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TERRY E. BRANSTAD, GOVERNOR 
KIM REYNOLDS, LT. GOVERNOR 

PHIL MCCOLLUM

INTERIM DIRECTOR

STATE OF IOWA
IOWA DENTAL BOARD

ANESTHESIA CREDENTIALS COMMITTEE  

AGENDA 
June 27, 2014, 12:30 P.M. 

 
Location*: Iowa Dental Board, 400 SW 8th St., Suite D, Des Moines, Iowa 
Members: Kaaren Vargas, D.D.S. Chair; Richard Burton, D.D.S.; Steven Clark, D.D.S.; John 
Frank, D.D.S.; Douglas Horton, D.D.S.; Gary Roth, D.D.S.; Kurt Westlund, D.D.S. 
 

I. CALL MEETING TO ORDER – ROLL CALL 
 

 

II. GENERAL ANESTHESIA PERMIT APPLICATIONS 
a. Ryan Borgwardt, D.D.S. 
b. Erin Sheffield, D.D.S. 
c. Ryan Toponce, D.M.D. 

 

III. MODERATE SEDATION PERMIT APPLICATIONS 
a. Michael Davidson, D.D.S. 
b. Bernard Dudzinski, D.D.S. 
c. Jordan Dudzinski, D.D.S. 
d. Brian Prudent, D.D.S. 
e. Brad Richstmeier, D.D.S. 

 
 

IV. OPPORTUNITY FOR PUBLIC COMMENT 
 

V. ADJOURN 
 
*Committee members may participate by telephone or in person. 
 
If you require the assistance of auxiliary aids or services to participate in or attend the meeting because of a disability, 
please call the Board office at 515/281-5157. 
 

Please Note:  At the discretion of the committee chair, agenda items may be taken out of order to accommodate 
scheduling requests of committee members, presenters or attendees or to facilitate meeting efficiency. 
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Ap p LrcATr o N Fo R D E Ep s Ea,lXpo r.uc E N E RAL 43tEsililrEatArRER.M lr

SECTION 1 - APPLICANT INFORMATION

bt

lnstructlons - Please read the accompanying instructions prior to completing this form. Answer each question. !f not applicable, mark "N/A."

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

ffirq&t.,,AF..6r . Rt*nt Nop.rvtLp
Other Names Used: (e.9. Maiden)

^/*

Home Emall:

It*za. borq u,znll P a*o.(..t-atrt
Work E-mail:

t-va a. harq ,^nrvlt (e e mai l, c^on
Home Address:

it { filu^t sf Surr€ cfu crt t' \,
C*xg Fn-cs

Staile:

IA
lr*
Fbts

Home'Fhone:

t1o3,3g7,ZtSi
License Number:

ofu7
lssue Date:

oq/yt"/2,, tt

Expiration Date:

ob/st/z*t4
Type of Practice:

c.,&'h- AA;O tll*ttttttt<tttt- fu,
sEcrroN 2 - LocATtoN(s) rN towA WHERE se'oanciN sERvlcEs wrLL dE piovtDED

Principa! Office Addrees:

3b'lo Cant -tt-Br{n/Lv c-T:

City:

vl *sEpa.,
zip:

S--cr 7oz_
Phone:

1q.?s? b?^rt

Office Ho-unslDays:

6-f,/ rrt- F
Other Offlce Address: Glty: Zlp= Phone: Offlce Hourc/Days:

Other Offlce Address: Clty: ztp: Phone: Offlce Hours/Days:

Other Offfce Address: Glty: Zlpz Phone: Offlce Hours/Daye:

Other Off,ce Address: City: zip: Phone: Office Houns/Daye:

SEGTION 3 - BASIS FOR APPLICATION

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

aoolv. DATE(S):

Advanced education program accredited by ADA that provides training in deep
sedation and general anesthesia N

${LY 2.olo-+
J:\ILY ?*11

Formal training in ainray management ,n 5vw4axo+
tll OvhE* e.r

Minimum of one year of advanced training in anesthesiology in a training program
approved by the board

,4 JtttttZao+
-tUt-Y 

"jtLl
sEcTroN 4 - ADVANCED CARDTAC L|FE SUPPORT (ACLS) CERTIFTCATTON
Name of Gourse:

Atpltnt^t ptru? 
'4sso, #rtd k-< Pe.r,r, 

^ 
e o

Location:
(-f(- le"*t6q CqtL*/x, , tL

Date of Course:

la-Za'utu
Date Gertiiication Expires:

(o.zz , ul( / Urrf.*,h r sulsF *ta€Dau

'r.O
o5
ou

5o
,

Lic. # Sent to AGC: Peer Eval: Fee *L t 206 r sch
Permit # Approved byACG: State Ver.: ACLS

lssue Date: Temp # tnspection: t{\A Res. Ver Form

Brd Approved: T. lssue Date: lnspection Fee: il\q Res. Cert

o\ilt\ Pc€.U 
-eFIgt-,vY'to\ilr.\r{ DceV -CKIbT

\o-r'*Jf 'nc6a



Name of Applicant ?V*il Fotr$P*eD f

SECTION 5 - DEHTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dsntal Schoo!:

'ft4t ttptvE@*rfl nP tOdA
From (Mo/Yr):
fituE ?eh

To (Mo/Yr): b1a
fttpE G

Gity, State:
J*'J4 (tT-t loi/"A

Degree Recelved: 
D DS

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

Name of Tralnlng Program:

Lo{ocr4, UUuEeS rrl f\Efitztt - rE^trf z
Address:
2-l1oo 3c,vyr! /{ A"g

Clty:

tr11 9,4*'oob
State:

IL
Phone:

7o&.2lb.7oco
Specialty:

c*-th- b ni-xu-ofu*", .a,Dt.Fh

From (Mo/Yr):

Tuu-f n64 ?
To (Mo/Yr):

a14L./ tutq
Type of Tratnlng: EI lntem fi$esident El Fellow fl Ottrer (Be Speciflc):

Name of Tralnlng Program: Address: Clty: State:

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

Type of Trainlng: E lntern E Reeldent EI Fellow E Other (Be Specific):

CHRONOLOGY OF AGTIVITIES
Provids a chronological llstlng of all dsnEl and non{onial ac{vltes trom th6 dab of your gEduallon from dontal school b the prr8snt deE, with no
more than a three (3) month gap in lime. lnclude monlha, y.aB, location (city & stats), and tlrpe of prEc{oe. Afiacr! addilional thoeb ot papor, ll
necossen . laboled with vour nams and aionsd bv vou.

Actlvitv & Locatlon From (Mo/Yr): To (Mo/Yrl:

CE**tz tArHweo+aL (ootSt

[2s-St DEatct4
k^lot44atttEl2$r,rr. r1^Rilfu
o(l,l+ t m*Xf.-*t tkL s44,Eq Itat4 >aa J"tul U4<7

SECTION 6 - DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

A. Do you have a license, permit, or registration to perform sedation in any other state?

lf yes, speclff state(s) and permlt number(s):

tshes E uo

&=r E uo

P=* E r,ro

[E YEs E r,ro

B. Do you consider yourcelf engaged in the use of deep sedation/general anesthesia in your professiona! practice?

C. Have you ever had any patient mortatity or other incident that resulted in the temporary or pernanent physica! or mental
injury requiring hospitalization of the patient during, or as a result of, your use of antlanriety premedicatlon, nitrous
oxide inhalation analgesia, moderato sedation or deep sedatlonlgeneral anesthesia?

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

E. Do you plan to use deep sedatlon/general anesthesla !n medlcally compromlsed patlents?

F. Do you plan to engage ln enteralmoderate sedatlon?

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

Evesf,*

qflves E No

t"=rpno

Wh.t maror drugr rid rn .lh.tb i.chnhu!. do yolr uflE or Dhn to utlllr.lbr !.d.0on puDo..r? Prwidc deblb (M lnhalallon, ob.) and
attach a separate sheet if necessary.

rwaq*i17oJ l-ruerdAil flt-- W FE

f ! iif; iY r#f W i ",fr' ;*ffi.FfEl
\Jff4 rtt? fi@W.) *F prSp*ag

TL1F fl*foe' FBtt,f, E€tdd qsEA"iu,sf,A
N,Y{

2



A3=A

COPY FORM AND SUBMIT FOR EAGH FACILITY.

€v*a 6rq,Name of uu*eAT FaciritvAddress 4lo tl4+E4f,iu&v rr
SEGTION 7 -AUXILIARY PERSONNEL 1111 *+Eel c0 t A, Sil-La L
A d€ntlst admlnistering sedatlon ln lowa mu8i documsnt and €n8uE thEl all auxlliary personn€l have cediffcation ln baEic life support (BLS) and are
capabl€ of admlnbbdng basic lib suppott, Plse list bolow the nari€(s), lic6nserrEgistration numbor, and BLS Grtificatior shtu! of all auillary
pe1lonnol.

Name:

V*tEFttr L, do{
License/
Resrstratlon u= 

G,bA -o*t tt t

BLS Gertification
Date= s|faol|i

Date BLS Certification
uorr""rOg(\oil,

Name:

&oortsA Fr\uwb
Licensel
Restsrraflon #: * >A _ 

I l3(o I

BLS Gertification
o"'"'b/B{a t.

Date BLS Certification
Exprres: a/q/r*tr/

Name:

A,'btE P6.-/r^l
License/
Resistration utcrbA 

^ oplsql
BLS Gertification
Date: er/zo tn

Date BLS Certifidatlon '
ExPires:o= 

/-"r 4
Name:

€ntui €qq*t<
Llcense/
Resistration *: 

5yyrA - O*{Z t

BLS Gertiflcatlon
o'r"=es 

f zor4
Date BLS Gelttlflcatlon
ErPlres: os/z*t t-

Name: Llcense/
Registratlon #:

BLS Gertiflcatlon
Date:

Date BLS Gertlflcatlon
Explres:

Name: License/
Registratlon #:

BLS Gertification
Date:

Date BLS Certlfieation
Expires:

Name: Llcense/
Registration #:

BLS Gertlflcatlon
Date:

Date BLS Gertlflcatlon
Expires:

Name: Llcensel
Registratlon #:

BLS Certlflcatlon
Date:

Date BLS Gertlflcatlon
Explres:

SECTION 8 - FACILITIES & EQUIPi'IENT

Eactr facilily in which you periorm €€dation mu8t be properiy equipp€d. Copy this page and compleb br eech ,aclllty. You may apply tor an oxrmptlon
of any of thesg provklons. Th6 Board may grant lie exemption if it deiermine6 lher6 la a reaaonablo ba8ls ior lhe exsmptlon.

YES

F
P
f
s
F

f
E
(F

il

ls your dental offlce properly maintained and equlpped wlth the followlng:

l. An operatlng room large enough to adequately accommodate the patlent on a table or ln an operatlng chalr and permit an
operating team consistlng of at least three lndlvlduals to move freely about the patlent?

2. An operatlng table or chalr that permits the patlent to be posltloned so the operatlng team can malntain the alrway, qulckly
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
fallure?

4. Suctlon equlpment that permlts asplratlon of the oral and pharyngeal cavltles and a backup suctlon devlce?

5. An oxygen dellvery system wlth adequate full face masks and approprlate connectors that ls capable of dellverlng orygen to
the patient under positive pressure, together with an adequate backup system?

6. A recovery area that has avallable oxygen, adequate llghtlng, suctlon, and electrlcal outlete? (The recovery area can be the
operating room.)

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

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

9. EKG monitor?

10. Laryngoscops and blades?

1 l. Endotracheal tubes?

12. Magi!! forceps?

13. Oralairways?

14. Stethoscope?

15. A blood pressur€ monltorlng devlce?

16. A pulse oxlmeter?

17. Emergency drugs that are not erplred?

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

19. Do you employ volatlle llquld anesthetlcs and a vaporlzer (1.e. Halothane, Enflurane, lsoflurane)?

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

NO

tr

u

tr

tr
tr

tr
tr

tr

p
F
P
tr

u
tr
tr
u
tr
u
tr
D
tr
tr

PZI



SECTIoN 9 - lf you answer Yss b any of th6 quBstlons bdow attach a full Bxplanation. Read tha lnslruclions for important dofrnitions.
YE8

L Do you curunily h.y! r m.dlcal eondltlon th.t ln any way lmp.lE or llmlb your .bllBr to prrcdcc d.nirky wih ltEon.Dlc tr
rklll and t.fttlr?

NO

,N
2. Are you currontly engaged in the illegal or improper use of drugs or other chemical substances? trrA
3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to

practlce dentlstry wlth reasonable skill and safety? Ptr

4. It YES to any ol tha abovc, .ro you rrc.lvlng ongolng trrrtma?rt or pailclprtlon ln . monltodng progtrm th.t ltduc.. or t k
ellmlnrtls ihe llmlirtlon! or lmp.lmeni! caused by.lthor your m.dlcal condlllor o. ur. ol alcohol, drug!, or othrr chemlcal /v b
rubctancaa?

tr

5. Have you ever been requested to repeat a portion of any professionaltraining program/school? trN
6. Havo you awr rrcGiv.d . wamlng, Gprlmand, or bcan pl.cad on proballon durlng a profisslonal tralnlng prog6mrlchool? tr ,q
7. Have you ever voluntarily surrendered a license or permit issued to you by any pro$essional licensing agency? trr
7.. It yot, w.s r llcrntc dhclpllnary .cdon p.ndlng .g.lntt you, or w.re you undor lnw.dgrtlon by r llclndng aglncy at lh.t n /Q

Omo lh. volunL.y rurr nd.r of llc.n!. w8 trndartd? IV.lf
tr

8. Aaide ftom ordlnary lnltlrl rrquiBm.ntr of proctorthlp, havo your cllnlcrl lctlvltlss oy.r b..n limli.d, lutpondrd, r.yok d, tr
nol 6rf,w.d, volunildly rillnqul.h.d, or 6ubj.ct to oth.r dl.clplln.ry or pDbdlonary condluorE? P

9. Has anylurisdiction of the United States or other nation ever limited, restricted, wamed, censurad, placed on probation,
suspended, or revoked a llcense or permit you held? vtr

lO. Havo you €vsr bosn notltl€d ol any chlrgs! tllod agalnrt you by a llc.n.lng or dl.cipllntry .goncy of lny lu ldlctlon ofth! tr
[.]-S- o. olh.r n.tlon? ,P

ll. H.w tou aEr bo.n danlad. Drug Entorcom.r Adminiltrrll,on (DEA) or lttta contlollld lubgt lrca ralbtr0on oattfcrb or E
haa your conLollad aub.hnc. Egl.lraton .var bacn pla6d on prob.tlon, !urp.nd.d, rclunt rily lu]t.ndorrd or EvoLad? P

SEGTION 10 - AFFIDAVIT OF APPLIGANT
STATE: /

lo*'t\ "ounnk44,r,t rl**r C-^^*t-/
l, the bslow named appllcant, hereby dsclare under psnalty of p6riury thal I am tho person descrlbed and Hontfied in this applicaton and that lrry
angwers and all statemenb made by me on this applicstion and accompanying attaohm€nb alg true and conec-t. Should I fumi8h any false intornEtlon,
or have 8ubstiantlal omlsslon, I h€r€by agr6€ that such act Bhall constltub causg for donlal, susponEion, o. rovoca0on of my liconBg or psrmlt to provldg
d€ep s€datlon/gon6ral anGthssia. I aEo d€clare that f I db not personally compleb the forEgoing appliEfon hat I harre fully rgad and confrm€d each
queslirn and .ccomparrying emure., and lake tull re8pomibflity tur all anayGrs conhinsd in thla appllceton.

I understand lhat I have no lgg9l authodty to admini5br dsep sedation/ggnoral anealhe8ia untll a pomlt haE been grantod. I undeEtand ihat my fucility
is subject b an on-site evaluation prior b the issuance of a permit and by submlltlng an appllcaton for a deep sedatlon/general anesthesia permit, I

her6by consent to such an Evaluation. ln addition, I und€rstand that I may be subjec-t to a prolesEional ovaluatlon as part ol th€ applicatlon procosa. Thr
profossional svalualbn shall bo conducbd by th6 Anssthasia Crsdsntial8 Commltb€ and indud!, at a minimum, walu.tlon of my knorvl€dgE of casa
managemsnl and ailway managErEnt.

I cortiry that I 6m trainod and capable of administEring Advan6d Cadiac Lifo Suppo.t and that I emdoy luff(funt auxiliary poEonnol b assist ln
monitoring a patienl undgr deep sedation/general angEthesia. Such personnel are trained ln and capEble of monlbrlng vilal signs, a6si6ling ln
gmergenqy pro@dures, and adminlstering baslc lito 6upport. I undarstrand that a dgntist psrlbrming a proc€durB for whlch deep sedatlodgensral
anesth6sia ls b6ing employgd shall mt administor lho gonsral anoalhgtic and monlbr tho patlsnt wlthout thg prssanco and a$blanco oI 6t loast tlo
qualified auxiliary personnel.

I am alvarg lhat pursuant b lolxa Administrathre Codg 65G-2S.9(153) I must rBport any advorso occurBnces relahd 1o tho us! o, sodalbn.

I hgreby autho ze the releas€ of ehy and all lnformation and records lhE Board sh6ll deem portinent b the svaluatlon of thiB appllcatloh, and lhall supply
to lhe Board such records .nd infonnation as requ6Ed br e\raluation of my qualifications tur a p6rmlt b adminbter sedatlon ln tho 8tate ot lovra.

I understand thEt bas€d on evalualion ol cr€denlials, frcililies, equipment, personnsl, and procadur€a, the Board m.y placo r@iictiona on the per it.

Itu hor stBts that I havo r"ad fle rulo! r€labd b tho ule of s€datbn, aB describ8d in 650 lowa AdminisHive Cod€ Chaptsr 29. I her€by aor€o b
abHo by ths laws and rul€8 pgrtahlng to lhs practlcs ot dBntlstry and dBEp Bedatlory'Oeneral angstiregia in th6 thb of lowa.

MUST BE SIGNED IN

PRESENCE OF NOTARY >
STGNATURE OF APPLTCANT

faf-^- f,.rg+"*Ut
NOTARY SEAL suBscRtBED AND SWORN BEFORE ME, THIS ilnd DAY OF [\,ro 0 , YEAR ',),0 lt

trFtcr/tl gEA[ ----
LMEMGSIZAIEZ

orARY Pr/gLtC. STATE OF uno6
MY C0i,f,fi SS0il EXFfRES :0t{t$t6

NOTARY PUBLIG SIGNATURE

S*$nd S"*n}N
U

luoinnv puBLtc NAME (TypED drl pruxtED)

I Lorena Gonea\e x-.
iJIY COMMISSION EXPIRES:

'tl E5l ADlh



Provider

rrahlns CPR Assocldtes, Inc tl!lO+{
certr Hemr (7731 973-6933
rc 2615 W..PetersottP ^.
'n* -t 

t'' =t'-*€hicago; IE'f'0659 6s*-
Cource[i-fr" CPB 4ssoOates. tnetl rSr++

completed the cogrritfue and sklllr evaluadons ln accodarcc
with hc cunicuhgn of thc Anslcsr Huft Ascoclatlon Adt anc.d
Cardlovreula Uf6 Support (ACLS Prcgram.

*TI.SP

Trainrns d4trAssoclat€S, InC. , 15+6+ t
center-Igme (773) 9736933 -rq 2615 w. Peterson I:r
lnlb , l', 

6
Coursc

o aotl Ar:b }|rr Hb tf"p'fi r*l ti' anl t{ tfr l' gprta'

'',.1.t2",.

t;1,

.:

&Demnilc

DrE ofl$uc; 0?10{/20U

ffilErr;r o*r )^__*)

Healthc are Amerban
Heart .

Assoclaflon.

f*1Fle'ltlg wlii hb cad ril C{Dt lE rlica *t$)i



--/Lr!!rlrrlt
IOWA DENTAL BOARD

400 S.W. 8th Street, Suite D, Des Moines, lowa 50309.+687
Phone (515) 281-5157 Fax (515) 281-7969

http:/Iwww.dental board. iowa. qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICAT]ON OF POSTGRADUATE RESIDENCY PROGRAM

SECTIOH 1 - APPLrcANT INFORMATION

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

NAME (First, Middle, Last, Sufflx, Former/Maiden):

RV*nt NOEnAi @E{r*A4e-Fr
MAILING ADDRESS:

3t.r filo,ns st Vptf *zoo
ClTY:

4f,-a*n C*r, <

STATE:
TA

ZIP CODE:

Sobtj
PHONE:
.fb 5 .3f7.zzS3

To obtain a permit to administsr d6ep sedalion/gsrsral an€6th€6la ln lowa, ths lo!.ra Dsntal Board Equi.EB lhat the applilant submlt evldenca of ha\rlng
completed an appro\red postsraduab t"aining program or other fo]mal training prDgrEm appErr€d by th€ Boad. Th6 appllcanfs signafurB bslx'v
authorkos tfio roloaso ot any inbrmatlon, favotable or othen|lss, dlroc{y b the lowa Dental Board at the addE86 9borr6.

APPLICANT'S SIGNATURE: DATE:

dzzs-.ty'
SECTION,2..; TO BE COMPLETED BJ POSTGRADUATE PROGRAII DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

THIS PTOSTGRADUATE PROGRA IS APPROVED OR ACCREDmD TO TEACH FOSTOR^ITUATE DEiITA OR EDICAL EDUCATIOiI BY
OiIE OF THE FOLLOtrylT'G:

,EI Amerlcan Dant lA,'oclatlon;
E Accrsdi6ion council for cradu.t ilcdlc.l Educ.tlon ot th. Anarican tladlcal Ataochtlon (AllA); or

E Educaoon Committ . ot th. Arn rlc.n O3t opathic Artocldlon (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:

'loO,t-tb.clM)
DATES APPLICANT
PARTICIPATED !N PROGRAM >

FBOM (MO/YR): rQ (Mo/YR): DATE PROGRAM

COMPLETED:

fl yEs fl iro r. DrD THE AppucA T sATrsFAcroRrLy cor{pLETE THE Aiove posrcnroulr= TRAtillitc PRocIlA ? rf m, ploEss

.-, explaln.

f] YES E] ].IO 2. DID THE APPLICANT EVER RECEIVE AWARNIIG OR REPRITIAND, OR BEEiI PLACED ON PROBATIOII DURING THE
TRAI ING PROGRAII? lf yos, pleass €xplain.

tr YES tr I{O 3, WAS T}IE APPLICAIT EVER REqUESTED TO REPEAT A PORTION OF THE TRAINI G PROGMTI? II yg8, p|6alo oxp|a|n.

