0/Zdl ~ 
I 

I State: 

To (MoNr): 

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 siqned by you. 

Activity & Location From {MoNr): To (MoNr): 

V I I f I I 

SECTION 6- DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE 

0 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):, _______________________ _ 

00 YES 0 NO B. Do you consider yourself engaged in t~e us of deep s~ation/gene~al nesthesia~· your profesrional prac\icp? 
M CL re~,,~ r fOtJ.J,~~ f'rf'r.l\. .< ffr'\~ 4~ (1\HJH-erhc_s 

D YES !)? NO C. Have you ever had any patient mo li or fher incident th resulte in the tem rjlry or permanent physical or mental 
injury requiring hospitalization oft e patient during, or as a result of, your use of antianxiety premedication, nitrous 
oxide inhalation analgesia, moderate sedation or deep sedation/general anesthesia? 

)(J YES 0 NO D. Do you plan to use deep sedation/general anesthesia in pediatric patients? 

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

0 YES ~ NO F. Do you plan to engage in enteral moderate sedation? 

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



Name of Applicant ~ f-C/ ..,./b....~~~~~~~~~..__..:.F....::a::..::c~ili~ty!....!A....::d~d::..:.r.:::.eL::... 
SECTION 7- AUXILIARY PERSONNEL 

A dentist administering sedation in Iowa 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/ 

ko...fh\J Jo Registration #to {) 
41 

f) Z 
BLS Certification 

Date: IZ)I c; /12.. 
Date BLS Certification 

Expires: :2trl ~ 

License/ 

'1o Registration #: ...-J r . _, 
t:'ill_., .., ~ ~ 

License/ 

BLS Certifrcati6n 

Date: J z/!? }, z 
Date BLS Certification 
Expires: 

.:2.tJ I L-f 

Date BLS Certification Name: ~ 

111 ()_/ rdA.J g, 'Jol>te ~~gistration1~??/-~ 
BLS Certification 

Date: /'2/l <; ), z_ 
Expires: • 

1 ~~~. 
Name: () 

Name: 

Name: 

Name: 

Name: 

License/ 
Registration #: 

License/ 
Registration#: 

License/ 
Registration #: 

License/ 
Registration #: 

License/ 
Registration #: 

BLS Certificatioh 
Date: 

BLS Certification 
Date: 

BLS Certification 
Date: 

BLS Certification 
Date: 

BLS Certification 
Date: 

Date BLS Certification 
Expires: 

Date BLS Certification 
Expires: 

Date BLS Certification 
Expires: 

Date BLS Certification 
Expires: 

Date BLS Certification 
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 

lRt 0 

~ 0 

~ 0 

$J D 

(KL 0 

00 0 
(XJ D 

~ 0 
D 

E 0 
~ 0 
Kl D 
~ 0 
'5it 0 
Ki D 
~ 0 
1& D 

D ~ 
3 

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 reco~tery 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, lsoflurane)? 

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 an> ~• the questions below, attach a full explanation! .dad 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 D ~ 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 D 1(1 

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 D 0 substances? 

5. Have you ever been requested to repeat a portion of any professional training program/school? D Xl 
6. Have you ever received a warning, reprimand, or been placed on probation during a professional training program/school? D ~ 
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? D ~ 
7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that D D 

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, D ~ 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, D ~ 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 D ~ 
U.S. or other nation? 

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

SECTION 10- AFFIDAVIT OF APPLICANT 
STATE: 

I cou~~flk~w~ &/ CA h thrJ'la 
I, the below named applicant, hereby declare under penalty of perjury that I 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 I furnish any false information, 
or have substantial omission, I hereby agree that such act shall constitute cause for denial, suspension, or revocation of my license or permit to provide 
deep sedation/general anesthesia. I also declare that if I did not personally complete the foregoing application that I have fully read and confirmed each 
question and accompanying answer, and take full responsibility for all answers contained in this application. 