E YES tr 1.IO 4. DOES THE PROGRAM PROVIDE FOR AL TRAINIiIG IN AIRWAY iIANAGE EiIT? I' no, p|ees6 oxp|a|n.

Sfves tr No 5. DoEs rHE pRocRll,t pRovtDEautrmutu oF oNE vEAR oF ADvANcED TRAtNt ct At{EsrHE3toLocy A D
RELATED ACADEI||IC SUBJECTS BEYOI{D THE Ui{DERGRADUATE DENTAL LR,EL? Ifno, p|ease exP|ain.

I furthor c.rtlfy that th. abov. n.m.d .ppllc.nt h.a d.mon.hrt.d comp.t ncy h .lrway managemant lnd daap lodrtlon/gcna[l u..1h..1..
PROGRAM'DIRECTOR SIGNATU RE: DATE:

rii'

ft
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--'6-u'el'l

**nJoirnt*ilT'l: i::Hi

se6rlq,gas

-+-4*"'

olPo anssl

-:fs r"::*l?#Hr-Y tLozrso

ili#.*ff*.u****i*:
AllnPsaccns se

roplAoJd
o)ecL.lllEOH
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YOU ItiUST KEEP THIS CARD FOR FUTURE ENTRA}ICE II{TO RENEWAL COURSES. PLEASE CONTACT ilIERRIAII'I I'AKE

SlgnTZ.ZzglFOR A REPtACElt Eit CIRO, A FEE OF $6.00 WLL APPLY. WFH-IA #1413

TCID#

Healthcare
Frovider

Training

9_"-ty_Iry_"_ _Whesto11tgqesutlsdLer Jt U-[|! sqff -- -##
'4-i''7Y

American
Heart
Association'

West Allis Wt 53214. 414/3894895TC
lnfo

Angie Peyton

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'

03/2016
n*".,r.".i"J B;;;;i ;;l; -

Eunice Kelly 11102103688 lnst' rD #

Course
Location WFH-IA

lnstructor
Name

Holder's
Signature

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

@ 201 1 Americen Heart Associalion Tampering with this card will atte( its 4p6aranc6- 90-1801
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APPLTCATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

IOWA

IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
http : //wulv. deEta,lk$,n{C. iotrYB,fflp.v

RECEIVH;:
APR 2 8 ?i^14

7

*y

-o

)lY
Ll

SECTION 1 - APPLICANT INFORMATION

I

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

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

SH E?? \ELD, ERI ITJ M€TALINE JACKhM
Other Names Used: (e.9. Maiden)

JALESoM
Home E-mai!:

ERIN rnJsH e?1EtD@ 6Yt.'A tL'L
Work E-mai!:

Mg
Home Address:

Lblo rh ftra\ETTA fi),E
City:

towA c lt Y

State:

IA
zip:

Szz4b
Home Phone:

2 ta)sY, -6r(e,
License Number:

OQ(,SB
lssue Date:

t,Izq loq
Expiration Date:

0s l3\ I l*
Type of Practice:

OEf u n^R rr uotrAC/AL J^uE (

SECTTON 2 - LOCATTON(S) rN |OWA WHERE SEDATTON SERVICES W|LL BE PROVIDED

Principal Office Address:

l'il-g s . 6gar Ave, rngrr-\ Pltt?r.(-
city: \^l BuBUIrVr,TDr_
Ict$t,l

Zio:.'iizbZs Phone:

?iq) 7s2-z6sq

Office Hours/Days:

lr-F (-s
Other Office Address: City: zip: Phone: Office Hours/Days:

Other Office Address: Gity: 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 allthat
aoolv. DArE(S):

Advanced education program accredited by ADA that provides training in deep
sedation and general anesthesia /

wluoq-wlt.
orp lrolo -ob l2

Formal training in airway management ,/ rJbluto -obl

Minimum of one year of advanced training in anesthesiology in a training program
approved by the board

sEcTroN 4 - ADVANCED CARDTAC L|FE SUPPORT (ACLS) CERTIFICATION
Name of Course:
&uvP\-NJL@ Lrw-ot ftr Llw J.rp PoRr

Location:

U\HC- EMSLRC
Date of Course:

O r" I lzl.t-ol]
Date Certification Expires:

U Iso lzors
oo
D
oo

o

Lic. # Sent to ACC: Peer Eval: Fee *t l,%0 O Ee
Permit # Approved by ACC: State Ver.: ACLS

lssue Date: Temp # lnspection: tJ \ A.. Res. Ver Form

Brd Approved: T. lssue Date: lnspection Fee: i.l\A Res. Cert

irv -\v\EPeSJt\\oi,nrvq f{'ev -\u\sPeS$ €noilfu F/a]dlae\



Name of Applicant lJ.f{. iiU nn I -t r{t t--\:{ t: L lp FacilitvAddress l'i.r t? t.lV6TUY
SECTION 7 - AUXILIARY PERSONNEL

A dentist administering sedation in lowa must document and ensure thal all auxiliary personnel ha\€ certification in basic lite support (BLS) and are
capable of administering basic lifL. support. Please list below the narne(s), license/registration number, and BLS ceriifcation statG of all auxiliary
personnel.

Name:

NJtt-*ur DAvis
License/
Registratio, o'BD 

n - # "*i-ts
BLS Certification
Date: .z 

I tq | 1q

Date BLS Certification
Exoires: , t' 2l11 lra

Name:

ELLriv fr&rtpuE'7
License/ - ;

Registration #: \ \L li I

BLS Certification
Date:,{ttttl

Date BLS Certification
Exoires: iz ltq lttc

Name:

lhrui:tt lr\^\T\
License/
Registration #: ii it 5 {>ta"t

BLS Certification
Date: L lfi lt \

Date BLS Gertification
Expires: .r_ | t,t I lu

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name:

EYa|lc$. T)fer(F
License/
Resistration *: $q5 _ C? 1,ib

BLS Certification
Date: zl trt I t.f

Date BLS Certification
Expires: -tlfi ltu

Name:

-l'utsrtA Irtppy
License/
Registration #, eul\ _ r,) tl:? 5 B

BLS Certification
Date: zl lq lly

Date BLS Certification
Expires: zlt\liv

Name:

V \Yr (, i rv I A r-l\VeR
License/
Registration #: ,fLP11 

\ \i{L\Llci
BLS Certification
Date: 2l r{ l l rl 3il:,3,','"Ti',;T,

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

Eaci lacility in which you perform sedation musl be properly equlpped. Copy this page and complete for each ,acility You may apply for an exemption
ofany of these provisions. The Board may grant the exemption if it delernines there is a rcasonable basis brlhe exemption.

YES

F

k
R

NO

tr

ls 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 Iighting 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 permat 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 recove ry area that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery area can be the
operating room.)

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

B. 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?

1 1. Endotracheal tubes?

12. Magill forceps?

13. Oralairways?
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.

.E

H

,h

,h-
tr
H
H
R
E/
E
,E
ts

w
F
n

n
tr

tr

D

tr
tr

tr

tr
tr
tr
n
n
n
n
tr
D
tr

E

g;: 6frllv , t ft

COPY FORM AND SUBMIT FOR EACH FACILITY.



SECTION 9 - lf you answer Yes to any of the questions below, attach a fullexplanation. Read ths instruc{ions for important definitions.

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

YES NO

Rtr

2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? EE
3. Do you currently use alcohol, dlug!, or othel chomlcal substancG ihatwould ln any way lmprll or llmityour ablllty to tr I

practice dentistry with reGonablg rklll snd 8ai€ty?

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 atcohol, drugs, or other chemical
substances? Ern

5. Have you ever been requested to repeat a portion of any professional training program/school? trE
5. Havg you o\rer Bcaivod a warning, Bprlmand, or boen pLc€d on probatlon durlng a proi3sglonal t ainlng ptogran school? tr &
7. Have you ever voluntarily surrendered a Iicense or permit issued to you by any professional licensing agency? tr&
7a. ll yes, was a license disciplinary action pending against you, or wgre you undgr lnyostlgatlon by a llconsing agency !t that tr E t

time the voluntary surrend€r of llc€nre war tgndered?

8. Aside lrom ordinary inltlal rgqulremgnt! of proctorshlp, havg your cllnlcal actlvltlos ever boon llmltgd, guspendgd, r€voked, tr
not ren9w9d, voluntarily rellnqulghqd, or sub,lgct io other dbciplinary or probatlonary condltlong?

K
9. Has any jurisdiction ofthe Untt€d Statea or other natlon ever limited, rsltrlclsd, warnod, csnlutrd, placed on probatlon, tr .E

suspended, or rcvoked a llcenas or pgmlt you hgld?

lO. Have you ever been notlfisd ol any charg$ filed agsinst you by a llcon3lng or dllclpllnsry .goncy of any lutiedicilon of the tr E[
U.S. or olher nation?

11. Haye you ever beon denlod. Drug Enforcemoni Admlnlstrailon (DEA) or stato cortrollod subatancs roglstradon cedtflclte or E E
has your controlled substance rrglrtrltlon ever been placad on prob{I,on, sGpe.tded, voluntadly sunqndel€d or lgvokgd?

SECTION 1O - AFFIDAVIT OF APPLICANT
STATE:

l0w h
COUNTY:

D ES [h n l^l gs
i, the below named applicant, hereby declare under penalty of perjury that I am the person descdbed and identifed in thi8 application and that my
answeE and all stalements made by me on this application and accomparrying atlachments are true and coned. Should I fumish any false information,
or have substantial omission, I hereby agree that such aci shall constitute cause for denlal, suspension, or revocation of rry lic€nse or permit lo provide
deep sed?tion/general anesthesia. I also declare that if I did not personally complete lhe foregoing appllcation thal I have fully read and conlirmed each
question and accompanying answer, and take full responsibility for all answer8 contalned ln thl8 appllcatlon.

I understand that I have no legal authority to adminisler deep sedation/general anesthesia until 8 permlt has been granted. I understand that my facility
is subject lo an on-site evaluation prior to the issuance of a permit and by submitting an application for a deep sedatiorvgeneral anesthesia permit, I

hereby consent to such an evaluation. In addition, I understard that I may be subjeci to a prohsslonsl evaluation as part of the applicalion process. The
professional evaluation shall be conducled by the Anesthesia Credentials Committee and include, at a minimum, evaluation of my know{edge of case
management and airway management.

I ce ty that I am trained and capable of administering Advanced Cardiac Life Support and that I employ suffcient audliary personnel to assist in
monitoring a palient under deep sedatiorvgeneral anesthesia. Such personnel are train€d in and capable of rnonitodng vital signs, a8sisting in
emergency procedures, and administering baslc liE support. I undeEtand that a dentist performing a procedure for whictr deep sadatiorvgeneral
anesthesia is being employed shall not administer lhe general anesthetic and monitor th6 patlent wlthod the presence and assistance of at leaSi two
qualified auxiliary personnel.

I am aware that pursuant to lowa Administrative Code 650-29.9(l fr3) I must repo( arry adve.se occuEences related to the use of sedation.

I hereby authorize the release of any and all iniormation and records the Board shall deem peffnent to lhe evaluation of lhis appllcation, and Ehall supply
to the Board such records and information as r€quoaiad for evaluation of my quallfcatloN for a permlt to administer sedatlon in the staie of lowa.

I understand that based on evaluation of c,redentials, facilities, equipment, personnel, and p,oc€durBs, the Board may place restridions 0n the permit.

I further state that I have read the rules rolated to the use of sedation, as descdbed in 650 lowa Administrative Code Chapter 29. I hereby agree to
abide by the laws and rules pertainlng lo the practice ofdentistry and deep sedatlon/general anesthesia in the state of lowa.

MUST BE SIGNED IN

PRESENCE OF NOTARY >
SIGNATURE OF APPLICANTMd

NOTARY SEAL sue$sRdeo)fro s6/oHr BEFoRE nrE, rHrs- l&Ao^y oF 4 O,i I , YEAR Jo r.{_
NOTARY PUBLIC SIGNATURE

S-.tp r{*\ 6 5+"*J-
NOTARY PUBLTC N-AME (rypEDbn enlrreO;

iilrerr*{ 5" 5{.,r,-*-'
MY GOMMISSION EXPIRES:

-|^t{ 15* Jbl6

ft
4 silBrYflot ?

mrlstttlrf |ll!C,
\qf; **



Name of Applicant F P r N fhJ SF(EFFI sLJ)

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School:
U{{\U€Rf rr\ 0F \0W&

From (Mo/Yr):
ofi lzh B

To (Mo/Yr):

iD Izt\q
Citv. State:

\tWN CITY ,Ht
Degree Received:

hnS
POST-GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgreduate pragram you have completed.

Name of Training Program:

t/N i uElL( i r v nF I or,tlA. * i'"ttrn;Ai Vttu4wr D e.
Address:
) 2oo

City:

tO\^J A C ITV
State:

l*
Phone:

? lq - 3s b-t 3Jq
Specialty:

0 rvts
From (Mo/Yr):

\to I LN\PI
To (Mo/Yr):

ob I Lo lo
Type of Training: }(lnt".n n Resident E feltow E Ottrer (Be Specific):

Name of Training Program:

UNrutrFJ\TV trF ltrr^;A
Address:
Zas Hfl,-t illLtA)-( hl€.

Gity:

luwr+ CtTI
State:

IA
Phone:

3\q-3sb-13:\q
Specialty:

0 f"\S
From (Mo/Yr):

nf, l2o to
To (Mo/Yr):

ctto lzo t+
Type of Training: E lntern (ResiOent E feltow E Otfrer (Be Specific):

CHRONOLOGY OF ACTIVITIES
Provide a chronological listlng oI all dental and non{e. al aciivities hom the date of your gradualion ftom dontal school to the present date, with no
more than a three (3) month gap in time. lnclude mor{ha, }€ars, locatlon (clty & state), and type of prac{ce. AtEch additionsl sheets of paper, if
necessarv. labeled with vour name and sioned bv vou.

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

UtV t VE\LS t rV r'r F t {}r ^r A IrJTtr,fV Oh^J o b 11,u\q N, lzo ro
I

lNJr r-/0LIt fV nF t 0 r^/ *'* L€-Lr r)f6e1 6 Y 0 fH -[ Ito [zoto 0b I ?a tLt

SECTION 6 . DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

E YES E ,'lO A. Do you have a Iicense, permit, or registration to perform sedation in any other state?

lf yes, specify state(s) and permit

frves E No

E YES ,E *o

p'ves f] uo

ffives E ruo

pves tr No

frves E ruo

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

C. Have you ever had any patient mortality or other incident that resulted ln the temporary or permanent physical or mental
injury requiring hospitalization of the patient during, or as a result of, your use of antlanxiety 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?

What major drugs and anesthetic techniques do you utilize or plan to utillze for sedation purposes?
attach a separate sheet if necessary.

I v V trs td, {tr-tan 
J 

\ , vn\runn , \<rf,u",i"*l-, p,^opo{. r

Po vefied (

IPH ku Prn oP N rT\ao+r S*\DE

Provide details 1rv, (1?rati}>etc.) and



'ir-i

.it

ACLS
Provider flffiiit;,

r nls card certifios that i
co.mpleted rnu 

"onnn,r;nj"lllk":HtrtHtifi ilff{5:f#HH#,ffifiiilr#_card iovasc urar Lire supi#'(X8fl,X?l[#...
qfi2/2013

lssue Date 0/30/20xs
Recommended n"*il o"E

Training TCID#
center NSme urHe_EMStRe
rc TCCIA05137 "ic

tnto Citx,{iEffiHu*kin. nr, rt{lff city ta {&tts ...

Gourse 319-353-7495
Location EMSLRC

tnstructor Doug York 05060084232 lnst.lD #

Name

Holder's
Siqnature

o 201 1 Arnorican H€art Assodation Tamplng with thls cild wiil alter lE appgsrel.tce' 90-18(E



IOWA DENTAL BOARD
4OO S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
http :/lwww.denla I board. i owa.qov

PLEASE TYPE OR PRINT LEGIBLY IN INK. IOWA DENTAL IJOARP

VERIFIGATION OF POSTGRADUATE RESIDENCY PROGRAM

RECEIVEffi
APR 2 I 2014

SECTION 1 - APPLICANT INFORMATION

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

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

F[lrl.] hn'EreL I rU E . )nc.lcitA/ fttE ?trtoLt), (- i Ar v cn^f
MAIL!NG ADDRESS:

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

DATE:

oq t Lll rtf
NAME OF POSTGRADUATE PROGRAM DIRECTOR:

sfEv EN FLEtCrt
THIS POSTGRADUATE PROGRAITII IS APPROVED OR ACCREDITED TO TEACH POSTGMDUATE DE TAL OR If,EDICAL EDUCATIO BY
OiIE OF THE FOLLOWNG:

dAmerlcan Dontal A3sociatlon;

E Accrsdltatlon Council for Graduate tlodlcal Educ.tlon of the Amerlcln odlcal Alloclltlon (A Ar; or

E Education Commltte€ of tho Ame.ican Ostoopathlc A$oclatlon (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM:

VlvrV€Ys\ty Or lowt \ou,rfr C \Ty{ 1A I'n) 3su-1321

GoMPLETED: otplgo [2,O

DATES APPLICANT
PARTICIPATED IN PROGRAM >

tr YES ET NO I . OID THE APPLIGATIT SATI9FACToRILY GOISPLETE THE AaovE POSTGRADUAIE TRAINII{G PROGRAIII? If no, please

. exprain. :re c B.\o.^, .

tr ves Ezr.ro 2. Dto rHE AppLtcANT EvER REcEtvE A waRNtNG oR REpRttrtAND, oR BEEr pLAcEo oN pRoBAloN ouRtNG THE
TRAINING PROGRAT{? lfyes, pleas€ explain.

tr ves E'(o 3. wAs rHE AppLtcA[T EVER REouEsrEo To REPEAT A poRTtot{ oF THE TRAI{|NG pRocRA ? tfyes, ptease exptain.

ErYES tr NO 4. DOES Tl{E PROGRA I PROVIDE FOR AL TRAlill G lN AIRWAY A AOE EI{T? lfno, please explain.

EfyEs E No 5. ooEs rHE pRocRAft pRovtDE A tNt u oFo E YEAR oF aDvAt{cED TRA| ll{G t]{ At{EsrHEstolocy A o
RELATEO ACADEMIC SUBJECTS BEYO D THE UNDERGRADUATE DEiITAL LEVEL? lf no, please explain.

}". 6t'..G.tl r,i\[ s^U.&.t'\ c'^,1(tte L- i'e^"'"1 o J".^ 3o,2'or4 '

I further certify that the abovg namod appllcant has.dgmonstratgd competency in alrsay managemgnt and doop rodatlon/general an9sthesia.

PROGRAM DIRECTOR SIGNATURE:

{-ts- t



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

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

APPLTCATTON FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

SECTION ,| - APPLICANT INFORMATION

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

Fuf ! Lesat Name: (Last, First, Middre, suffix) 
TO pO * (8, 2t'p.n_, , fr.r(*T T $g.^j

Other Names Used: (e.9. Maiden) Home E-mail:

A.{t"Io p s Y\tp @ grua* \' co*
Work E-mai!:

P-xauct. D r u-\Le, @q*o' \' co*
Home Address:

4b"l tt.o*,nq'tow 5i-
City:

\q-r:*, C, ry
State:

Ef\
Zlp:

S?-.zryt5
Home Phone:

8ot -toI'4tir
License Number:

081 qz lssue Date:rIsl,t Exoiration Date:

ol+r ll'f
Type of Practice:

Dor,t[a--Q
sEcTroN 2 - LOCATTON(S) rN |OWA WHERE SEDATTON SERVTCES WLL BE PROVTDED

Principal Office Address:

TzlL\ Nordno cA+q-'k.j
City:

Z TA Cr#..^
Zlpz

527*,
Phone:

3\q-939+
Office Hours/Days:

&(./
Other Office Address: L., City: Zip: Phone: Office Hours/Days:

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

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

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

SECTION 3 - BASIS FOR APPLICATION

Check each box to indicate the type of training you have completed & attach proof. Gheck all that
aoolv- DArE(s):

Advanced education program accredited by ADA that provides training in deep
sedation and general anesthesia

/ b/zot"t
Formal training in airuvay management Vl'*t4
Minimum of one year of advanced training in anesthesiology in a training program
approved by the board \.0 

f zor{
sEcTroN 4 - ADVANCED CARDTAC LIFE SUPPORT (ACLS) CERTTF|CAT|ON
Name of Course: ^huuq {-,e-n a,r^Ja} Cors-rs e

Location: \LNivU:fLg rfy OF Louu I h

lTrl.q L-eh.r.^-t rno. 0,Lcreu erj-S C4r+*-gr
Dateof Gourse: 

+ [q Itrt
Date certirication Expire6: 

V aol r u"
oo:)
o(,

o

Lic. # Sent to ACC: Peer Eval: Fee * fSqr"6 Cg@
Permit # Approved by ACC: State Ver.: ACLS

lssue Date: Temp # lnspection: N\A Res. Ver Form

Brd Approved: T. lssue Date: tnspection Fee: IqD< Res. Cert

\o\ Freu- \'\oi(\nq FreU- \nspe.(Jc
-r Fracl*h^/?rnJti'&



Name of Apptican, 0t>"'- GFo '^<x-
SECTION 5 - DENTAL EDUGATION, TRAINING & EXPERIENCE

Name of Dental School:
bc}\Ec \

.ct slgv-+ds L--S \r-r<,lb)
l\-,L*-di(cit",q uHLA?H From (Mo/Yrl:

Qlzocito
To (MoIYrl:sllbro

City, State: i\-a-s V.rq \3 ' t-'-ruJadct
Degree Receivad: bU tS

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

Name of Trainino Prooram:
r,cn..i.f-[fi XUE++ \&T,l] .-=

Address:

2oo t[o*:ki tn-s Nr't *r,l "'tb** Lr= -.r
State:

( ou*r,+
Phone: 4)\q-35t*14?1 ffii{u*..r(&-'u s.,e.r,

From (Mo/Yr):

tal't*to
To (Mq/Yr):

le I zn t'1
Type of Training: D tntern[LResident D rellow fl Ottrer (Be Specific]:

Name of Training Program: Address: Glty: State:

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

Type of Training: I lntern E Resident D Fellow E Ottrer (Be Specific):

CHRONOLOGY OF ACTIVITIES
Provide a cfironological lls ng of all denl,al and non{ental ac{ivitles from the dats o, your g.aduation fiom dental sdlool to the pGsent dale, wlfl no
more than a thr€e (3) monlh gap in time. lnclude months, years, location (city & statg), and typ€ of praclic€. Altach additional sheels ol pEp€r, il
necessary. labeled with vour name and siqned bv vou.

Activitv & Location From (Mo/Yr): To (tlo/Yr):

o* tl,it31j$"l*rt;H or: ("*-qs{ &*r^{-Y blt-ot o tel>otI

SECTION 6 - DEEP SEDATION/GENERAL ANESTHESIA EXPERIENGE

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

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

BLYES tr NO B. Do you congldgr Irou,3elf engagEd in lhe uEo of d6ep lodrtion/genonl lnoslhosla ln you. plofltrlonal prac{lce?

g veS f, NO C. Hava you svo. had any patlgnt mortallty or other lncldent that resultsd ln the temporary or peman.nt phyalcal or mental
lnjury r€qulrlng hospitallzatlor ot the pa{.nl durlng, or as a iesult of, your us. of antlanxlety pr.nredlcatlon, nltrous
oxlde lnhaldlon anglg€sia, modomt s.datlon or d.€p lodato.y'g.naial an.6tho!la?

E YEs EI O D. Oo you plan to u3o d.op !.dationrgencrrl .noltheBi. in p.diatric p.llonb?

E YES tr NO E. Do you plan !o use deep sedatlon/gsnsral anlslheela ln medlcally compromised prtlents?

E YES tr NO F. Dotlou plan lo ong.go ln en!.rslmod€rato lsdatioo?

EIYES tr NO G. Do you plan to.nEqge ln par.nioEl mod€r.b scdatlon?

What malor drugLs and anealhetic tochnlques do you utlllzo or plan to utlllrg for sedatlon pu,poses? Provlde details (lV, inhalation, etc.) and

"ETilf""atififfi3'^-,.1^'.t*4'9-Vcr-)'rr""-r'r'r-,ur"6e-&1rr.tc-'zo\aw''

i,Ylfldfl-*ff}ffit,?," &,i^;1 'ril..;'"'t,v'r,rs<!1Fe-"*a'r^3\,Kr*a"..r-itn<',' jrogotb\,{,Lo(.gwt'ne, c',-{\6't't&t{

2



r
Name of F Address ( STErn
SECTION 7 - AUXILIARY-IERSONNEL AA\P, 144 A*St
A dentiBl administering sedation in lowa must document and ensure that all auxiliary p€rsonnel have certlfication in baslc llb Eupport (BLS) and are
capabb of administBdng basic lifr support. Ploase li6t belovi, the nam6(E), lic6nse/regist ation number, and BLS cortifcation statu8 o, all auxiliary
personrEl.

Name:

t-r ,r^rr N/,rh,,lson
Llcense/
Resistratio"o, 

? I S3 L4 q
BLS Certlflcation
Date: l/_ G B

Date BLS Certificatlon
Expires: fi-50 ls

NaEe: ./ )

r a ner lYers
License/
Resrstrarion #: flS t Zf

BLS Certification
Date: tLs-11

Date BLS Certiflcation _
Exprres: ltSA- lg

Name:

h{f ., vv K le,r D{,e(
License/
Resistrafion#:O qrl bIg

BLS Certiftcation
Date: ILE-13

Date BLS Certiflcatlon
Exprres: 

I l- 3C- l;
Name: I
3 era fl i [:rr, ( -* EEDA

License/
Resrstrauon#: frl05gn

BLS Certlflcatlon
Date: 

, b5_ 13

Date BLS Certlflcation
ExPrres: l/- 3a - / 5

Name: f)
Sre niur n i e*f,icK E

tJ"T,liij*'n 
I' G.Dfl oa ) rc BLS Certlflcation

Date: lt-{-13
Date BLS Certiflcation
Expires: / /- gts- E

NameJ- --[-tta a Rrausc
License/ . \
Reslstration #: (>_ it 4 tS

BLS Gertiftcatlon
Dare: I /_ S_ i3

Date BLS Gertlflcatlon
Expires: I l_gO- lg

Name: 

0 nqell ('",rrrrFf<r H"T,li,1r" n*= dD A- latbT BLS Certlfication
Date: 1S S"_ t=

Date BLS Gertlfication
Exprres: 

il_SO- E
Name: HC.-t4 t1Ac-1,-t_rrtl
---- t -n
l\u-,rno,'. UDfl e I,:+e'(:rln

hl"ili,L,"n n. tiDn - o%b3
-- atqteSg r

BLS Gertification
Date: l/E-/b

Date BLS Certiflcatlon
Expires: 

//- Aty /5
SEGTION 8 - FACILITIES & EQUIPMENT

r- |LF1Z //- v0- l5
Each fadllty in whidr you perform s€dation must be propody €quipp€d. Copy tris pag6 and complote lor each facllity, You may spply for an srempthn
of any ot [|eEe provkions. The Boad may grant the oxsmptim if it debmines lhe]e is a rcaaonable basls for the ercmp lon.

YES O 15 your donlal ofllco proporly malntalned and equlppsd with the folowtng:

E tr l. An op.6Ung roollr largo cnough to rdequ.Lly.ccommodat8 lhq patlgr on a tallo or ln an opcr.tlng chalr.nd plfmlt an

- op.r.tlng Lrm corsisllng ot at loct lhrt indlvlduab to mos ft€oly .boul tho pr{.r ?

.W E 2. An operattng table or chalr th.t psmlts the patlort to be polltlonsd ro the oporatlng tgam cln m.lntaln llr. .l sy, qulckly
tlt . tho patlcnt po!ruon h an emcrgioncy, and provlde a llrm pl.tio]m lor the managBment of Gardlopulmon.ry rqluscllstlon?

E A 3. A llghllng ry.t m th.t ls ldoqu.t to prlmlr ovrlultlon of lhr pdr.]|fr iHn rnd mucolal color lnd a bed(up llghfin! tylt.l|r
lhat lr btfrory powoDd and of sufficlor lnbnslty to p€rmlt complo{on of any opcrltlon undo ay ai thg llmo of glnrral powe
fallu.r?

.W tr 4. Suctlon €qulpm€r that prmlb arplratlon of lh€ oral and pharmgoal caylu€s and a backup suc'lloo davlca?

E tr 5. Ar orygen dellwr, !y!i.m wllh adsquaie ftrll f!c! maskr.nd appropdlb coonoctor3 lhrt b c.paDh of drlh,adng oxlE.n to
tho pallgnt under positivo pro$sull, together wllh an adgqurir bactup aystom?

.W tr 6. A r.cffiry arra lhrl h.r.vsllablo oxygen, ad.qu.to llghtlng, lllct on, rnd ahc-lrlctl otlet ? (Ihe Ecowry are. crn bo lh€

.rl oP'Gdng room')

.Z , E 7. lt tho patlent .bl. to bo obr.wed by a moinbor of tho sfaff at .ll Um.! durlng the Ecowry p€dod?

.W E E. Ancl0rEL or an lgclla ayd.m! codod to p]lEnl rccldontal a&nlnldratlon of lho wlong g$ rnd equlpgrd wtlh a flll !!fo
--f machaolsm?

E-zE I' EKG monflor?

E -lD lo. L!ryngoscopo at|d bl.doa?

En A ll. Endotrsch..l tubos?

F.ZE 12. !9lll fo.Eepa?

E-zE 13. oralalnYay!?

E-- B t,t stcrhoscopc?

En E 15, A blood prlllulr monlio.tng dovlc€?

,.2 -1tr 16, A pul.6 oxlmotor?

/^ A 1?. Eni€rgoncy drugs lh.t a]! not exptrrd?

E tr 
-,rA 

A drnbdllaior (.n rutom.lsd drfibdlbtor lr Ecofimendod)?

n n d 19. Do you employ wlatits llquld .ns*hotlos and r vaporlz.r (i.6. Halothane, Eniuranc, l3ofluran.)?

2 m. h th. .p.c€ 9rcvidsd, lld th. numb.r of nitrou! oxid. lnhal.tlon analgc!|. unltr ln youl ircll[y.

Z_
4,s

COPY FORM AND SUBMIT FOR EACH FACILITY.



SECTION I - lf you anst/r€r Yes to 8ny of ths questions below, attadr a full oelanation. Read ihe instrucliorc for importanl d€finitions.
YES

1. Do you curer ly have a medlcal condl$on that ln .ny way impalrs or llmlts your rblllty to practlce donllalry wllh ,rasonable tr
3klll and safety?

NO

E

2. Are you currently engaged in the i!legal or improper use of drugs or other chemical substances? tr6
3. Do you culr rtly u!3 alcotrol, drug!, or olhor chemlcal substancss lh.i would ln sny uay impair or llmlt your ablllty !o tr E

practic. dontatry wlth r.aaonable sklll and safc$r?

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 chemica!
substances? - r'la trD

5. Have you ever been requested to repeat a portion of any professional training program/school? trts
0. HaE tlou ever Eceived a wamlng, repdmand, or boen placod on probatlon dudng a profesalonal llglnlng programr$hoot? tr E
7. Have you ever voluntarily surrendered a license or permit issued to you by any professlonal licensing agency? trE
7a. lf yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that

timl the votuntary surrender of ticense was tendlred? r.rb
trtr

8. Aslde ftpm ordlnary inilial rcqul]lm.nts of proctoBhlp, havo your cllnlcal ac{lvltl€8 eyor becn llmltad, suspondod, llyokod, tr E
not ]en6wod, volunlErily rrlinqulth€d, or 3ubl.cl to other di3cipllnary or probrtlonary condldon.?

9. Ha5 any jurildlc{on of the Unlt d Slate3 or olhgr nalion ev.r llmlt d, re6tri.Ld, wamod, censurrd, placed on probttlon, tr El
auspendod, or rovoked a llconSo or parmit you held?

lO. Have you evcr boen notlfled ot any charge3 fll.d ag.lnst you by a llcen3ing or dbclpllnary agency of any jurisdlctlon of lhe tr EI
ll.S. or othcr nallon?

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

p
SECTION 10 - AFFIDAVIT OF APPLICANT
STATE:

\ *S\J-l tA*
COUNTY:

r\o !\r': So AJ
l, the below named applicant, hereby declare under penalty of p€dury that I am tlo p€rson desdibed and identifed ln this applicalion and that my
an8Mrers ard all atatements made by me on lhis applicatlon and accompanying attachments are truc 8nd coraec{. Should I fumlsh any fals€ lnfomation,
oJ haw substantial omission, I hereby agree lhat sudr acl shall constltuE cause for denlal, susFrension, or rgvocation ol my ll@n6e or pemlt to provide
deep sedation/g8neral anesthesia. I also declare that if I did not perEonally complele the forsgoing applicaUon that I have tully road and confirmod eadl
question and accompanying answer, and take tull respon6ibility ior allsn8wers contained ln thls application.

I understard that I have no legal auhorlty to administgr doep sedation/gsneral anesthE3ia untl a permit has be€n granted. I unde6tand lhat my facility
is subjed to an on-5ite evaluation prior to the isauanc€ of a permit and by submiting an applicalion fur a dEEp sedation/gsneral anesfEsia pemit, I

horeby consent lo sudl an evalualion. ln addition, I understand that I may be subred to I pfoGssional evaluation as pad of ths application pfoce6s. The
probssional evaluation shall be conduded by the Anesthesia Cr€d€ntials Cornmittee 8nd include, at a minimum, evaluatlon ot my kntr ledge of case
management and airway management.

I certify lhat I am trained and capable of adminlsterlng Advanced Cardlac Life Suppod and thst I employ suffcient auxillary personnel to sssist in
moniloring a patl€nt under deEp sedatio,y'general an€sthesia. Such p€rsonnel are lrainod in and capable of moniloring vital signs, as8isting io
€mergency procadures, and admlnlstering basic life support. I underdsnd 0lat a dentlst p€dorming a procedure fut which deep sedation/goneral
anosttresia iE being employed 6hall nol adminisier the gerDeral anosthe$c ard mor*tor the patieit ryithout the prcsence and assislance of at least two
quallfi ed auxiliary peBon.El.

I am aware lhat pursuant lo lowa Administrative Codo 650-29.9(1 53) I must repo( any adverse ocqlnencas r€l8ted lo lhe use of sedation.

I heroby authoriz€ the release of any and all inlormation and records lhe Board shall deem pertinent to tho evaluation ofthis application, and shsll supply
to the Board Euch recods and lnfo,mauon as requ6t€d lor €valuatlon ot my qualifcatlon8 br a permit to adminlster sedation in the state of lowa.

I understand that based on evaluatlon of qedentlals, fadlltleE, equipment, personn€|, ard procedures, lhe Board may plac6 r€sticiions on the psmit.

I fu h6r state that I har€ read lhe rules relaled to the use of sedalion, as dosc.ib€d in 650 lowa Adminlststlr,e Code Chapt€r 29. I hereby agr€o to
abftle by the lawB and rules pertaining to the pracdc€ of dontislry and deop sodation/genEral anesthesla in the stab of lora.

MUST BE SIGNED IN
PRESENCE OF NOTARY >

srGNAruRE oF APPLTGANT 
( A l/>

NOTARY SEAL suBscRtBED AND swoRN BEFoRE ME, rffs 3sr\ orv\r Arcini , YEAR 2At4
NOTAR}IuIILrc Srgl*$rURE

Hfio( dr.n >F{

t/

tC.
L

nne nutt HoslER
mission Number 739619 NOTARY PUBLTC NAME (WPED OR PRTNTED)

Rng[ruunr 't-\csi <-(
MY COMMISSION EXPIRES:

315-,Sa
Yt issbn Expires

4



ACLS
Provider

***Bpn*-Jppqnco

6m* Training
Centar Name

TCID#
I IIHT.trMCI P(-

TC
tnfo

TCCIAOsI3T
Xlfl'il*wkinc flr ln{*tCiru lA #t*1,

PTEL

HERE
Coursg
Locatlon

3 r9-353-7495
EMSLRC

Thas card certifi€s that the above individual has successfully
completrJ tha cognitive ard skills evaluations in amrdance
\i,ith fio cuniculum of the Arnarican Heart Associa$on Mvanced
Cardiomscular Life Support (ACLS) Prograrn.

{frfaAW 4B0n0l6
hsrc tlata Racommendsd Rensri/al Date

Ryan Toponce
359 Huntington St
lowa City lowa 52245

Lee Ridge 03060026618 hst, rD#lristructrr
Name

Holder's
SiEnature

O2Of I Aryl.rE r trsr Arsocirito.l leap.rtrUi"fi ,$ctdr{,1tr*rftE to'lE

Peel the wallet card off the
sheet and fold it over.



RECEIVED
MAy 0 5 2014

IOWA DENTAL BOARD
PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, towa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
http :/lwww. de ntalboard. iowa.oov

SECTION 1 -APPLICANT INFORMATION

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

NAME (First' Middle' Last' suffix' Former/Maiden): 0.0* , M*;k*.dar^-rr To p o vuL€--
MATLTNG ADDRESS: %an t\r**-, ".-q{D^^ St .

PHONE:"'-'60 t-hot-t rt 5\o.pu C-r.
To obtain a permit to adminide, d€ep sedation/gen€El an€sth€sla in lowa, the lowa Denlal Board requires that the appllcant submii evklence ot having
completed an approved postgraduate training program or other formal training program approved by the Board. The applicant's signature below
authorizes the release of any information, favorable or otherwise, directly to the lowa Dental Board at the address above.

DATE:

1(zolrl
,TE PROGRAM DIRECTOR

NAME oF POSTGRADUATE PROGRAM DIRECTOR' 
5 {=^, o_^

THIS POSTGRADUATE PROGRAI' IS APPROVED OR ACCREDITED TO TEACH N'STGRAI'UATE DENTAL OR IIIEDICAL EDUCATIOI{ BY
ONE OF THE FOLLOI'VI G:

/Arnedcan Dental Arsoclatlon :

fl Accr€ditslton Councll ior Grrduate il.dlo.l Educatlon of lho Amsrlcan il€dlcsl A!.ocl.tlon (AltA); or

E Education Committoe of tho Anerican Olt opathic Asloclstion (AOA).

NAME AND LOCATION OF POSTGRADUATE PROGRAM:

U"incoq,

PARTICIPATED IN PROGRAM >
-/t

[E-T.TO 1. DID THE APPLICANT SATISFAGTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAII,I? If NO, PIEASE
explain. 5<z-- b. (.'k

ff YES ET NO 2. DID THE APPLICATIT EVER RECEIVE A WARXING OR REPRIiIAT{D, OR BEEN PLACED O PROBATIO DURING THE

-/ 
TRA ING PROGRA ? lI yes, ple.6€ explain.

tr YES trT NO 3. WAS THE APPUCANT EVER REOUESTED TO REPEAT A PORTIOiI OF THE TRATNING PROGRAII? IfYES, PIEASE e)QIAiN.

g{aS tr lO 4 OOES THE PROGRAIT PROVIOE FORI{AL TRATNTNG lN AIRWAY ITIANAGEMENT? lf no, pleaEe explain.

E(es f No s. ooEs rHE pRocRAl{ pRovroE A iitNtMUM oF oNE vEAR oF ADVAI{cED TRANTNG rN ANEsrHEsroLocy AND
RELATED ACADEITIIC SUBJECTS AEYOND THE U DERGRADUATE DENTAL LEVEL? lf no, pl€ase explain.

D.. -G p,,*ce *;l( (Y
01^ 6 -i>a-. ('f . l'1, , s s.\ fra. ta

r,,yLk [,r^ !n:t nu!:1
{" s^lr{*{-,".\ .+f. ;t( J",*.;,

I lurthor cortify that the abow nam.d applicant ha! dgmonltrat.d compoi€ncy ln rlnvly managemont and deop sod.ilonlgsnoral an€.th$la.

{-*: -r
PROGRAM DIREGTOR SIGNATURE:



re \ oRAL SURGERY
( -\lAssocrATEs'J 

Pt | "qy,fl . 
g 1,1,I,:, | : s;

RECENED
\l\A\ 1 

'/ 2o\4

IOVTIADENTAL 

BOARD

515114

lowa Dental Board
State of lowa
400 sw 8th st. suite D
Des Moines lA 50309

RE: new applicant Ryan M Toponce- Anesthesia Permit

To Whom lt May Concern:

I am submitting the completed application for Ryan Toponce to apply for his general
anesthesia license. Ryan is graduating from the University of lowa Oral Surgery
Residency program on 6/20114.He will be starting as an associate at Oral Surgery
Associates on June 30,2014.

Per Dr. Toponce the postgraduate verification of residency program will be coming
from the University of lowa - Dr. Steven Fletcher under separate cover.

Thank you for processing Ryan's application.