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

I certify that I am trained and capable of administering Advanced Cardiac Life Support and that I 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. I 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. 

I am aware that pursuant to Iowa Administrative Code 650-29.9(153) I 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 Iowa. 

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 I have read the rules related to the use of sedation, as described in 650 Iowa Administrative Code Chapter 29. I hereby agree to 
abide by the laws and rules pertaining to the practice of dentistry and ~eep sedation/general anesthesia in the state of Iowa. 

MUST BE SIGNED IN SIG~U;OFAP~~ 
PRESENCE OF NOTARY~ 

NO~,~~¥,,~,~AL SUBSCRIBED AND SWORN BEFORE ~~IS DAY OF tf };z,~~ ,YEAR Zo/3 ':\,,,, ~ NICJ.t. 11~,. 

~UB~ICA"ATL X I I ~"v~ ............... ~~ 
f .. ···\~OTAfrl~·~~ \ 
g f # 04010680\ % 
% '!3, \EXP. 11124116} ~ ~ . _ _, /,~ .A 

"'" '· .() >~;:: NOTA~UBL;,t'E (TYPED OR PRillfED) MY COMMISSION EXPIRES: ~ >~·· .... UBL\C: •• ··~O f 
~ 0 ............ ~ ~ 

""'''" F o't(..\.. ,,,,,'\ Ll J'/1 IC-lls ~V't'h7 ~<A?_ '2~ 2.,0/ & "~lltiiiUII\\\\\\\ 
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~· American Heart ~ 
Association V 

ACLS Provider 
····•·:&...N•;!@\.~(. 

Learn and Live 

This card certifies that the above individual has successfully 
completed the national cognitive and skills evaluations in 
accordance with the curriculum of the American Heart Association 
for the Advanced Cardiovascular Life Support Program. 

'ls~@~;~,r~/~/~(/l/ ~e~o~~n:tl'?e!a~ate 

Training /\ _ 

Cent_er ______ ~~~~~~~~(~S~LJ~----------~-----
TCAddress 
Contact Info 

Course 
Location 

Instructor 

!.JDS .. I. C{J. .. JZk :J 

70-2920 

70-2920 R1/08 

------------------------------------- -------------------------------------------------------------------------------------------------------~----~-------------~--------

---+ 
PEEL 
HERE 
---+ 

Health care 
Provider 

~ American 

• 
Heart 
Association. 

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. 

. ·BZ:-;i'f.;... 12441:· 
Issue Date 

·····[i: .. ilflt-3· . 
Recommended Renewal Date 

This card contains unique security features to protect against forgery. 

Ameri_can_ Academy ~ 
of Pedmtncs W, 
DEDICATED TO THE HEALTH OF ALL CHILDREW 

PALS Provider 

American Heart A • 
Association V 
Learn and Live 

~.;; .lB:ri£!ls.:'t~·:·,x1wt~~ ~A"'~;~:!,.i". ,. _,,_,_ .... 
This card certifies that the above individual has successfully 
completed the national cognitive and skills evaluations In 
accordance wHh the curriculum of the American Heart Association 
for the Pediatric Advanced Life Support Program. 

. , , ~F--;;t:P/L''":, r -_ ···· , "~"i2::!l:Z · .- ' 
Issue Date Recommended Renewal Date 

Training 
Center Name b-el!'l(.SI J 
TC 
Info City, 'I'D r .- b Cf Zlj;l. .31 t #,one 
Course 
Location 

Instructor 
Name 

Holder's 
Signature 

lnst. ID #Sf!/' 

0 2011 American Heart Association Tampering with this card will alter its appearance. 90-1801 

Training 
Center 

TC Address ~e../: 
Contact Info 7 / 0 

Course 
Location 

Instructor 

Holder's 
Signature 

C 2000 American Heart Association Tampering with this C8Id will alter its appearance. 70-2918 

90-1801 3/11 

70-2918 R1/08 
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