Sincerely
r\
-\,lata-t n 

| %re
,danet Major
Office Manager
Oral Surgery Associates of lowa City PC
2814 Northgate Dr Suite 2
lowa City lA 52245

Andrew C. Hartwig D.D.5., PhD.n . Chad
2814 Northgate Dr., Suite 2, lowa City, lA

* . Deborah L. Zeitler D.D.5., M.S..
ph. 319.338.5484 . fax. 319.338.9413

M. Pfohl D.D.S.
52245-9568 .

.Diplomates, American Board of Oral & Maxillofacial Surgery nfn
Yorvrs${t}ll ({({r

.Fellows, American Association of Oral & Maxillofacial Surgeons



RECEIVEI}
MAY 3 0 2014

IOWA DENTAL E]OARI)

APPLICATION FOR MODERATE SEDATION PERMIT

IOWA DENTAL BOARD
400 S.W.8th Street, Suite D, Des Moines, lowa 50309.4687

Phone (515) 281-sl57 Fax (515) 281-7969
http ://www.dental board. i owa.qov

SECTION 1 - APPUCANT INFORMATION

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

Full Le-galName: (Last, First, Middle, Suffix)

Do.,;/:"n rtrt;ihaal . To^u1
Other Names Used:1e.9. Maiden)

lvf A
Home E-mai!:

i,Ji.t ;,*r.,tr.,,.L* Gg"r,n^,l cr^,

Work E-mail:

S.ir,n e
Home Address:

\ibb "4/ Du.l,,rl Lt*l* \.
Citv: \'

0l;k^,[^lc
State.\

r4
zip:

5,r.,2 e

Home Phone:

6tl rct -sd?c

License Number:

oft135
lssue Date:

Jra. lZ , tor',
Expiration Date:

d". 3l,trtY
Type of Practice:

Pr;v^)n-
sEcrroN 2 - LocATtoN(s) rN rowA WHERE MoDERATE SEDAfION SERITTCES ARE PROVTDED

Principal Office Address:

R5zl U.lo^J"fu J,.
Gity:

Lr.S,^,,r/"1"
zip:
5a)2L

PJrone:

6i027? -\sw
Office Hours/Days:

*4-t\ 7.j r71i
Other Office Address: City: Zip: Phone: Office Hours/Days:

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

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

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

SECTION 3 - BASIS FOR APPLICATION

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

comoleted. DArE(S):

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Gontrol and Sedation to Dentists of at least 60 hours and 20 patient experiences fico^ot t a

SA,tt * AWt-
7-c>rL{

ADA-accredited Residency Program that includes moderate sedation training ! Completed ,L/A
You must have training in moderate sedation AND one of the following:

Formal training in ainray management; OR

Moderate sedation experience at graduate level, approved by the Board

2l Completed F€rs Zctry

E Completed 4//A
sEcTloN 4 - ADVANCED CARDIAC L|FE SUPPORT (ACLS) CERTTFICATTON
Name of Gourse:

tt^.L.*[. t CLJ
Location: 

C/n; ly ).,^f- 4" ltt U ../o,nr,
Date of Course:

lft,/fzutq
Date CertificationlExpires: tu t I Zr:iL

'o
,ah
f
o)o

o

Lic. # Sent to ACC: lnspection r"" *t 3\ 631 $ s6
Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form A/B

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



*r,

Name of Applicant ,, b41Lho, I \.,,,J...
SECTION 5 - MODERATE SEDATION TRAINING INFORMATION
Type of Program:

! eostgraduate Residency Progra mffContinuing Education Program E Otn", Board-approved program, specify:

Name of Training Program:

O rcon,n AAn
Address:

/14o 4t /L,A^. ltn,, ^k
City:

4
State:

ni
Type of Exq;r{epcei

.r/rL-t,- * nl),,./ + irruolk,i I
Length of Training:

/O3 /tK-
Date(s) Completed:

TA^i - Mt ?a/{
Number of Patient Contact Hours:

4s
Total Number of Supervised
Sedation Cases: 

Z O
pies E r.ro

fr., E uo

d* E r-ro

rt;" E tto
Wfs E ruo

W{rs E ruo'frts E ruo

Eves E no

.64., D ruo

ar="1fro
fies E No

1. Dad you satisfactorily complete the above training program?

2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?

3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
4. Physical evaluation;
5. IV sedation;
6. Ainray management;
7. Monitoring; and
8. Basic life support and emergency management.

9. Does the program include clinicalexperience in managing compromised airways?

10. Does the program provide training or experience in managing moderate sedation in pediatric patients?

11. Does the program provide training or experience ln managing moderate sedation in ASA category 3 or 4 patients?

Please attach the appropriate form to verify your modemte sedation training. Applicants who received their training in a postgraduate residency program
must have their postgraduate program director complste Form A. ln addition, attach a copy ot you. cenificate of completion of lhe postgraduate
program. Applicants who roceived lheir training in a formal moderatg s€dation conlinuing education program must have the program director complete
Form B.

SECTION 6 - MODERATE SEDATION EXPERIENCE

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

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

O YES 2l NO B. Do you con.idor yours.lf.ngaged in lh. utc of modeEto 3.d.Oon ln your profartlonal praciico?

tr YeSy'ffO C. Havo you.wr hed eny p.llent mo,tality or oth.r incid.nt th.t resulted in tho tomporary or p€rmanent phyiical or mcntal
lnlury roqulring hospltallzatlon otthe patlonl dudng, or a3 a rosult of, your u.. of.ntl.nrloty promodic.ilon, nitrout
oxide lnhal.tlon analgesia, modor.te ledatioh or d.ep lodalion/genoral anesth.ala?

O vgS E(ttO D. Do you pl.n to use mod.rai. sedation in p€dialric patienb?

O veS Z(lO E. Oo you plan io us. mod.r.t .od.tlon ln medlcally compromb.d (AsA cetegory 3 or iq patienb?

E YES E NO F. Do you plan io engage ln ont.ral moder.l. aed.tion?

.zYES A NO G. oo you plan lo engage ln paront.ral mod.rato ..datlon?

, i' I

)\/ j4.lz"\ur

What m.lor drug3 and anerthdlc lechniquel do you utlllze or plan to utlllze ln your u3. ol mod.r.ia t€d.tlon? Provid€ d€tails (lV, inhalation,
etc.) and attach a separate sheet if necessary.

-funZrc{ ,''z'J',r1e )
0r'J,>

2



lH,rlr*l ),., c Address tilj U,b^" {
i

t*FName of nt u
SECTION 7 - AUXILIARY PERSONNEL

A deriist adminisiering moderate gedalion in lowa must docum€nt and ensure thal all auxiliary personnel haw cortifrcation in basic llia suppod (BLS)
and are capable of adminlstsring baslc llf€ support. Pleas€ li6t belo!'v ths nam€(s), llcsnso/r€glslration numbgr, and BLS cerlifcalion status of all
auxiliary personnel.

Name:

Do,un.. D.f p(
Llcense/
Registration u,eDA- 

Dl tr 15

BLS Certification
Date: l-q-ta

Date BLS Certification
Expires: l_q _lS

S,k rnnor{rri &*tlrl
Name:

I

License/
Registration #.QDft _ A3,l bg

BLS Certification
Date:1) -tb"tb

Date BLS Certification
Expires: 

6_rc_W
Name: (

Nivnrrro, Trrr-ci
License/
Registration #: (f,fl_ DbLl}|L

BLS Gertification
Date: l- l,l -lLl

Date BLS Gertification
Expires: l_ 11 _ I lA

Name:

Wildc r, Lr5hC41
License/
Resistration #:Q|)A- I I 7 rt5

BLS Gertlfication
Date= 

6 -lv -t3
Date BLS Certification
Expires: 

O -l tO 
_ l-5

Name:

W,:ut, Iar.
License/
Registration *:Qpg- OZr. bC

BLS Certification
Date: 

1_ q-lZ
Date BLS Certification
Expires: 

I 
_n- [5

Name:
'Wr,4ht Tnrcl

License/
Registratio, *' Qpfi - 0Z 379

BLS Gertification
Date: f ito --lL

Date BLS Certification
Expires: b"tk_ lS

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certificatlon
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

Each facility in wtich you perform moderat€ sedation must be pop€rly equipped. Copy this page and compl€ie for e6clr facility. You may apply br a
walv€r of any of thess provisions. Th€ Board may grant the wgtuer tf it detemines th€rg ia a lBasonable basis for the waiver.

YES

d
{

{

,E/
H

tr

u

tr

tr

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

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

2. An operating table or chair that permits the patient to be positioned so the operating team can maintain the ainray, 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 evatuation 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 undenuay 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 ar6a that has available oxygen, adequate lighting, suction, and electrical outlets? (The recovery arsa can be the
operating room.)

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

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oralairways?

14. Stethoscope?

15. A blood pressure monitoring device?

16. A pulse oxlmeter?

17. Emergency drugs that are not expired?

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

19. Do you employ volatile liquid anesthetics and a vaporlzer (i.e. Halothane, Enflurane, tsoflurane)? ' :

20. ln the spac€ provided, list the number of nitrous oxide inhalation analgesia units in your facility.

,E/
El
F
d
-dd
,2,
,d,d'd
'd
il
d
tr

il

tr

tr

tr
tr

tr
tr
tr
tr
tr
tr
rl
tr
tr
tr
{

,t-l+
)\)ct

COPY FORM AND SUBMIT FOR EACH FACILIry.



SECTION I - lf you answ€r Yes to any of th€ questions below, attach a tull explanation. Read the instruclions for important definitions.
YES

l. Oo you currsntly have a m.dioal condltlor that ln any way lmpalrt or llmltt youi ablllty to practic€ dehtlstry wlth rrason.bl€ tr
skill and s.fety?

NO

il
2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? trd
3. Do you cu.rently u...lcohol, drugs, or other chomical rubrtanco3 th.l would ln .nyway lmp.lror llmlt your ablllly to a d

pracilc. dentblrlr with ro!.onable sklll .nd 3af.ty?

4. lI YES to any of thG abovs, ar. you rocolvlhg ongolng trcatmenl or parilcipation ln a monltorlnq program that nduces or ,li*
olimln.tos tho llmltations or lmpal.mont! caua.d by .i0ier your madic.l condltlon or uso of alcohol, drugs, or oth.l ch.mical tr ' '
!ubatancea? tr

5. Have you ever been requested to repeat a portion of any professional training program/school? tril
6. llave you .ver rec.lved a waming, r.primand, o. b..n plac.d on prob.tlon durlng a prof.sllontl training piogrrrdschool? n l/
7. Have you ever voluntarily surrendered a license or permit issued to you by any professiona! licensing agency? trd
7a. It yes, wa! a llcen3o disclpllnary actlon pendlng agalnst you, or wsro you under Inv.stlgalion by a lic.n3lng rgency at thai tr . tr

time the voluntary surrende, of licsnse wa3 tendered? /"I,1
8. Aside from ordinary lnitial requirsmanE of proctorship, have your clinical activitias aver baen limited, guspended, revokod, E E

not rcnswed, volurtarlly rclinqulshed, or subloct to othar dlsciplinary or probationary condltions?

9. Hag enyiurisdiction ol tho Unit€d Sttte! or olher n.tion evcr limit d, r.strict d, warned, censurod, placad on probslion, tr d
auspended, or reyokod a llcense or permlt you held?

lO. Havo you ever b.en notlfled of lny charges filad again$t you by a lic.nalng or disciplinary agcncy ot .ny tudsdlctlon ot ihe O E
u.S. or other natloh?

I t . Have you ev.r been denled . Drug Entorcoment Admlnirtr.tion (OEA) ot 3tate conlrollod lubrtanco rcgblralion certlfic.te or E Z
haa your conbolled rubatanco ragltlaation 6vaa bg€n placad on probatlon, tu3p€ndsd, voluntadly aurond66d or rgvokgd?

SECTION 1O - AFFIDAVIT OF APPLICANT
STATE: --?Il-c,ry---

coUNW: 
Tr, ll<

l, the below named applicant, hereby declare under penalty of perjury ihat lam lhe person describsd and identified in this application and that my
answers and atl statements madg by lhe on this application and accompanying attachments are tue and @rect. Should I fumish any f6lse infomation,
or have substantial omission, I hereby agree that such acl shall con8litute cause for denial, suspengion, or revocation of my license or permit to provide
moderate sedation. I 6lso declare that if I did not personally complete the foregoing application that I have fully read and confirmed oach queation and
accompanying answer, and lake full responsibility Ior allanswers contained in thb application.

I understand that I have no legal authority to adminisler moderate sedation until a permit has b€€n granted. I understand that my Iacility is subject to an
on-sit€ evalualion prior to the issuanc€ of a permit and by submitting an application for a moderate aedation permit, I hereby consent to such an
evaluation. ln addltion, I understand that I may be subject to a professional evaluation as pad of the application process. The pofessional evaluation
shall be conducted by lhe Aneslhesia Crcdentials Commiltee and include, at a minimum, 6valuation of my knowledge of case manag€mont and airway
management.

I certify that I am trained and capable o, administering Advanced Cardiac Lif€ Support and that I employ sufficient auxiliary personnel to assist in
monitoring a patient under moderate sedation. Such peGonnel are trained in and capable of monitorjng vital slgns, assisling in emergency procedures,
and administedng basic life support. I undeGtand lhat a dentist performing a procedure fo. which moderate sedation ls beiog employed shall not
administer th6 pharmacologic agents and monitor the patient without lhe presence and assistance of at least one qualified auxiliary personnel.

I am aware that pursuant to lowa Administrative Code 650-29.9(153) I must report any adverse occufences related to the use oI sodation. I also
undeEtand that if moderate sedalion resulls in a general angsthetic stal€, the rules lor deep s€dation/general anesthesia apply.

I h€reby authorize the release ofany and allinformation and recorda the Board shalldeem pertinent to ihe evaluation of this application, and shallsupply
to the Board guch records and information as requested for evaluation of my qualiflcations for a p€rmit to administer moderate sedation ln the state of

I undorstand that based on evaluation ofcr€dentials, facilities, equipmenl, personnel, and procedures, the Boad may place reshictions on lhe p€rmit.

lfurther state that I have read the rules r€lated to lhe use ofsedation and niuous oxide inhalation analg€sia, as described in 650 lowa Administsative
Code Chapter 29. I hereby agree to abido by the la,xs and rules pertaining io the p,aclice o, dsntistry and modsrate sedation in the state of lowa.

MUST BE SIGNED IN

PRESENCE OF NOTARY >
SIGNATURE OF APPLICANT

NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS TqO DAY OF /," I ,YEAR }O'i4
NOTARY PUBLIC SIGNATUBEilil %/%,4(

I tr
/OTJF

I'ICHAEL D BUSS
Commlssion i*lmber 75!

MY @mmission ExSir'

october 27,20fr
SNOT+RY PUBLTC NAME (TYPED OR PRTNTED)J.4',U [2,,*it

MY COMMISSION EXPIRES:

lo / a>/tati4
4



IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
h ttp :/lwww. de ntal board. i owa. qov

PLEASE TYPE OR PRINT LEGIBLY IN !NK.

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING

IN A CONTINUING EDUCATION PROGRAM

SECTION 1 -APPLICANT INFORMATION

lnstruction3 - Use lhls form tf you obtained your training in mod6rate sedation from another program thal must be approved by the Board (i.e. you did
NOT obtain your bainlng ln moderab sedation while in a posbraduat€ rgsidency program). Cornplete Section 1 and mail lhls form !o the Prcgram
Direclor for vorification of )our having successfully completod this kaining.

NAME (First, Middle, Last, Suffix, Former/Maiden): 
drtl*l .\.1^q' \o.r,r[t'^

MATLING ADDRESS: 
R57l Ur f,^Ll. N*

crrY: t/ rl*"t"l,- | 
srare' 

t
ZrP coDE: sorzt PH.NE(S- t )Lt 7-3rr/

To obhin a pennit to administor modgrals sodadon in lorrE, lh€ lowa D€nlal Board requires that the applicant submit €vldence of having complEted an
approved postgraduate tralning program or other formal kaining program apprcv€d by the Board, The applicant's Bignature below authorizeE the
roleas€ of ahy lnformation, fu\rorablo or otheMi6e, directiy to th€ lowa Dental Board at the address abovE.

APPLICANT'S SIGNATURE: DATE:

4lr/,/
SECTION 2 - TO BE COMPLETED BY TRAINING PROGRAI/! DIRECTOR

NAME OF PROGR M DTRECTOR:

t(* hneUa L -(=*{ lbnrrh
NAM E AN D LocAE"rW;i;*AG o

efi;,5#*,90*KE !ryi",,
PHONE:

fo\"zfiA?tA
Fttil,: .$ZZ;R Z#ftq E-MA|L: KE(A r(/ /l)al^r, ilrvEB ADDRESS: kll/tl, lmm iusJct in, frtftt
DATES APPLICANT
PARTICIPATED IN PROGRAM >

FRorlil(MftnYNRt' To (MQ/DA[YR]: t .

Hh*lrdl ,ttt/t<lt lt
DATEPROGRAM / t
co M P LETE o ; rl/.,//t dZntC{

s4,,
fr.,
fr,,
fr="

il.,-dr.,
-g{es
sfi,
Fes

Emo

El r.ro

Exo

E tto

1. DTD THE AppLrcANT sATrsFAcroRrLy aorr..r= rr= i"ori r*,*l*o pRocRAM?

2. DOES THE PROGRAM COMPLY WITH THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN
CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

3. DOES THE PROGRAM TNCLUDE AT LEAST STXTY (60) HOURS OF DIDACTIC TRAINING lN PAIN AND ANXIETY?

4, DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE FOR PARTICIPANTS TO SUCCESSFULLY MANAGE
MODERATE SEDATTON tN AT LEAST TWENTY (20) PATTENTS?

AS PART OF THE CURRICULUM, ARE THE FOLLOWING CONCEPTS AND PROCEDURES TAUGHT:

5. PHYSICAL EVALUATION;

6. IV SEDATION;

7. AIRWAY MANAGEMENT;

8. MONITORING; AND

9. BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT.

NO

NO

NO

NO

NO

tr
tr
tr
tr
tr

(lf no to anv of above. olease attach a detailed explanation.)

I further certify that the above named applicant has demonstrated competency in airway man?gement and moderate sedation.

PROGRAM DIRECTOR SIGNATURE: ---- DATE: / ,4glq



I

IOWA DENTAL BOARD
400 S.W.8th Street, Suite D, Des Moines, towa 503094687

Phone (515) 281-5157 Fax (515) 281-7969
htto :/lwww.dental board. iowa.qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

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

SECTION 1 .APPLICANT INFORMATIOH

lnltruc,ilon! - Use this form if you obtained your training ln moderate sedation from an approved postgraduate residency p.ogram. Complete Section 1

and mail this form to the Postgraduats Program Oi.ec{or for vgrificatlon of }our havlng succo$fully complgbd lhis training.

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

MA!LING ADDRESS:

CITY: STATE: ZIP CODE: PHONE:

To obtain a permlt to adminlstor modsrate sedation in loura, thg lowa Dsntal Boa.d requir€s that tho applicant submit ovidenca of having completed an
approvsd postg€duate training program or olher formal training program apprcved by th€ Board. The applicant's signaturo below authorizes the
rel€ase of any infomadon, favorable or othe is€, direc{y to the lowa Dgntal Boad at lhe addrgss abo\re.

APPLICANT'S SIGNATURE: DATE:

SECTION 2-TO BE COMPLETED BY POSTGRADUATE PROGRAfrI DIRECTOR

NAME OF POSTGRADUATE PROGRAJTI DIREGTOR:

THIS POSTGRAI'UATE PROGRAiI IS AFPROVED OR ACCREDITED TO TEACH POSTGMDUATE DENTAL OR IEDICAL EOUCATIOII BY
O E OF THE FOLLOWING:

D Amerlc.n D.ntal Aslociatlon;

E AccrEdlt ilon Councll for Gr-.du.L il.dlc.l Educ.tlon of th. Am.dc.n t{.dlcrl Assocla0on (A[A); or

E Educ.tlon Commlfroo ol lho Amerlc.n O3teopsthlc Ar.och{on (AOA}.

NAME AND LOCATION OF POSTGRADUATE PROGRA}I: PHONE:

DATES APPLICANT
PARTICIPATED IN PROGRAM >

FROi/r (MO/YR): TO (MO/YR): DATE PROGRAM
GOMPLETED:

E] YEs E] ]{o I. DID THE APPUCAiIT SATISFACTORILY CO PLETE THE ABOVE POSTGRADUATE TRAINING PRoGRAIi?

E yEs El l{o 2. DoES THE PROGRN' TNCLUDE AT LEAST S|XTY (6{r) HOURS OF DTDACnC TRA|NTNG tN PA|N AND A XETY?

El yEs E No s. ooes e paocRAi, covER THE ArirERtcAN DENTAL AssoctATtoN GUTDEL|NES FoR TEACHTNG pAtN coNTRoL AND
SEDATIOiI TO DENflSTS AND DETITAL STUDEiITS?

O YEs E] i|o ,I. DoEs THE PRoGRI IIGLUDE CLINICAL EXPERIENCE I]{ MANAGING co PRoI.ISED AIRWAYS?

E] YEs E o 5. DoEs THE PRoGMftt I}IGLuDE I[A]{AGE EI.IT oF AT LEAST 20 PATIENTS?

(lf no to abovo, plo..o provlde a det.llsd explanatlon.)

E YEs E No 6. DID THE APPLIGANT EVER RECEIVE A WARiIII{G oR REPFIITIANo, oR wAs THE APPUCAITT PLACED oi| PRoBATIoN
DuRlilc THE TMlillNG PROGM I? lf yes. please explain.

E YES E NO 7. WAS THE APPLICANT EVER REQUESTEO TO REPEAT A PORTION OF THE TMINING PROGRA;T? lI yos, please explain.

E YEs E No 8. DoEs THE PRoGMTI It{cLuDE AI,D'TIoNAL CLINICAL EXPERIEI{CE IN PROVIDINO ooERATE SEoATIo FoR
PED]ATRIC (AGE 12 OR YOU GER) PAnEITS? f v.8. oleaso o.ovide detaib.

D YEs E] o 9. ooEs THE PROGRAII INCLUDE ADDMONAL CLIiIICAL EXPERIEICE IN PROVIDITIG IOOERATE SEDATIoI{ FoR
IIIEDICALLY COt{PRo ISED (ASA CLASS 3 OR 4) PAnEITS? lf v€s. oleaso orovldo detail8.

I further certify that the above namad appllcant has demonstrated competency In alrway management and moderate sedatlon.

PROGRAM DIRECTOR SIGNATURE: DATE:



Kennerh L. Reed, DMD
Doctor of Dental Medicine
P.O. Box 85883
Tucson, M85754-5883
Cell: 520.370.3693
FAX: 877.522.0480
http ://www. kl rd md. com

Melanie Johnson, J.D.
Executive Director
Iowa Dental Board
400 SW 8th St. Suite D
Des Moines, IA. 50309-4687

April 13,2014

Dr' Michael Davidson recently completed a parenteral moderate sedation course that I
taughq sponsored by the Oregon Academy olceneral Dentistry, held at the Oregon
Health and Sciences University, School of Dentisfiy in Portland, On. This course meets
the requirements of IAC 650-29.4 (1)(a, b). The didactic component was sixty clock
hours in duration and consisted of the rouowing broad topics:

Airway management
History of anesthesia
Physical evaluation
Definitions
Respiratory anatomy and physiology
Monitoring
Pharmacolory of utilized agents
Oral sedation
Local anesthesia
Medical emergencies
fV sedation techniques
Records and record keeping
Recognition and management of comprications and emergencies
Venipuncture techniques
High Fidelity Human Simulation (Sim-Man)

Additionally, Dr. Davidson completed parenteral moderate sedation on 20 patients under my
direct supervision. The clinical component was 43 hours in duration and required Michael to
provide both the sedation and the dentistry. I certifu that Michael is competint in both airway

RECE,YED
APR 2 1 z\u

IOWADENIAT 
BoARD

management as well as moderate sedation.



IOWA DEHTAL BOARD
400 S.W.8h Street, Suite D, Des Moines, towa 50309.{687

Phone (515) 281-5157 Fax (515) 281,7969
htt p 

; f Arr.rryYl. d e {ta I b oat{.. i.o}r-fl . q og @H6diton

Offles Houru/Dayl:

7,4 MTWB 7-r2 r
Offlco Hours/Days:

Office Hours/Days:

Completad

EJcompteted

I Cornpletert

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 - APPLICAHT INFORiITATIOH

Full Legal Narns: (Las( First, Middle, Suffix)

Dudzinski, Bernard, Paul

Ottrsr Namss Used: (e.9. ilaiden)

I Home Mdress:

i rozSs HarneySt

I Pdnciprt Offlcl Addrese :

i 333t Mar*etptace Drive

i Other Office Address:
I
I

Other Office Mdress: City:

Othtr Offic€ Addrsgs:

Othsr OffiGs Addrcs;

SECTION 3 - BASIS FOR APPLICATION

Chect( sacfi box to indicate th6 type of training you have completed.

ll#oderate Sedatlon Trainlng Program that meets ADA Guidelines for Teaching Paln
Gontrql and $edatlon to Dentictc of at least 60 hourr and 20 patient experlences

I gDn,r.tredited Resldency Program that lncludes moderate sedation training

1 You must havo training in moderate sedBtion AND one of the followrng:

I Formal training in airway managemsnt; OR

i ftiloderate sodatlon experience at graduate level, approved by the Board

;nor

lngtruetl'ons - Please read thg accompanying instruc{ions prior to cornpleting thrs form. furswer each question. lf not applicable. mark 'N/A.-

Wort E-mall:

Explratlon Date:

aly/14

Phone: I Office Hours/Days:

Phone: i Ofiics Hours/Days:

ilEl, I Ulrlt .l - ,ru,tVrulf.ElJ l/J

ffi**-'
Conscious Sedatlon Consulting

-Ldation: _.

Philadelphia, PA
Dats of Courrs: t / I

4tffi4 1/){/l
Date Certiflcation E

f-

c,a
J
0)(J

,o

Lic. #
I

Sent to ACC: rnspection / "/fril ttl, ,-/
Permit # Approved by ACC: lnspection Fee Pd: ACLS I/
lssue Dater Tentp # ASA 3/4',i t-J o Form A/B

Brd Aoprovsd: T. lssue Date n*at"tr*i N S Poer Eval



o
W*'1 

,.Name of Applicant

SECTION 5 - MOBERATE SEDANON TRAINING INFORMATION

Name of Trainlng Program:
Conscious Sedation Consuttin g

Type of Expericnce:
lV Sedation

Length of Tralning: Date(s) Completed:

Numbor of Patlent Total Number of
Sedation Cases:

NO 1. Did you sati$factorily complete the abovo tralnlng program?

NO 2. Does the prcgram include at least sixty (60) houm of didactlc trainlng in pain and anxiety?

NO 3. Does the program lnclude managomont of at laast 20 clinical patients?

As part of tho cumicslum, ars thr following concepts and procodurer taught:

I VeS E HO 4. Physical evaluatlon;

$ ves EJ Ho s. tv ssdation;

f,ves E xO 6. Airway rianagement;

filves E uo T.illonitorlng; and

YYES E t{O 8. Baslc life support and ernergency management.

f, VeS E HO 9. Does the prugram include clinicalexperlence in rnanaging cornpromised airways?

E YES .H *O 10. Does the program provlds tralnins or experience in managing moderate ssdation in prdlatric patients?

fl YES S no 't1. Doos the program provicle trainlng or experlence ln managing moderate sedatlon in ASA category 3 or 4 patlonts?

Please attach the appropriate form to verify your moderate sedation training. Applicant$ who received their training in a postgraduate rosidency program
must have thair postgraduate program director complete Forrn A. ln addition. attach a copy of your certificate of carnpletion of the postgraduate
program. Applicanis who recaived their training in a formal lnudersle sodatrorl continuing education program rnust have the program direclor compete
Forrn B,

J SECTION 6 - MODERATE SEDATION EXPERIENCE

fl YES F nO A Do you havs a license, pormlt, or ragistration to porform modorats sedation ln any other etato?

ll yes, e pecify $tate(s) snd p€rrnlt number(s);

p VnS D XO B- Oo you consider yourself ongaged in tho use of moderate sedation ln your professional practice?

rJvesFno "HtH:J-",'.;rlr'"il',J,i=ii;:'*ffilIi,'.:liTlH:;ll:'i:J:ill'-P*';lf:::T:liilffLilI"lH#,:ll:',,",1,?;"T:'"'
oxlde inhalatlon analgeela. moderate sedaUon or deep sedation/genera.l anestheela?

D VgS fi nO D. Do you plan to use rnoderate sedation in pedlaHc patlents?

F Y€S il nO E. Do you plan to uco modsrste Eedation ln rnodleally comprornlred (ASA category 3 or 4) patlents?

E YES fi xO F. Oo you plan to engag€ in enteral moderate sedatlorr?

i fl:tt n no :-:.:I"rJgto ensase in parenterar r8o*i:::j.*,'""i:
What maJor drugs and aneethetic tochnlques do you uUllza or plan to utilize ln your use of modorate sodation? Provide details (lV, inhalatton.
Btc.) and attadl a separate sheet iI nece$sary.

79 Hubhle Drive

fl vrs

pves
ytves

E
tr
tr

f,. V, rttd+r.[* Selz,{,0r. *,n): t/e , s€ J\

Fentt* ny1

Type of Program:

f] eostgraouste Recdency Program El Continuing Education Program f! Otn*r Board-appoved program. specify:



^f, n4 F ' -u
sEcTroN 7 - AUXILIARY PERSqNIIEL ___ ,

A dentist administering moderate sedation in lorua must document and ensure that all auxiliary personnel have certification in basic life support (BLS)

and are capable of administoring basic life support. Please list below the name(s), license/reljistration number, ancl BLS certification status of all

auxiliarv oersonnel.

Fsfii E(u NnrX-
lrlr- -<, u )rn I nJ

}{anre:

*r-

Ucense/
Registration *, 773CI/

BLS Cerfi0catlon
oau: 1 /7,// A
*rr,r < l)a^/t4

Ilatg BLS Certi0ca(on
Expirer: ?h/'Y,

#f L -\ ?./Ac//a
Name: I
)u,, til,t b)//

Llcense/
Reoletratlon #:"-v'-"fldil * oll423

BLS Certifrchtiott,
Date: dn/14

Dat3 ELS CeftiflGatoD
Exprres: z/a /lt

Name: ,-h,J^ 
//r/,,1, frlt

License/
Reoistration #:' LAilbll Dlt )Jo

BLS Cerlitlcalon
o^t" s,lAly

Date BLS C6rtiflcfion,
ErPrras: s/a//l

.ff),',A, 
fr//" {nn

License/
Registra0on #: t

0ovtrJ t n*

BLS Certfficatioh
o"i'<,/a /ly

Dats ELS qsnfllcruon
Ex,ires: 

zr/a /1,
Name: / /

r/L,rt'.L 1/^,' eH^
Licengel..'C:n /Aa*|
Reoistration #:

frt nbll rJ</7-?

gts 6ertmd6tion
o^r"= Sh/H

Date BLSrGertilGaEol
Expires: e/arll

Namen -- -

K+,rtn fifil,, J /A
Licenee/
Regrrtration bm f\brr

EL$ Gfrflficrtlon
o"3 /a,lq

Date BL$,Gdrtlfi6aUon
i*om"J 

,-1r1, p /rt
Namo:

4.r,*L* A*no., EN
Ucenee/
Roglstratlon lft---ia:-nS,a n9972

BLS Certlftoltlon
o*.t1./ts lq

Dafr) ELIS Gdrun9a9on/
Expirer: 

< /Z //,
l{ame: t f

kr,^ d+r-.,?..; lr) n
Llcensel
Rcobtratlon #:
tl -- i.a e bil *tfi69

BI.S 0bttlfr&tlon
Date: t

ttfiA
Date BLIS Cjrtifrcaoon
Exolrps: J r' lt'//4

Ftrlp tr

l* tr
lytrIFtrlm tr
lE trlm tr
16 trl4 trls trlsn
ln ,qttJ

tr

tr

YES

H

E

w

. _- . r.*fr_!: :-:._
SECTION 8 * FACII!{TIES & EQUIPME}IT

Each facility in which you perform moderate sedation must be prope,rlv equipped. Copy this page and complep for each facility. You may apdy for a

wiiver of airy of thei prii.ions. The Board may gr:ant the waivei if ii determines there is a reasonable basis for the uraiver'

NO ls your dental office properly maintalned and equipped with the following:

tr 1. An operatlng room large enough to adequately accommodate the patient on a table or in an operating chalr and permit an

operating team conslsling of at teast two lndividuals to move freely about the patient?

2. 43r operagng table or chair that permlts the patlent to be positioned so the opcrating t 1-^Tl^T:jn_taln 
the altway, qulcldy

atterthe patient position ln an emerg"ncr,,,-"ia pro"iai ahrm platform forthl managoment of cirdiopulmonary retuscltaffon?

3. A llghting lyrtcm that la adequate to pBrmlt evaluatlon of thc paffenfr cldn and mucotal cotor and e backup llghong rystim
that lr battrry poweted and of sufllclent intensity to permlt completlon of any opcratlon undcmay at thc tlme of general Prycr
frllurc?

4. Srcilon oqulpmont thrt pormltt arplra$on of the oral end pharyngnrl cavlttel and a backup rucflon dovlcc?

5. An oxygcn dellvory ryrtcm wlth adequate tult face maskc and approprlats conneetorr that lo caPablc oldrllvorlng oxygen to

me paitint under iosi$ve prct3ure, together with an adequatc backup cyrtrm?

6. A reconery area grat has avallable orygen, adequate llghting, suctlon, and cloctrlcal outlcts? (The mcowry aret can bc tho

operatlng room.)

7. ls the patient able to be obeerved by a member of the ctaff at all tlmes during tlre recovery period?

g. fuiesthesia or analgeeia systemr coded to prevent accldental admlnistration of tfie wrong gas and equlpped wlth a fail safe

mechanism?

9. EKG monitor?

10. Laryngoscope and blades?

1 1. Endotracheal tubes?

{2. ilaglll forcepe?

13. Oral alnraye?

14. Stethoscope?

15. A blood prcosurs monltoring devlcc?

16. A pulce oxlmeter?

{7. Emergcncy drugr that are not explred?

{8. A deflbrlllator (an automated deflbrlllator ls rtcommended}?

18. Do you cmploy volatilc llquld ancsthetict and a vaporlzer (1.e. Halothane, Enfturtnc, lro'flurlnc)?

20. ln the spaca provlded, list the number of nttrous oxide lnhalatlon analgeeia unltr ln your feclllty.

tr
tr

B
ry

uF

COPY FORM AND SUBMIT FOR EACH 3

rc/



Course Completion Statement

This notice confirms that Bernie Dudzinski

bas successfirlly completed fte pmgram requk€ments for tho following American Heart Associatioo training couse:(Circle One)'

ACLS

The course was administrated by Advance CE LLC on:

April25.2014 . .

The training course curriculum is in compliance with American

Heart Association ECC training course guidelines, and all lead

instructors are certified by the AHA Regional Training Center at

the time of the course.

Course completion cards are culrently being processed. It can take

up to six weeks for completion cards to be issued once the rosters

are submitted.

If your comptetion card has not been received within six weeks of
thi course completion date above, please contact Advanoe CE.

Thank you.

Steven Halaway

,\ t tthori rsd Pror" irlcr
r: I f 'lttrt :nrr! li('{ ' {''ltrr..dr

,::,,'.1'lxl,lri{llrr

Dirtctor of ECC training programs for

Advance CE, LLC

gmdi I : shalaway@.adva nceqe.corn



RECEIVED
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w w w . s e a a t i o,t€BftBEHIf,* F,9ARD

lowa Dental Board
400 SW 8th St. Suite D

Des Moines, lA 50309-4686

Dear Board Members,

May 6, 2OL4

This letter is to confirm that Bernard Dudzinski, DDS License # DDS-07224 recently successfully
completed 100 hours of continuing education while participating in a comprehensive post doctorial
training program in the administration of parenteral conscious (moderate) sedation, which is consistent
to Ihe Guidelines for Teaching Pain Control and Sedation to Dentists and Dental Students. As adopted by

the October 2007 American Dental Association (ADA) House of Delegates.

This program was presented April lL - 27,2014 in Philadelphia, Pennsylvania.

Documented competency has been demonstrated with successful completion of at least 60 hours of
didactic education and the personal administration of parenteral sedation to at least 20 dental patients

while being supervised by an anesthesia provider. ln addition, a hands on skills lab in airway
management was completed utilizing simulation with multiple airway devices including advanced airway
devices.

lf you have any questions or need any additional information please do not hesitate to contact me.

Thank you,
-) ''

Randy Pigg, BSN

CEO, Conscious Sedation Consulting
888-581-4448
ra ndy@ sedationco nsu lti ng.com

79 Hubble, Suite 102
I'Fallon, f/iO 63368

888,581.4448
"(wat ag a ca#r.tze a{ ta{e{q tltzaag/t edctcafun.r"

-\
+C"ffift3r;ffif*f



May 06 14 06:25a p.2

lmffi
IOWA DENTAL BOARD

400 S.W.8tn Street, Suite D, Des Moines, lowa 50309-4687
Phone (51 5) 281-51 57 Fax (515) 281 -7969

h 4p : i/E'!gw. rtqn talb?a rd.iowa.qov

PLEASE 3PE OR PRINT LEGIBLY ii*i tNK.

FORM VERIFICATION OF

IN A CONTINUING

MODERATE SEDATION TRAINING

EDUCATION PROGRAM
SECNON 1 - APPLICAiIT INFCIR[lATiON

lntlruclicns - Use :t.s lo'rr it ycJ oola;neil you'lrai"lr^U tr r-ocera:t sed.rirc'l f';l'r anitlr':r xrtUra:n tlat;.1.rsi be arprcvert by lhe BDa,d ii e. you ri d
NOT oEia n yoLr lrainilJ j: rodera'e sccai,lrr ',th:te ir 3 pcslgreduarc 'L,s cs-ct p-cgran.,Sran'; Cc-olete Sec:icn 1 and rraii th:s 'crrt lc lhu pro3rar

i Dirc:lqr lor verificai,on of vuur .raving successfl[] co,ni]tetecih:s trar r r:g

I lulAlL|NG ADDRESS:i ---- --'--: 333j --r?E/r€"
_ (st/rurl I Fl. ttZ?- { 7* 5{5lJ 7z-?66'7a?7
apt)10vel psslgrarJlle trarning 9'cgrnl cr ctlrg4icrm;ll',rirhg pr;grim approvltl :ly ltrr 8oard. Tre appllcart'g Sigralure celcw aul\i.,zer fhc
reieilsc tf any irloraj$r', 16''10rab e c' r:lery'rst, uueq,Ly rc l* ic'*v-a )entalBc.'Jtd at:he ad::ess above

PIIOGRAM EIREfJTOR
E/r,, '

.

i'**#:7 m,-r-r-ilw -m---Wroz
NAT6EA\D LocArtor'toY:oGRAfiy/ Pti lhltlw =ffi 

IEtzl-tU4]byJ-,:" .--Dr!il :-:::::-' rn-Ea/-V::r/h
Lr{i E.rt4ar'" - oonE$i - --+--!--j--:-r
I DA-ES APP- GANT FRor, tMo/DAy,yRl: 

'----E 
fra6-,oeviE, 

__--T 
oqii;Ed;;;-----

, f{$f':9J[fR9c$rf I ccueuereo,
', Wves-E No I. oto T'"tE AFpt-tcANT sATrsFAcrcRrLy cCIl{pLETE rHE ABcvE TRATNTNG 

'R.GRAM?'t ,/,/ 
LLr s l rrE,revvq | {Arr\tNur t-F(v\rFtrt.tyt I,

{*es [-r- No a. DcEs rHE pRocRAM co*pLy wrrH THE AMERTcAil cgNTA]- Assoc:ATroN GUTDELTNES FoR TEA.HTTG pArN

-/ 
ccNTROL AND SEDATION rO DENTISTS oR DENTAL S-UOENTS?

{r.s n Ho r, DoES Tr{E ptoGrAM TNcLLJDE r{T LEAS- $rx;v (6r} }{ouns oF DtDAcTrc TRATNING rN pArN AND AHxrETy"

trtfNo4

HO s.

b,

DcES THE PROCRAM INCLUDE C-lt'dlCAL ExFERIENCE =QR PARTICIPANTS TO SUCCESSFULLv MANAGEIVIODERATE SEDATION iN AT LEASTTWgNTY IZC} FATTENTS?

AS PART OF TI'.'E CURRICLLUI!I, AR,: T}iE |?OLLCIYIt.I3 CONGEPTS ANO P.ROCEOURES IAUGH]:
PHYS.CAL EVA:UA-IOT\
IV SEDATION:

AIRWAY MANAGEMEMT;

S. MONITORINGi AND
9. BASIC LIFE SUPPORT ANT' ETflERG=NCY HAHAGEIIIEI{T

llt na to rny qf aOovg. clgase a:tact: a dete,t{}d grptfrnajlgl!.i

2": ":fj-"rj1. u1,"9nttrut*. ro'nioGn.y t;:.t".,ry **"s"."nr ";il;;;;i- *d"r6;,

i 

oo"'

=
?d/ /-/ _l



Iil{fiS't+$,!fifir- I ltrrr'lfltr rrv( ! rvv:

ffiffitiliq,I{Eakh

ACLS
Provider

Atnerican
Heart
Association.,.

Trairring
cgnt-6I"ltgnP^

TC
turfo

CLARKSON COLLEGE

CIiinriHA NE6813i 
*

*3:Iu"I coLLEG:

CHRIS HATCHER

rc lD # 
HE o2ogo

552-3100

lnat. fr{gggg37

tt,, co'djiril.il*L85 Filx!.t- Sfffi

gg-18



lfl RECEIVED
--^ A{ .Ifllrl

APPLIGATION FOR TTIODERATE SEDATGI} PHffiI#OARtr

ol
,'*ADENTALB'ARD 0vi3\,4,4{ AFY licahyt)

400 S.W. Es Stroat, $uits D, DE! Holner, towe 50300{887
Phone (5f 5) 281.5157 Fax (5f 5! Z8l-7909

http:/fwww.dentalboard. lowa.sov

SECTfril I -tPPtElttT lltlFt ffiA'rpil
lnrtrua'ilmo - Pbere ruad the aocompwrying inetructionr p*or to mnrpleting thic brm. Anmor eaclr quodim. lf nd amheHc, mtk 'N/A.'
Full Lrgd l{emr: (h$, FlEt,Ilddq tlufixl

Dudzinski, Bgmard, Paul

Odtrr tlffiit ljrrt {r.gl tddrn} Homr E.mdl:
bdudzyocoxmt

SortEru[:

Hsr. Addsr:
16736 Hern€y St

c[v:
Omdta

$il:
NE

Irp:
68118

]lolnr Plror:
/m-3*}-2t81

Llomrrllumbrr:
072,4

bltr llrtr:
6/15/1987

Erplrrlhn Ddr:
8f3lt14

Typr of PEcUct:

Crswel Pr*tlce Dontsl

SECTF,il 2 - LOCATIOITI(S) lll PWAmIERE IOOEiRATE SEDATUI SERUICE3 ARE PROUDED
Prlnctsrl Offb. lrldrur:
33131 Mrltttplace [}ive

Ctty:

GqrncilBluffs
ZIF:
55123

Ptom:
712-3fi-70n

Olic.l{anrtDrya:
7.{ iITWR 7-12F

O&lr0filcr Adrtnrr: CIU: Zp: Phom: Oh Hour0ryr:

Olhrr0ltloe Addrcr: Gtty: tllp: Ptom: Orllcr HourrlDryrr:

@t r0fi6 Addnre: Gfry: Zp: Plrom: Olllc. ttourrlDry::

Othr Officr Addur: Clty: BP; Pholr: Ofio HamlDrfr:

sEcTpt{ 3 - BA$|S FOR srpgcATtoil
Chock aatfi hox to ind[ele Ute typo of trainirlg you havr omdstsd. Ch.ct It

ooilrLhd. DATE(3I;

Hoder# Sedetbn Tralnlng Prognnr that mcetl ADA Oulddlnor iorTrechlrg Prln
Gontrd rnd Srde0on to llcntlctr of d bart G0 horm end 20 pa$crt ilpcrhnorr fl cot stfid

ADA-accndltrd Rcrldcncy Progr:rm firt inclrdrc modarats redetlon ttrlnlng fl cornpr"ra

Yot nurst hae feinng in rnod€rdo scdation Ai'lO ma d the hllorrdng:

Formal Uainlng in airvray rrrnqemont; OR

illoderete sodatlon cxporlonc. at grduetr bwl, rpptoved by ttre Bo.td
EI cqnptetea

D competco

sEcTror{ . - ADVAIGED GARD|AC LIFE SUPFORT (ACL$I CEEnHCAtp]{
iltm. olGour*:

Consciol'rs Sodation Consutting

LoGr{m:
Philadclphla, PA

DrtroilCorrc:
4111t14-ilN14

Dria GlffHErtlon Erptsc:

og,
D
o
'JE
o

Lic. # Sent to ACC: lnspection Fe
Permit # Aoorored byACC: lnsoec-tion Fee Pd: ACLS

lssue Date: Tamp # ASA 3/4? Form A/ts

Brd Apptrrved; T. lssue Date: Podaatric? Peer Evd



Nams of Applicant Jodan Ardzinski

SECTION 5 - UODERATE SEDATIOT{ TRAIITIIHB IT{FORMANOH
TyDr d Prcgrmu

fI mu[oor,rata Resdency Prcgrarn El C*tinung Education Frograrn fl out* Boerd-approrrod progrsm, spodrr

Nilnr dTrelnhg ftugrem:
Corncio"rs Sedation Corultlng

Addrlrr:
79 Hubble Drive

Glty:
0'Fallon

Elttt:
MO

Typr ofErprrlurcr:
lV Sodatian

l.ongfi of Trrlnlng: Dat{rl Cmrdrird:

l{ur&rol PotLnt Gontrct Hsrrr: Tfil Hun$rr ot Smrnthrd
Sdatlon Crmr:

E Veg tr fO l. IXd yqr retLftctrlty cotnpLtl tu ebovr tldntng pogrenr?

E Ves tl ttO Z Do.. iic prognm tncludr !t L.rt .htf G0) houn of dlde:fc brldng h prhr r,rd rnrbtf?

E fe8 E rc A Dooo tfrc programlnetudr mmrgrmcnt ofet bmt20dlnlolprUanb?
A. pirt ol tho anrdcuhm, er thc fiolloulqt conccpb and proofirrre lrught:

tr vsS E nO { Pty.lcd rnlursm;
EI ves tr nO 5- tV mddon;
E Yee tr l{O G, Alrrry m.mgmril;
E Veg tr XO 7. Honltortng; rrd
E ye8 tr fO E ErdcllfirrupportrndrmrrgmcymrmgnmrrrL

E VeS E fO 9. oos lho progrtn lncludr.llr{crl.rp.rLooi ln mrnrglng conrprunlrcd rtuafr?

El YES tr rc l0. Do.r ttrr progrnrr provlrlr urlrhr orrrprrhnar ln mnrgfip modrfi rdrUon ln p.dhtslc prUryilr?

EVgg tr nO t1.Do$thrprogrrnrprryldrtnffingorfiprrhnorlnrnrnaCnf rnodrr.f ndrumhA$Ac.t gorylorlpdrilr?
Plea*e atbcfi rhe aprogtate bfm to varify yorr modordte s€dation training. Applicmti rrho r.oeiwd hoir Uihhg h a pctgnrfinb nildailcy pfiogism
must hav€ ltldr p@raarale p7ogfiem director complaie Form A. In addlbn, ailacfi a mpy of your cort'fcate d ccnflaion of the podfaenb
Prog,ram. Applica'nts who received their baidng in a Imnal flrod€rats *datkm continuing edrrcetion progmam mud irew tlr pmgram dttdu ompleic
Form B.

SECTK}il 6. HODERAIE SEDATIOT{ EXPERIE]ICE

A Do you htr e [6mo, prrmlt orngNdrr$on to prrtorn modaraL rcdrUm ln rny o0rrrdrt ?

It yrs, ryrafy S!qr) rnd prrmlt

Elves E xo

Eves tr ro
Eves tr ro

EYes tr no

Evsa E xo

trYE8 E ilO
Elves tr ro

B, Ilo you conrfttrr yourell rngrgrd ln thr un of modrdr fidrdon ln your profrclbnrl prrclicr?

C. Hryr you .v.r hrd rny prdfirt mortrllu or odrrr lncl.hnt thrt rrulbd ln thr irrnpoi.ry or p.finfll.il phyrlcd or martrl
lnlury roqulrlng hoopftrlE tlm oltlrr pethnt durlng, or.r . ruutt of, your ur of rn$r]uhy pnnrCcrtoq nftrcur
oddr lnheldon rnelgcrb, mod.rrte rdrilon ordrrp rdrtlonlgnnrnl rrntlnde?

D. Do fou plrn b um modcreh rdadon ln prdeUlc pr0rotr?

E, Oo pu plrn to um modrrb mdedoo ln mrdlcely conprmrlmd IASA c*rgnly t or 4l pril.rm?

F. Do pl phn to.ilgngp ln cnior:rl modrrrb rod'tbn?

G. Do you p,hn to engqo ln plrmbrel nrodrretr rdrtlon?

Whrt mrford,rugr rnd anl.th.{c teEfifiul. do yur utllb or pltn to utltsr in yogr rllr of rnod*rh radrthn? Prwtde datelo (lV, ifialaton,
etc.) and atladr e e€prrate Bhoot lf nacsssary.



Nama of Jordan F
SECTIOil 7 - AUXI-IARY PERSOTIT{EL

A defltist acfniniSedrq modsretc eedafion h lowa muetdocurnent and Ensuie fut all alxllhry p€rlonnd haw cofliltcglirxr h ba€ic lh silrpgort {BLS}
and snr capaHo of edmlnistcring bedc llfe support" Please tiat bsbvy Sre narm(a), llcenedrrglstrathn nunb€r, snd BLS carlificatbn staffte d all
auxiliay persorincl.

llrnrr: usriltu
Rrgl*rrUon l:

BL$ Crr$llcrtlon
Dfr;

DII ELS g]'[lElgon
Eryku;

Ileme: Ucrnrl
RlgirFrtlon il:

BLB Crrlltbrtm
Datr:

DaI EISgaruErtron
Erphr*l

llrrrr: uc.D.d
BrgLffintt

8L8 CorllficrUoo
llac:

Irtr ELSCa.UlErUlm
Exphrr:

Ilrrr: Lrcmcc,
RrglrrrUon*

ELB CrrtlficeSm
D$e:

Drb EUB Grrffirton
Erdm:

llanrr: Ucrnrl
RrgLtsrtbn l:

BLB Gsttllcetlon
Drto:

Drb BLS Grtficr6m
ErRlm:

Nemr; Ucuuc,
Rrgastntlon l:

BL;8 Crrdfrce0on
Datr:

D.I BIJE Grrtlftrdon
Erpku:

ilrmo: UBnrc,
Rrglrffion l:

Bl,8 C.rtfictuoilt
Drb:

Drb Bl-SGrtlfrcrton
ErDltrl:

lhmr: LJcflrtcl
RrgNrffiffon #:

BLE Grr$flceton
Drh:

Deb BLE Clrilfrcr0on
Erplnt:

3ECTP]{ O - FAGIUTIEE T EOUIPilETIT

Eadl facility in tfiit*t you perfom rnodE te rrdalbn mr.el be prryerly 6$.{pped. Copy thb prgo rtd ompletc 6r cadr fecely. Yot rnry amly h t
$€hror of my of ittooo prsviCons. ThG Boed ,my grant he rraivcr f it dotcrmh€c tlNcrt b s rrmoncHr besh lbr the uahmr.

YEA HO h yotr &n*rl ofiGr prpprrly melrt lnrd rnd rqulppd rfth thr iollot|ng:

tr tr l. An oprrethg room lrgrr cnorfh to arlrqntrtr ecconxnodetr tht prU.ni oo r trbh or ln m oprt& chah md prmlt rn
oprrdlng rmt cm*r[ng of rt hatt tro lndMduell to rptr lh..ty &ul thr pdaff

E tr 2. An opardng trblc or dreF thet pcnnlta th. prf.nt fo br poeltlonrd lo the oprrdng trcm crn malntrtn [rr rlrrrn qubHf
alir th. patloil po$Hon tr rn rnrrgurcy, and provHe e llnn Srtform lor ilt mrnrgemmt of crlilontlnmrry narcltrtlon?

EI tr 3. A llgldng rptrm tlrrt lr adcqurtr to pnnlt rvrlueUsr of th. edfit'r rlrtr rnd rnroonl color rrd r b$lup llCtfhe ryfrn
th* lr b.tLry pil.rd d d rullld.ilf lnErrlty to prrrnlt complrdon of my oprrdon rnd.rury et thr Umr of grarn! pourr
ielluo?

A tr l. $uctlon rqrlprrnt ttrrt p.milE rrplrrton ol ltro onl rnd phrryngrrrl crvlUc rnd e brdtup rucdur drvbr?

A tr 5. An orygnn fillwry rlrbm wlth edrgurb fu[ frc. mukr rnd epproBdrir cmn cio]r trEt tr crpDlr ol ddlr*lrr3 ilygpn io' ilt pailcnt undor pclthr pn frum, togr0ff wlth rn drqrnb b.ckup trrtmr?

B tr G A r*ourry rrra that hrr rullrUr otrygnn, rdrqu{r [ghtrqg, rucdoq md rlrclrlcrl odrtr? (Ihr rcovrry ilrtt cm b. tt
oprrffirg rcom.)

E tr 7. lr $e FrtLnt rilr io br oilrrtrrl by r mrmDrr ol thr rtrll rt dt tlnm durlng thr ncorry prdod?

A tr t. Antllroh or rndgollr ryrt mr codrd to prrvrllt rcddontrl rdmlnffion ol lhr wlong gnr rnd aquhp.d ullh . irl .J.
mrchrt{rm?

tr tr e. EKO monltor?

A tr 10. Lryngofcopr rnd blrd.e?
B tr lt. Endotrrelraltubm?

A tr tL ttaglll fioncap*

E tr t3. ord lruryn?
E tl 14. Snrilrccopo?

m tr 15. A blood pril.urr. monltortng drvicr?
tr tr t6. A pulre orhnrtor?

B tr f r. EnrrrguEy drugs thet rn not ergrd?
B tr t!. A cbllbrlll*or(rn rubnrabd drfrbrllhtor h meomrrendrdp

tr B le. Do you fitplo, volrsr ilquld mrrthr,Ucr rnd r vrportzr (1.r. Hdoilrrnr, Erillunm, hoflurnrl?

. p 20. tn tlrr ip.c. provld.d, lbt $. numbrr ol nltrour orldr lnhrhdsr rnrlgrrab rmltr ln 1nrr hcilty.
FACILITY
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1516 Jackson St. Omaha
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Healthcare
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Ornaha Fire Departrnenl

1510 Jackson St. Omahe
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JOE ALLGIRE
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HealthcareProvider "

Provider
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Heart
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1516 Jackson St. Omahe

3331 Marketptace Dr.. CB
.rr: .i r

JOE ALLGIRE
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Healthcare
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*eeltnc&re
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:Elt ffiH1f;.

omaha Frre Depenmenl

1516 Jac(son St. Omena

Omaha Fire Depsnmgrii'

1516 Jackson 5t. Omaha

3331 Marlretplace Or., CB

JOE ALLGIRE

Omafia Fire DopsftfilEffi"

1516 Jacnson $t. Omaha

3331 Martetplece Dr., CB

JOE ALLGIRE L

KENT E McARDLE. DDS 3331 Marketplace Dr :CB

0$r2-14 MARCH 2016

,--t fiaithcare
Provider

l'"{ eeltlrcerrs
Frouider

JORDAN P DUDZINSKI. DDS

03.12-14 MARCH 20I6

rI.7;EItrrlrf:El

BERNARD P DUDZINSKI. DDS

FiARCH 2OT6



Healthcare
Provider
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Omaha Fire Depafiment

1Sl0 Jackson St, Omaha
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JOE ALLGIRE

-!1,'J,F 03-1?.14

Healthcare
Provider

03-12-14
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"
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. Anrcrcani Heart
Assocrotron.
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Omcha Fire Departinent

1516 Jackson $t, Omaha

3331 MarketFlace Or. CB

..,OE ALLGIRE

MARIBEL CAUDILLO. DDS

03-12-14 MARCH 2016



SEGf,IOH e - [ you snsripr Yee to any of the qr,nstonr bolow, attsch a h{l exphnaton. Reed the lnetruc{ions hr important dellnitbm.

l. Do you cuttnty hrur r nrdlcd mndffion thlt ln tny wr, lrnprln or llmlb your rDHty to pr.Gffo. dmtr&y trlUr rt*onDh tr B
rlilll rnd trf.t1r?

iloYE8

2. Arr you cunrrilf cngtgtrd h tlro llhgf,t or &npruprr urr ol &ugr or drr drgilcd arlltrncrl? trB
l. Do you curffiUy ur rlcohol, &trgr, or othr €lunlcrl aubatanou tlr* wouH ln rny my lmprlr or lhntr your rHlf,y !o

prrcilc. drntotry*l0r rmomtlr rklll rnd.$tU?
trB

4. It YES to rny ol lhr rbour, .rt you ncrlvlng ooeolrq irfirrnt or prytlCp&n ln r monltortrg prcgr.m Orrt rubor or
rllmlnatlc thc llmltrloor or lmprlnnrntr Gaurnd by rlltrr your mrdlcrl condHur or ua. oil rlcohol. druOc, or dtr chuscrl
ttsftlnoro? trtr

S. Hrw you rv.r bran nqur&d to rrp.t r poillon of rn, proftlrlonrl trrlnlng prugrmd.drcd? E]B
t. HrYryou ouit r*rtuad t mmlrq, nprtnrnd, or brn phced on prcbrton drrlng r pofitdond tmhtlng progrunhchool? tr tr
7. Hm you ryrr trofuntrrfy rurmndmd r llcurrr or prnnlt lr$rd to you by rry prcltmbnrl llcrnrhg rgurry? trtr
7r. lf ya, wr I lc.rr. dbclpllnrry r'tlon pouilng rgdnrt tou, il ratl yuu undrr lnvrrUgdon by r llornrlng rgency tt tltd

tlmr thr vohntrry rtrnrndtrd llmnmurr trndrrrd?
tr ts

t. Arld. lronr ordrrry hnlrl rrquhrrn ntl of p*tont{n hrvt your cllnlorl .cilrril.. rvrr brn [mlhd, ureuxtrd' twoli.4 tr E
not ilxmd, vohntrlly nllnqul$ud, or ru$rcl to oUral dlrc{nUuy ot probdonrry conil0oo.?

e. Hrr rny lrnlrdloilon of tlr Unlbd 81il.[ or otlrr nruqr .wr lliltad. rcruloild, rrrnrd, cafiamdr pLoad on prcbilon, E tr
.rrapsrdad, or ilvoLd e llcomr r prrmlt you hrll?

t0, lirw you ry.r breo rtotm.d of rny ctrrrgc! fihd egnlmt you by e llorrutng or dbdfl]ury rgf,try ol rnylurLdleton d b. tr
U,3. or othrrnrton?

B

11. Hrvr you ltr.r biln dudrd r Dnrg Enforctmrnt Admhlrtnton (DEAI or tffi oonfrotad rubtlrnc. rrgtrfr[,on orlliclb or tr" hu Iour controHad tubltrnor rrgLtrUon twr Drn ph6d on problUon, turpandd, uoluntriltl runrrrdmd ot rrvolcdil
tr

SEGTIOI{ t0 - 1ry|p1* OF lurpLtcAtrT
ETATE:

r1 t^l A
G0IJIIW: 

^ii +t r^ ,. ,., fi (i, ..arr r r.
I, the belorv namod appllcflnt, hcrohy doderq under penelg of pedury that I am ttr6 porson deecrihed :rd idcilined ln this applbetim end that my
snawerc and all etatements mado by rnc on trls appllcetion ard acconrpanyhg athdrmsnts ar? true and orruct. Shilld I trniBh any hlae inbrma$m,
or have subctailial ornission, I hereby agrac thst sucfi ad shall conefllub oause for denial. suspencior. or runocation of rry lioenee or permlt to FEvklB
modorEts 6adalim. I also d€claro that i, I dd not peruonally oomplete the foregoing appllcatirn that I hnw fully mad and mnfimod each gmetion ard
amrnpanying answer. and take full responsiHltty lor ell rnrstE contdned in thlr appllcaton.
I understand that I have no hgol authority to adminhter nrcdsraE ssdaUm ufiil a pcrmit hao bi€n graded. I undcrsbnd thd my hdlftf is erbiect to en
on+ilt ewluation pnor lo the issuencs of a permit end by rubmi[ing an applicdion hr a m*ratc se&tion pennit, I horoby ffiitdfi to sudr an
svalmfion- ln addilion. I mderdand that I may be zut{ect to a proftcsional waluatbn as psrt of the application proffis. Ths prole*amal srnll4ion
shall be conduct€d by the An€sthe$ia Crodenthb Committee urd induds. at a rninimum, evaluation of my knordedgs cil caaa rnenaprn€nt ard aimay
,nanqprr6nt.

I ertify that I am tr*ned ard c+able of adminigtcrhg Advanced Cal$ac Lih Support arrd thd I employ suflicient auxintry pcrsonnd to as** in
monatoring a petient under modarab sedation. Such personnsl ara trainsd in and capable of rnuitoring vitC sgna. asrietirg in dnfllEncy prDoodunsa,
ard admlnl$teftg trsic life supporl. I wrdersbnd thd e dentirl perfoming g procsdtre fsr wlricfi morlerab sedrtion ts baing smplq1ud shall nd
administe tha pharmaoologic agenE and nronibr thc pgtlent wtlhout the presone end €ssiitane of at laast me qudlficd aruilfiary prsonrFl.

I nm nYuanc Fut pucumt to low! Administratiw God€ 65tl-+g.g(15ill I must rtpori eny sdytmo occurrcnoee tulsbd b thc rsc oI *datiirn. I rlco
urda*tend tllat if rnod€rato BGdetbfi rsslrlb in a general fi€otltdic stati, ths rulos h deop sodation/egreral anccficela apply.

I f$rsby euthori4 ttE nalmso d any and all inhmewr and rDoofils tha Eoanl shall ftdn paflinont b the evflmtilrn of illb applic.tion, fid shdl supply
lo tho Boerd such mmrds and lnformetbn sa ,€qu$tad fur €vduetidl d my qualifietirns hr e pemlt to sclmlnirlcr moderats sedeton ln tlle statt d
lowa.

I understand that based on evaluatisr of cradandrll, facilllbs, Gquipmsnl. prruonncl, snd pqffurm. thr Board rnay placa rutfictiom on the pcrfltit.

I tur&er sbte that I have resd tha rubs rclalsd to thc uac c/.rd-rffind nitsor$ oxlOc intrlnflh adlocai!. ae dcrcrlbcd in 650 lowt AffinElrailye
Corle Chaptc 29. I 'rereby agr6o to side ry the taryg{ruryaftlarig6l* rrrrotrgl o*fiW;rd nrodo]ato sadstlon in fite stet€ of lom.

HUST BE SIGI{ED II{
PRESEilCE OF I,IOTARY >

ilOTARYgEAt suasi{BEdAilDffirBEFdE-E )ft,rr+n /N oAyoF l-n,,/ ,vEAR Za/Q
HgTARt PUBUC SIGilATTNE

zzfui_rt%
dt

I mnlrumt-sEtsdtlffiI wARREN AYouNo
irh- Ir0urf,Em.mttr2o,ant iloTARY PUBUC ilArE fifleO OR PnNTED)

ffir^r.- y' Y...,rd

IY COffitSSlOt{ ErPllGE:

/o/ tulta
4



lml
IOWA DENTAL BOARD

4ff, S.W. 8b Street Suite D, Des ilcllner, lowa 5636{0E?
Phone (5151 28t-5157 Fax (5rfl 281-7980

http ://u4!w.denta I boa rd. iowa. oov

PLEASE TYPE OR PRII{T I..EGIBLY IT{ I]IIC

FORIi B: VERIFICATION OF ]f,ODERATE SEDATPil TRAlNll{G

IN A CONTINUING EDUCATIOT{ PROGRAM

SECTlOf, I -ArPggr,T lltlFffiAnOil
lnrbuc0om - Usa [tis furm if you obtainod yorr training in moderate sadation from another program that must be apprond by tte Boud (i.c. Imu dd
NOT obtain your trainlng in mo&rets sedatim whib in a postgrduate resitlemy prcgram). Carpletc Socilon 1 ard mall this |orm b the Progmn
Direaor for vedficaton of )our having succesfilly corndctod this Eeining,

HAilE (FIBL flddh, Lert,3uf,Ix, Formrltrldrnf:
Bernerd, Paul, Dndzinski

TilLFIG ADOREBS:
3331 Merkatplace &ive

CITY:
ComcilBlrrffiB

TTATE:
IA

BPC@E:
5rs01

PHOIIE:
712,ffi-7fft7

To obtain a permit to adminlsler moderate sodrtion in lora, the lora D€ntal Boaal rcquiru that tho apdlcrnt subrnlt evidsnce 0f heving compbled an
apprwed posQradusto tmining program or olher lonnal training p{ogram apprpvcd by the Eoard. The applicurt's sfimatura below anthorizsr the
releme ol any infarnallon, favorable or otherwise, direcfly to the bws tlentd Board at ths ad&ess sbove.

AI'FUCAIT,S $6IIATURE: DATE:

SECTIOI{ 2-TOBE COTPTETED BYTRTIf,Trc PROORAI DIRECTOR

]{AfE OF PROORAtrl DIRECTOR:

IIATE A'ID LOCATIOil tr PROGRAT: Pt{oflE:

FAX: E{AlK UYEBADDRES*

DArEt AFPUCAT{T I FROil ftt0,lDAY/fi}:
PARTIcIPATED rt PRocRAm > i

TO (rro/DAY/1tRl: DATE PRO(NAI
GOTPI.ETEO:

EyEs El ro r. uorHEApFUcAxrgATrsFAcroHLVcoilpLETETHEABo\rETnAlt{r}tepRoqn f?

EI VCS E TTO E. DOES THE PROCRAtr COMPTY WTH THE AXEruCAI DENTAL ASSOCNNOO' OUPEUTIES fOR TEACI{}IO PAT
GOT{TROL AI'D SEDANOilTO OGilNSTS OR DEilTALSTUDE {T3?

E ves EI xo g. Do€g rHE pRocRAf rilcLUIrE AT I-EIBT gxw (s0) HorrRS oF orDAcnc rRAffiilo Ix P tla AilD $txnw?

fI ves EI ilO 4. DoEs THE PRoGRAT II{GLUDE cUIIIcAL ExPERIE}IcE FoR PARnctpAilTS TO SUCCESSFULLY NATABE
ToDERATE sEDAnOil il{ AT LEAST TTVE {TY (20} PAnEilTS?

AA PART OF THE CINHCULUI, ARE THE FOLTOWTTC CO}ICEPTS AIID PROCEDI|REg TAUG}IT:

EI YEg E XO S PHYSICAL EVALUATIOTI:

E ves E ro 0. rv SEDATtol{;

F YEs EI Ho z AtRwAY IAI{AGEIEHT;

E VeS E ilO s. mo}rlToRl].G; At{D

E YES E ilO g. BABIC UFE SUPPOET AilD ErcRGETICY MAilAGEIE}IT,

{lf no to anv of rbovr. doro etrch a drtrllrd exdendion.l

I fuffi.r c.firy $rt trto abovr nrnrrd .pplb.nt hrr dqnondnrtrrl coorprt ncy tn ellray mrn gf,rrrr* md modrreb rdrtht
PROGRAI DHEGTOR SIGTIATURE: OATE:



From :'Bran6ss, Chrislel [DBI' <Chrlstel.Braness@ iow a,ttov> O
Subiecr: Application lor i/bderale Sedalion Permlt

Dare: April 25, 2014 1l:31:50 AM CDT
To; B€mie Dudzlnskl <bdudzy@cox.neb

RECEIVEffi
MAY 0I 2013

TtrINDENTAL BOARD

,^i!qrls.1.r,rB

Afr.rrwiewnayour.pplietionforhod.Et 3.d.tlon Frmh th. iolowhi n B wrll n .d to 6. submitEd to 6hrld. th. deurunEtion with yDur applietk n:

1. Apolk tia f.. - t5()0.OO mr. D.Fbh to th. br. O.nbl Bo.d. Phr* folmrd . ched( d mn.y ord.r r. rtE B@d ofie rith. .opy of th!.mil.
2. CohpLt th. hLnlahLd F.tbd.ofth. atr.d.d @pyofnE apDlotion..d Etuh to ttar of,L..
3. Prcofofcmntertrktlonhec1s.C.rtrfiotl.ndEm6rInd'd.:'lEndrcn'ompomitcouM,whrchEE6mpl.tdby..lhdyalo.6bt.dplrbh.
4. V.nnqdon ol Mod.nt. S.d.tion lhlnha (continuina .ducatior @ue).

Upor Eelpt ol th.$ tt c, your .pplh.tio. ,01 b. foMd.d to d* AD.tLd. cnd.ithh Cohmttb. ior Ed*.

L.r n. ktw ifyou hE any oti.r qE3tlod.

chtitEl anEst, Ptqdn PbnM
tNoD.DblBed |@N!An s!.,Sun D I O6M.|E lA5O509
Phon.: 51i21l253@ | Far s15-2a!-7959 | M.d.tulbd,J-i.E.d

,:u l,e r-! eb,, --r!;i,i( :hat ary ra,,rE,\ Lr* r!leo,.'on 
'1 

!ser.r.3l4n driillidin t, copyri! o, th,a rng$aie ra slrrctl!_ Fr.rhJb'ieJ oy lalv

IOWA DENTAL BOARD
aoo S.w. fh slEr{ Sultr D, Di! trioh6, ltrr !0s6{at7

Phne (5161 201{15' Frx I5t6} ztr-7ei0
hitp:rrwwwdental boad.iSMa.oov

PIIA* IYDC OR PfiI{T BI&Y II IIIC

b"'"-") fl NJ u,tslu

j\>l flarrlr.Vtqct \r'
eB -LA stso I

# Lolzb
-^ *5oo'

FORM B: VERIFICATIOIII OF ilIODERATE SEDATION TRAllrlNG

lN A ColrlTll{UlttlG EOUCATION PROGRAiI
M

lBhrdG-Ueffi ffi ilFo lffi Whininen md@bffi frmaft,0rrruDhmMb€EBu4dbyhhd(.e. p dd
mToEbanFrrrUainiEinffis€rrilih*ilcinapodoEd@bGlderryp.aSm) funpussdhrEndmilhBh.mbtEPmoEm
Drslrr td giliadh d pr fE$ng Euoaaaarully @mpl*d lhb frinirc.

C AENE!3:

ZPffi: ME

fo &ir a Fmit b ffi ind6 ffi 6h in M, k lffi Entat B6d qu6 tEt tb.pdid $hil dtu d hem @pt# 6n
awedpdgdEEhinhorom6dlBfqrdErriEploomapp.MbytlEBoad. TheapptHlt'sdgffirebetilaffiBthe
deedanv iffim fffi*dtu dilsbha lffi IMl hddtu dlKahe
APPrc^lIT6 ! UE:

MXE OF PR'ORIT

ffi:

FA: HXL: Effi:
trOAAY'YB: r!(muYml: lilEPio(rirl

EYEE f,J M T.

f]E3Er.oa

trrrs tr iE !.

OYE!trm{.

trYEt E m 5.

EE3 E] b E.

tryE6 Cl tB 7.

DEErcA
EIYEE E] ]O O.

ff1 ffi nM dEYm tHEtrEm ffilxroq rloil oltruE F(nffi pxi
elnoL Ar{o tcD lEil rc HtE S oft Em[ smEmr
sE3nGmooRAf,rr{cl.uEaTlllEISrxTYlGolaorJRroFqDAcnclRrfrI*,rip lxfio^,lxETn
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IOT,VA DENTAL BOARD
400 S.W. 8s Street, Suite D, Des Moines, lowa 50309d687

Phone (515) 2S1-5157 Fax (5151 281-7969
httr://www, denta I bo{ r*igLa. gpy

APPLICATION FOR MODERATE Sf;DATION PERTVIIT

tnstructlons - Please rearJ the accornpanying insiruclions prior to curnpleting this fornr. Answer each quostion. lf not appltcable, mark "N/A."

I Full Legal Name: {Last, First. Middle, Suffix}

i OuOzinski, J*rdan, flaul
l{oma E-mail:
jdudzy0gmE, .corn

City:
Omaha

i

I

i
L

Work E-mail:

Home Ptr*;,
e 6fi.t t 402-981-2182

Zlgt

SECTION 3 - BASIS FOR APPLICATIOITI

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

d.

iI;"1f,:,'f3#:$.'f,Iilsi:'#nTli"".'.?fffi?1":x'i;'Iff"f,'J;'##":"' 1tr""-r".*19<euvra,
I lol""I"*;;--"r"*t p-g-- ,n"t tr"trd* ,,."i","," *a.u"*".,n"n 

-T 
m ""*."I1;m{-

i:*,,-:l*:t,.il.i"o..oJJi.*.-**-n,qxoii"ot,r',uGrr.ia. 1- -_*i gtt lt{
i 

Formal training in alrway management; OR I I co.o,","o ., '_- '

SECTION 4 - ADVAHCED CARDTAC L|FE SUPPORT (ACLS) CERTTFTCATION
I Location:

W
ACL$

Other NameE tls*dr (e.9. Maiden)

Home Address:

12433 Bead Street

LsA 3/41\J9 I Form AJB



Braness, Christel [lDB]

From:
Sent:
To:
Subject:

Jordan Dudzinski <jdudzy@gmail.com>

Tuesday, May 05, 2OL4 8:28 PM

Braness, Christel [lDB]
Fwd: Application for Moderate Sedation Permit

dates of

Please Iet me know if you need further information,

Jordan Dudzinski

Begin forwarded message:

From: Jordan Dudzinski <jdHdzv@email.com>

Date: May 6, 2Ot4 at7:32:42 PM CDT

To: "Braness, Christel IlDBJ" <Christel.Braness@iowa.gov>

Subject: Re: Application for Moderate Sedation Permit

Christel,
Also I forgot to provide details on the bottom of page two in the scanned document I sent to you.

We will be primarily using iv versed and fentanyl in our practice for sedation.

Sorry for forgetting to include that on my application.
Thanks again,
Jordan

On Apr 25,20L4, at 11:L8 AM, "Braness, Christel [lDB]" <Christel.Braness@iowa.sov> wrote:

After reviewing your application for moderate sedation permit, the following items will
need to be submitted to complete the documentation with your application:

Complete the highlighted portions of the attached copy of the application and
return to this office.
Proof of current certiflcation in ACLS. Certification course must include a
"hands-on" component; courses, which were completed by self-study alone are
not acceptable.
Verification of Moderate Sedation Training (continuing education course).

Upon receipt of these items, your application will be forwarded to the Anesthesia
Credentials Committee for further review.

Let me know if you have any other questions.

Christel Broness, Progrom Plonner

1.

2.

3.



Name of Applicant Jordan Dudzinski

I SECNONS-MODERATE

i Type of Program:
t

SEDATION TRAINING INFORMATION

! [ fou,graduaie Residency Program ffi Contirruiftg Educetion Prn,lram f]
Name of Training Program:

Conscious Sedation Consulting

.__--TAddress:

i 79 Hubbl* Drive

tv sedation _ |

t.c"sffiiiEGih$ - , t I -i Dffii co{nptctld

Numbor of Pati.nt Contact Hour!: I I Totrl l{umbor ot Supervl.ed n Z I 
i

Type of Experlence:

lV Sedation

m YE$

I YEs

' 
3 O suaiton cases: Z3 .

ts 
"a, tr 

;o r. * r.;rroollr-,r.o1,o,"," rn".**,,",r.n1-nri.i I

E YES fl UO 2. Does the pregram include at least sixty (60) trours of didactic training in pain and anxiety?

X yf S E XO 3. Does the program include rnanagement of at least 20 clinical patients?

As pan of the curriculum, are the following concepts and procedures taught:
B YES I UO 4. Fhysical evaluatlon;
EIYES il no 5. lV sedation:

m YEs il tto s. Atnnray management;

m YES n HO 7. Monitoring; and

m YES tr NO 8. Basic life support and emergoncy managemL.nt.

m YES E NO g. Does ths program include cllnical experienco ln managing compromised alrwayo?

U YES EI NO 10. Does the program provido tralning or axperience in managing rnoderate sadation in pediatric patiente?

D yfS E UO 11. Does the progrilm provide training or experience ln managlng moderate eedatlon ln ASA category 3 or 4 patients?

Please altach lhe appropriate tom b vorify ycirr modeiale s€dalion lrainhg. Applkshts who received their rainino in a pGlgradtrate l.6idency p.og.am
musl have their poitgradueio program dhector complele Fom A. ln ;,Cdition, sttach s copy of your c€flificate ol completion oI the poEl0raduaig
pmgram. ApplicanB who r€ceived lheit fainrng al] a tomal nrodorate esdarion condnuing oducalion program musl have lhe program dk€ctor complete
Form B-

SECTION 6 - I'/IODERATE SEDATIOI{ EXPERIENCE

f] YES B NO A, Oo you have a license, permit, or registration to perform moderato sedation in any other statc?

lf yee, specify stato{s} and permit *umber(s}

B. Do you consider yourself engaged in the usr of moderate s*dation in your professional practice?

C. llave you ever had any patient mortality or other incident that resultcd in lhe temporary or permanent physical or mental
injury reguiring hospitalization of the patient durilrg, or as a result of, your use of antianxiety premedication, nitrous
oxide inhalation analgesia, moderate sedation or deep sedationlgoneral anesthssia?

rIYES ts t{O O. Oo yoo pl.r tou3c mod.rat! ssdation in pcdiat ic p.ti6nt ? 
i

D yES B XO E, Oo llou pa.n lo u3e fiod.rato sod.tion in modically compromised (ASA cdroory 3 or 4) pati.nts? I
I

;trYES E l{O F. Doyou pl.n to.ngago tn .nt€ral moderato tcdation? I

I 
a ":t_gl" G. po you ptan-ro snsaT 

'::1::.:^' Td".1".".jd"111I__
I What rtaror drugr and anosthetic tcchhlquer do you utlllzo or plafl to utili2e in your uie gf moda.aic sodatlon? Provlde details (lV, nhalation, I

I 
etc.)and sttach a Bep6rae she€t il necessary 

II *" ar^a\ dod<6, 5ll'(l\ 
i

IHo
mNo

1_."

I
I

I



Braness, Christel [lDB]

Frorn:
Sent:
To:
Subject:

Jordan Dudzinski <jdudzy@gmail.com>

Tuesday, May 06, 2OL4 7:33 PM

Braness, Christel [!DB]
Re: Application for Moderate Sedation Permit

Christel,
Also I forgot to provide details on the bottom of page two in the scanned document I sent to you.

Sorry for forgetting to include that on my application.
Thanks again,
Jordan

On Apr 25,2014, at 11:18 AM, "Braness, Christel [lDB]" <Christel.Braness@iowa.gov> wrote:

After reviewing your application for moderate sedation permit, the following items will need to be

submitted to complete the documentation with your application:

Complete the highlighted portions of the attached copy of the application and return to this
office.
Proof of current certification in ACLS. Certification course must include a "hands-on"
component; courses, which were completed by self-study alone are not acceptable.
Verification of Moderate Sedation Training (continuing education course).

Upon receipt of these items, your application will be forwarded to the Anesthesia Credentials
Committee for further review.

Let me know if you have any other questions.

Christel Braness, Program Planner
lowa Dentol Boord | 400 SW 8th St., Suite D I Des Moines, lA 50309
Phone: 575-242-5369 | Fax: 515-281-7969 | www.dentalboard.iowa.eov

CONFIDENTIAL NOTIICE: This email and the documents accompanying this electronic transmission may contain confidential
information belonging to the sender, which is legally privileged. lf you are not the intended recipient, you are hereby notified
that any disclosure, copying distribution or the taking of any action in reference to the contents of this electronic information is

strictly prohibited. lf you have received this email in error, please notify the sender and delete all copies of the email and all
attachments. Thank you.

This email message and its attachments may contain confidential information that is exempt from disclosure under lowa Code chapters 22,
139A, and other applicable law. Confidential information is for the sole use of the intended recipient. lf you believe that you have received
this transmission in error, please reply to the sender, and then delete all copies of this message and any attachments. lf you are not the
intended recipient, you are hereby notified that any review, use, retention, dissemination, distribution, or copying of this message is strictly
prohibited by law.

<M S_TrainingVeri LC onEd.pdf>

<DudzinskiJ_M S_App. pdf>

1.

2.

3.
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Name of Applicant Jordan Dudzinski Facilitv Address
@

bfd&tt
SECTION 7 - AUXILIARY PERSONNEL ,',
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"" ""rir*y 
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::9,,1:.11.1!1" ol rdministering basic lile suppori. ptease ltsr betor4, lhe name(s), ticenss/registratioh numb6r, and BLS 
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rtJtu!? "ii--' Iauxiliary personnel.
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Each facility in which you perform
warver o{ any of these provisions.

moderate sedation nrusi be propert ,

The Board may grant tlm waiver if ij

YES NO

mn

,6 20. ln the Epace provided, list the number of nitrous
COPY F0R$.,I AND SLJBMITFOR rncrl rrcilrrv:_*-

equrpped. copy tnls page and conrplete for each facility. you nray apply for a
du'ttrrnine;s there rs a reasonable irasrs fcr the waivor.

oxide inhqlafion analgesia units in your facility.

r
n

m

E

mtr
mn

ls your dental office properly maintained and equiplred with the foilowing:

1' An operating room large enough to adequately accommodate the patient on a table or in an operating chair and perrnit anoperating team consisting of at least two inOividuals to move freely about the patient?

2' An operating table or chair that permits the patient to be positloned so-the operating team can maintain the airway, quicklyalter the patient position in an emergency, and provide a hrm platform for the management of cardiopuhoilary r'suscitation?
3' A lighting system that is adaquate to permit evaluation of the patient's skin and mucosal color and a backup lighting systemthat is battery powored and of sufficiint intensity to permit completion of any operation underway at the time of general powsrfailure?

4' Suction equipment that permils aspiration of the oral and pharyngeal cavities and a backup suction device?
5' An oxygen delivery system with adoquate full facc masks and appropriate connector$ that is capable of delivering oxygen tothe patient under positiva pressu16, together with an ua"!uut* bickup ;y;t"-t
6' A recovery area that has available oxygen' adequ;rte lighting, suction, and electrical outlets? (The recovery aroa can be theoperating room.)

7' is the patient ahle to be observed by a member ol the staff at all times during the recovery period?
8' Anesthesla or analgesia systems coded to prevent accidental administration of tlre wrong gas and equipped wlth a fall safemechanism?

9. EKG monitor?
10. Laryngoscope and blades?
1 1. Endotracheal tubes?
12. [rtagillforceps?
13. Oral ainnays?

14. Stethoscope?

15. A blood pressure monitoring device?
16. A pulse oximeter?
1?. Emergency drugs that are not expired?

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

n

n
n

n
n
n
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Course Completion Statement

This notice confirms that Jordan Dudzinski

has successfirlly completed the program requirtments for the following American Heart Association Eaining coursc:(Circle Onc),

ACLS

The course was administrated by Advance CE LLC on:

April 25,?014

The training course curriculum is in compliance with American
Heart Association ECC training course guidelines, and all lead
instructors are certified by the AHA Regional Training Center at
the time of the cource.

course completion cards are currently being processed. It can take
up to six weeks for completion cards to be issued once the rosters
are submitted.

If your completion card has not been received within six weeks of
the course completion date above, please contact Advance CE.

Thank you.

Steven Halaway

.\uthtri.r.cd llrru ir | ;r
rtl (-PI .trrtl It'('('rrul (:

n*-,illil.llffitn

Director of ECC training programs tbr

Advance CE, LLC

Emai I : shalaway@a{yancece. corn
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lowa Dental Board
400 SW 8th St. Suite D

Des Moines, lA 50309-4586

Dear Board Members,

May 5, 2Ot4

This letter is to confirm that Jordan Dudzinski, DDS License # DDS-08996 recently successfully completed
100 hours of continuing education while participating in a comprehensive post doctorial training
program in the administration of parenteral conscious (moderate) sedation, which is consistent to Ihe
Guidelines for Teaching Pain Control and Sedation to Dentists ond Dental Students. As adopted by the
October 2OO7 American Dental Association (ADA) House of Delegates.

This program was presented April Ll - 27,2OL4 in Philadelphia, Pennsylvania.

Documented competency has been demonstrated with successful completion of at least 60 hours of
didactic education and the personal administration of parenteral sedation to at least 20 dental patients

while being supervised by an anesthesia provider. In addition, a hands on skills lab in airway
management was completed utilizing simulation with multiple airway devices including advanced airway
devices.

lf you have any questions or need any additional information please do not hesitate to contact me.

Thank you,
)

./r,{ I _---'.+ __r._-\.1 <f . 
,I 'rt

II

Randy Pigg, BSN

CEO, Conscious Sedation Consulting
888-581-4448
ra ndy@ sedationconsulting. co m

79 llubble, Suite 102
O'Fallor-r, MO 63368

BBB,581.4448
"ff,wa{wg a call(aze a$ e*idclE td.rnagfi edaeat{aor"



IOWA DENTAL BOARD
400 S.W. 8e Street, Suite D, Des Moines, lowa 503094687

Phone (5I51 281-5157 Fax {515} 281-7969
http:/lwww.dentalbga[d' iowa.qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM B: VERIFICATION oF MODERATE SEDATION TRAINING

IN A CONTINUING EDUCATION PROGRAM

SECTIOH { - APPLICANT INFORTIIATIOH

lndtlc{ons - U!6 thls tom if you oblalned your training in modcratc sedation ftom anolher program lhat must be approwd by lhe Bqardli.e. you dld
NOT obtain your trahlnE ln moierate s€datlon nhile h ipostgraduate residency prog.am). Co@lete Sedion I and mail lhi! lorm to the Prog.am

Dlredo. for verificatm of your having Succ€arfully compleled this ttaining.

HAtliE (Firet Middle, Last, Sufflx, FormerlMaiden):

Tafi DtrAr .F*u f?ilrfi t,a/{r{/
iiArLrNG ADDRESS: 

?€gt ,d*Z{trtr}/ftE P,ZtyE
CIW: I STATE: -- a(at,tt tt Ei-u4ft I Jft

,rr rooa, fr{o / PHOHE:

7/2-766- ?azT
To obtain a permit to adr*tster moderata sedathn in lwva, 0le lqt'va Denirl Boad rlqul.es lhat thc epplcanl $bmil evldenceof having comdlted an

approvsO pdss.rdi,ate kgin{rE progam or ofterfoimal trainlr! p.ogram approlrd !ry tllG Boad. The applhants ignahxB i€low edho.izer iha
rebase of arry inibmalion, favq"able oa olh€rwi3e, dlrecfly to t re lol,, Oenlsl Bolld 8t fle add.ess above,

APPLICANTS SIGNATTIBHn_ ' DATE:'r'arL' 
r/r/r

sEffi-To BE colltpLETEo gv-TRAlxtxE pnoemu flREcroR
iHI oF PRoGRAIII FFEGToR:{^",t V,..

P^, ttdn lPa:+
cc r brJ'sy'-)

I f,q
'T n {n)61,r/ T la-i1 p^q 

frar-,,.-

PHONE:

nTd4rr -r'n
FAX: e-mar[: IIYEB ADDRESS:

DATES AFPLICAHT
PARTICIPATED IT{ PROGRAM >

FROtr' (MOTDAY/YR): TO (irtO/DAYfYR): DATE PROGRATI

COIIPLETED:

w{r" E no r.

ffi*u fl Ho 2.

&r, n No 3.

#url ilo 4.

KrrE uo s.

frs, ft No s.

drr" f,l r*o z.

&e{n No B.

w1=, fl no g.

(!f no to iny of abow, olease attach a cletailed erolanation.)

DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAII?

DOES THE PROGRAill COIiPLY VtflTH THE ANIIERICAN DEHTAL ASSOCIATIOH GUIDEUNES FOR TEACHIT{G PAIN
CONTROL AHD SEDATION TO DE}INSTS OR DENTAL STUDEiITS?

DOES THE PROGRAII| THCLUDE AT LEAST StXTy (60) HOURS OF DTDACTTC TRAINIHG lN PAlt{ AtlD ANXIETY?

DOES THE PROGRAi' INCLUDE CLITIIGAL EXPERIEHCE FOR PARTICIPAHTS TO SUCCESSFULLY i'AT.IAGE
iiooERATE SEDA]ION rN A7 LEASTTWENW (20) PAIENTS?

AS PART OF THE CURRICULUii, ARE THE FOLLOWI}TG CONCEPTS AND PROCEDURES TAUGHT:

PHYSICAL EVALUATION;

IV SEDATION;

AIRWAY MANAGEMEHT;

IIONITORING; AHD

BASIG LIFE SUPPORT AHD EiilERGENCY MANAGEMEilT.

I further certlfy that tha above named applicant has demonstrated competoncy ln alt*ay management and moderata sedation.

DArE: 

t-/a/zo /+
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Healthcare
Provider

Healthcare
Provider
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TCIDT
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Healthcare
Provider

KENT E McARDLE, DDS
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03-12-14 MARCH 2016
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1516 Jackson St. Omaha
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Heart
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JORDAN P DUDZINSKI, DDS
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Braness, Christel [IDBI

From:
Sent:
To:
Subject:
Attachments:

Jordan Dudzinski <jdudzy@gmail.com>

Tuesday, May 06, 20L412:11 PM

lowa Dental Board [lDB]
Fwd:Jordan Dudzinski - Application Update
sca n 0505 2Ot4 _OO1 3 . pd f

Forwarded message ------
From: Jordan Dudzinski <jdgdzyl@gil4qg>
Date: Tue, May 6,2014 at 12:01 PM
Subject: Jordan Dudzinski - Application Update
To: "Braness, Christel [IDB]" <ehnc!pl&g49$@i9ya.CAy>

Christel,

Here is the application that I just updated. The instructor, Randy Pigg, should be sending in the forms soon. My
father, Dr. Bemard Du&inski, is sending in his application fee and changes today or tomorrow

Thank you for speaking with me today- I appreciaG your help and efforts to expedite this prccess. Obviously,
after investing in and completing this course, and seeing the day to day needs ofmy patients, the sooner my
application is reviewed and approved, the better.

Please let me know if you need anything else, and thank you again.

Yours Truly,
Jordan Du&inski
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APPLICATION FOR MODERATE SEDATION PERMIT

Y

SECTION 1 - APPLIGANT INFORMATION

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

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

Dudzinski, Jordan, Paul

Other Names Used: (e.9. Maiden) Home E-mail:
jdudzy@gmail.com

Work E-mail:

Home Address:

12433 Read Street

City:
Omaha

State:
NE

zip:
681 18

Home Phone:
402-981-2182

License Number:

08996

lssue Date:

5/29/13

Expiration Date:

8/31/14

Type of Practice:

General Practice Dental

sEcTtoN 2 - LOCATTON(S) tN IOWA WHERE MODERATE SEDATTON SERVICES ARE PROVIDED

Principal Office Address:

3331 Marketplace Drive

City:

Council Bluffs

zip:
551 23

Phone:

712-366-7077

Office Hours/Days:

7.4 MTWR 7-12F

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:

SEGTION 3 - BASIS FOR APPLICATION

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

completed. DArE(s):

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

ADA-accredited Residency Program that includes moderate sedation training fl Completed

You must have training in moderate sedation AND one of the following:

Forma! training in airway management; OR

Moderate sedation experience at graduate level, approved by the Board

f] Completed

! Completed

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

Conscious Sedation Consulting

Location:

Philadelphia, PA

Date of Course:

4/11/14-5/4/14
Date Certification Expires :

oo
f
o()

r+-
o

Lic. # Sent to ACC: lnspection Fee

Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form A/B

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



Name of Applicant Jordan Dudzinski

-

SEGTION 5 - MODERATE SEDATION TRAINING INFORMATION

Type of Program:

fl eostgraduate Residency Program I Continuing Education Program E Otf,"t Board-approved program, specify:

Name of Training Program:

Conscious Sedation Consulting

Address:
79 Hubble Drive

City:
O'Fallon

State:
MO

Type of Experience:

lV Sedation

Length of Training: Date(s) Completed:

Number of Patient Contact Hours: Total Number of Superuised
Sedation Cases:

EYES tl O l. Dld you latint ctodly comploto the.bow tr.ining progr.m?

5 VeS E NO 2. Doer the proqr.m hclude at least rlxty (60) houB ol dld.cilc tt lnlng ln p.h lnd .nxlety?

E YES E NO 3. Ooe! ths program lncludo managem€nt ol at loast 20 cllnlc.l p.tl.nE?

As p.rt ofth. cufflculum, ars the followlng concaPts.nd procgdures taught:

fl YES E }{o ,1. Phy.icsl eralu.rlon;
fl YEs El No 6.lvlod.don;
E YES E NO 6. Ahr.y maragom.nt;
El YEs El l{o 7. ilonltodng; and

E YES fl NO 8. Barlc llfs supportand omergency m.nagement

E YES El NO 9. Do3! the program lncludo cllnlc.l exp.danco ln managing compromisod llrwql.?

U yES El i|O lO, Doo. the prog..m prcvldc tralnlng or lxpa ence h m.naglng modordt lad.Uon ln pedlattlc p.0.ni.?

EyES E l{O ll. Dogr the prog].m provlde tr.inlng o.Gxp.donc.ln m.n.glng moderat s.ddlon ln ASA c.tsgory 3 ora P.tlonit?

Pl€a8e attach the appropriate form to v€rify your moderate sedatlon training. Appllcanls who recelved th€ir iraining in a postgtaduate resftr€ncy program

musl have their poatiraduate progmm diricior c.mplote Form A. ln addition, attach s copy of your certificate of compl€ton ot lh€ postgraduat€

program. Appti&nijwho rscoivoa areir trainlng in a formal moderate sedation continuhg aducation program must hav€ the program director complete

Form B.-:
SEGTION 6 ,- MODERATE :SEDATION,.EXPERIENCE

E YES f] NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state?

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

E yES E NO B. Do you consldor youErlf engaged ln tho ula ol modorato ledatlon ln youi profsssionsl pr.ctlca?

tr YES D l{O C, Havg you ever h.d any patlent mort tlty o? oth6r lncld.ntthat r"€ultcd ln tho temporary or p.manent physlc.l ot montal
lnluni requlrlng holpitillz lon oftho p.tlont durlng, orasa Eault of, yourute ofanti.mlgty pltmadlcation, nlbou!
oilde lnhalatlon .nalgolls, modeEto sada on or deep r.datlon general !na!th..la?

p VeS tr NO D. Do you plan to ul9 modoEto sedatlon ln psdiatric pttlontt?

tr YES tr NO E. Do you plan to ure modoEte sod.tlon ln medlcally compromlred (ASA cstogory 3 or 4) p.tlentr?

E YES tr ilo F. Doyou planioongsgo ln cnieral modonto lodation?

trYES tr No G. Doyou pl.ntoonglgo h p.rentBrrl modcr.t lodatlon?

Wh.t malor drugs rnd .n..thetic tcchnlqu66 do you utlllz. or pl.h to uilllz. ln yout u3e ot mod.rato sedatlon? Provlde details (lV, inhalation,

etc.) and attach a sepgrate sheet if necessary.



A d€ntist administering moderate sedation in lowa must docum€nt and ensure lhal all auxiliary personnel have certification in basic llle suppod (BLS)
and are capable of administering basic life gupporl, Ploase list b€low the name(s), license/reglstrellon number, and BLS certification status of all
auxlllary p€Bonnel.

Name: License/
Registration #:

BLS Gertification
Date:

Date BLS Certificatlon
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certificatlon
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name: Llcense/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certlflcation
Date:

Date BLS Gertification
Expires:

Name: License/
Reglstration #:

BLS Certification
Date:

Date BLS Certification
Explres:

SECTION 8 - FACILITIES & EQUIPMENT

Each facility in whlch ),ou p€dorm mod€rat€ ssdalion mlst be proporly €quippsd. Copy this psge and complete fo. each facility. You may apply ror a
waiv€r of any of these p,ovisions. The Board may grant the walver lf it d€tsrmin$ th6re is a reasonable basis fo. th€ waiv€r.

YES NO l! yourdental ofilc€ prlpe.ly mrlntllnod and oquipped wtth the rollowlng:

A tr l. An operatlng .oom latgo snough to .dequ.tgly accommodat the p.tlent on a iable or ln an operatlng chalr and pgImh an
oporatlng to.m conrlstlng of.t l€ad lwo lndiyidu.b to mow tregly.boutth. paflont?

tr tr 2. AIr op.r.tlng trbl. or chalrth.t permtt! th. p.tl.nt lo be po.ltloned !o lho opor.tlng t .m c.n m.lnt ln tho aliw.y, qulckly
.ltor the pstls po.ltlon lh an omortoncy, lnd provld. . tl]m plrtfom for tho mrnsgement of c.rdlopulmonary rorurcitation?

E tr 3. A llgh{ng ryltrm th.t b rdoquato to permli avrluatlon ot lhe p.tlenfg rkln rnd mucolrl color lnd a baclup tlghthg rystom
th.t l! batlory powoGd and of.ufilclcr lntonlity to po]mlt complotlon ot.ny opor.tion und.rw.y at tha tim. ot gono.al pdret
f.llurr?

A E 4. Suctlon equlpm.nt th.t pg]mlt5 .aplr.tlon ottho o..l .nd ph.ryngoal cavftlo3 .nd . b.ckup .uction dovlco?

E E 5. An oryg.n dellw'y !y.t m wnh rd.quato full f.ce ma!k! and approprl.te conrectoE that l! c.p.blg of dgllwdng oxyg.n to
the pati. undor poaitlv. prr'ruit, tog.th.. wlth .n adaqu.to backup 3tl!tcm?

E tr 8. A rocowry aroa that h.9 rvrllablo orygen, adequatr liglrtlng, luctlon, rnd gloct lcal outlet!? [fh. ]rcovory .]e c.n b9 tho
opcr.thg mom.)

tr D ?. ll thr p.tlent abl. to ba obtarvcd by a momb.r ol the ltafi at all tlm.. durlng tho rrcot,.ry pGrlod?

A tr 8' Anodhf,.la or analg.al. ltlrtoms codod to pEwnt rcctdent l sdmlnbtr.tlon of the wrang g|s lnd equlppod wlth . f.il s.fe
machanl!m?

E tr 9. EKG mon[oa
tr tr lo. L.ryngo$op! tnd bhd.G?
E tr ll. Endotr.cho.l tubst?
A tr 12. rl.glll tolr.pr?
E tr 13. oral slnr.yr?
A tr la. St thoccopo?

tr tr i5. A blood pr"tlurr monltodng doytce?

tr tr 16. A Dulso oxlmsior?

tr tr 17. Eino]loncy drug! thrt tr" not explred?

tr tr lE. A dofibrlll.tor (.n rutom.tod dofbrill.tor 13 rocommondsd)?

tr E 19. Do you omPloy volatllo llqold ano.th.tlc! rnd a y.porlzer (1.o. H.loth.no, Entlulinq lloflur.n.l?

--C- 20. ln tho lP.ce provldod, lllt tho numbor of nltrous oxlde lnhllaton .n.lg.alr uhit ln your taclllty.
UUI-Y TUKM ANU IiUtsMI I I.QR FACILITY



YES

1. Do you currently have a medical condltlon that ln any wey lmpalB or llmlts your ablllty to practlce dentistry wlth reaionable tr
!kllland r.fety?

NO

E

2. Are you currently engaged in the illegal or lmproper use of drugs or other chemical substances? trm
3. Do you currently use alcohol, drugs, or other chemlcal substances that would in any way impalr or limit your ability to

practice dentistry with reasonable skill and safety?
Etr

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

5. Have you ever been requested to repeat a portion of any professional training program/school? trE
6. Hav. you ovor rccelv.d . w.ming, Eprlmand, ot b..n pl.c.d on probrtlon durlng r proGgilon.l t alnlng progr.mr.chool? tr ts

7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? trE
7a.lryer, w.s.liconse dtsclplin.ry actlon psndlng agalhlt you, or war! you undoa ln\rBstiga$on by a llcon3lng agancy at th.l tr

ilmo lhe voluntary sutrender o, llconrg wa3 te[dercd?
E

8. Aalds from ordlnary inltlal rEqutEm.nt6 of proctoEhlp, hava your clinical .ctlvltles errer been llmlted, 3uspondod, rrvok d, tr
nol Enowgd, voluntarlly r€linquishod, or !ublect to oth.r dl.clplln.ry or prob.tlonary condruon3?

E

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?

E]tr

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

tr

ll. Hav. you ever boon donled a Drug Enforcomont Admlnl*ratlon (DEA) or rtate cohtrolled substEnc. Bgl.tr.tlon cortlflc.te or E El
ha8 your controlled substance l9glatratlon evor bssn placod on prob.tlon, ruspandod, voluntarily Bur;ndered or levoked?

SECTION { O ; AFFIDAVIT. O'F..APPLICANT .

srArE: 

frJL, &
COUNTY:

trcrtrAuJ
l, the below named applicant, heteby d€clars under penalty of periury that I am the pe6on described and Usntfi€d in this application and that my
answsrs and all statetnents made by me on thls application and accompanying atlachmenb are trus and conocl. Should I fumish any false info.mation,
or have substanlial omission, I heJeby 4r€s that such act shall conslitut€ cause for denlal, susp€nsioo, or as\rocation of my licanss or p€mit to provide
modeEte s€dation. I also decla.e that It I did not peEonally complst€ the fo,ogoing application that I havs tully.ead and coofirmsd €ach question and
ac@mpanying ahs/ver, and take full responslbllny for allans$r€rs cor alned ln lhis applicalion.
I unde6tand that I ha\re no l€gal aulhority to administer moderatE B€dalion untl a pemit has been granted. I understand lhat my faclllty b subloct b an
on-siE evalualion prior lo the issuan@ of a permit and by submitting an applicaIon tor a mod;rate sedation permit, I hereoy cons€nt to such an
€valualioo. ln addition, I undorstard that I may be subjeci b a professional evalualion as part of the appticatioh process. The p'rofossbnal ovaluation
6hall be conducted by the Anesthesia CrsdentialE Committos and include, at a nlnimum, evaluation of ;y knowl€dge of case ncnagement and air$ray
managsment.

I cedry 0lat I aln bained and capable ot administoring Advanced Cadiac Life Support and that I employ suffcient auxiliary personnel !o assist in
monitoring a patient unde. modsraie sedalion. Such peBonnel ar6 trained in and capable of monito,ing vilai slgns, asslstlng In-em€Dency prccedures,
and adminisbring basic life supporl. I understand that a dentist pertorming a procedure for which mooerati sEdatlon ia being emptoy& stratt noi
admlnblor lh€ pharmacologic agenls and monito th€ patisnt wlthout ths pEse;ce and assistanco of at least one qualifed auxiliary personnol.
I am aware ttEt pursuanl to lowa Administrative Code 650-29.9(153) I must repon any adveEe occunsnoBs related to th6 use of sedation. I also
und€rstand thal if moderate sedation results in a general an€s'th€tic state, the rules for deep sedation/general anosthosia appty.

I hereby authorize the rolease ofany and all information and records the Board shall d€€m peninent to the evaluation ot thls appllc€tion, and shallsupply
to lhe Board such records and inforrnation as requested for evaluatlon of my qualifcation; for a permit to adminlster moder;G sedation in the stat6 of

I understand that based on evalualion ofcredentials, facilities, equipment, personnel, and procedures, the Eoard may plac€ r€strictions on the pe.mll,
I funher state that I have road the rules related to ths use ot s€datlon and nitrous oxld€ inhalation analgesia, as d€scribed in 650 lowa Admlnlstratve
Code Chapter 29 1 horebv aqreo to abide by the laws and rg.pg+ainlng to lh€ practice of dentistry ;nd moderate sedalon ln the stat€ ot towe.

MUST BE SIGNED IN
PRESENCE OF NOTARY > "t^oru

NOTARY SEAL suasgaffffixoiwonn BEFoRE rure, rxri 2ffrhey oF F?l0l7W4W , vEAR 2i k

4.
GtrmLffimflI.$ffi-d1hbraske

RAYI{A BERRYMAN
CommErp.&t25, tfif

/fi.d|^d( P u B/-t c s I G N EyFE

k&u) nfu o llu,,t4 {rLfil\_
{

NorARy rpfllc NAME lweeo oRFflNrED)

?arptn heer-yw,iln
MY COMMISSION EXPIRES:

Ut+ z5,ul1



IOWA DENTAL BOARD
400 S.W. 8th Street, Suite D, Des Moines, lowa 503094687

Phone (515) 281-5157 Fax (5{5) 281-7969
http ://www. de nta I boa rd. i owa.q ov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

:

,vERl.F,lcATloN'oF
,lN.,A CONT,INUING

FORM.B
::,,,,::

MODE RRTE, SEDATION i TRA|N|NG

EDUCATIONIFROGIBAM,,,,,:,

sEctIdN.l ; APPLICANT INF6RMATI6N

Inatructiont - Uss this form lf you obbined your tralning in moderaie sedation trom anoth€r prcgram lhat must be appro\rsd by the Board (i e. you did
NOT obtain your training in moderate sedation while in a postgradualE r€sidency program). Complsts Sec{lon 1 and rlail thls form io ths Prog.am
Directo. for vedficatioo of your having succsssfully completed lhls lralnlng.

NAME (First, Middle, Last, Suffix, Former/Maiden):
Jordan, Paul, Dudzinski

MAILING ADDRESS:

3331 Marketplace Drive

clw:
Council Bluffs

STATE:
IA

ZIP CODE:
s5123

PHONE:
712-366-7077

To obiain a permit to administer moderate s€dation in lowa, th€ lowa Dental Board requlres that the applicant submit€vidEn6 of having comPleted an
approved postgraduaie training program or other formal training program approved by ths Board. The gpplicant's slgnatute below authorlz6 the
,elease o, any infoimafon, tsIorable or otheMise, dlreclly to lhe lo!'ya Oental Board at th€ address above.

NPUCAN ., DATE: ,z/zr/tq
rc,r, a r Cou p,iiEtE b r Bffi ffi xtTiEE nO*,eHAna,, ol necr o n

'sld.fre oF PRoc RAM Dr REGToR:

NAME AND LOCATION OF PROGRAM: PHONE:

FAX: E.MAIL: WEB ADDRESS:

DATES APPLICANT
PARTICIPATED IN PROGRAM >

FROM (MO/DAY/YR): TO (MO/DAY/YR): DATE PROGRAM
COMPLETED:

E] YEs E] o T. DID THE APPLICAI{T SATISFAGToRILY Go]IIPLETE THE ABovE TRAI ING PRoGRAII?

E YEs E No 2. DoEs THE PRoGRA]TI co PLY WTH THE AI'ERICAI{ DENTAL AssocIATIoN GUIoEUI{ES FOR TEACHI G PAII{
CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

fl yEs El No 3. DoEs rHE pRocRA lNcLuDE AT LEAsr stxw (60) HouRs oF DtDAcflc rRAt lNG tt{ pAt AxD A xtETy?

E YEs E No 4. ooEs THE PRoGRATI I[cLuDE cLIt{IcAL EXPERIEI{CE FoR PARTICIPAI{TS To sUccEssFuLLY AiIAGE
iToDERATE SEDATTON t]{ AT LEAST TWENTY (20) pATtE TS?

AS PART OF THE CURRICULUIII, ARE THE FOLLOWNG CONCEPTS AND PROCEOURES TAIJGHT:

El YEs fl i{o s. PHystcAL EvALuaTto ;

EYEs E ]{o 8. w SEDAnoN;

EYES E l{o r. ArRwAy LA[AGEr$Er{T;

EYES E t{o 8. rnoN[oRrNG; AND

EYES E No 9. BAsIc LIFE SUPPoRT AND E ERGENCY UANAGEiIENT.

flt no lo atv of above. plea3e titach a dotsll.d .xolanauon.l

I further ceftiff that the above named applicant has demonstrated competency in ainray management and moderate sedation.

PROGRAM DIRECTOR SIGNATURE: DATE:
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RECEIVED
IOWA DENTAL BOARD

4OO S.W.8h Street, Suite D, Des Moines, lowa 503094687 APR 2 5 2014
Phone (515) 281-5157 Fax (515) 281-7969

http:/Ann nil.dentalboard.iowa.qov 
IOWA DENTAL BOARD

APPLICATION FOR MODERATE SEDATION PERMIT

q

SECTION 1 - APPLICANT INFORMATION

b

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

Fu![rl-ega! Name: (Last, F-irst, Mlddle, Suffix)

l/rule-n+ , Br\,r.., A*honv
Other Names Used: (e.9. Maiden) l{ome E-mail:"b;;:;;t@ 

hot*a i /, c o,n
Work E-mail:

i i i; a",/t* hc h &n[o l, bm
Home Address:joi tzLh Aur,^uo

Citv:'tflol,ne- ,rh,, ztp; t

btaur
Home Phone:

1n -335/Jthf
License Number:

oEQqo
lssue Date:

q-?-Zot j Exoiration I)ate:

Ylz/ lz'd
Typrqof Practice:

huwrr* Prana
sEcTloN 2 - LOCATTON(S) !N |OWA WHERE MODERATE SEDATTON SERVTCES ARE PROVTDED

Principa! Office Add ress:

bbb Lorzr+s ALv r) "

''o DnL*^A-t-
Zlo:

52.w1 f;Y:ril.an
Offlce Hours/Days:

fr,Tfl ,F I
Other Office Address:

tLs / 4v, nttz "l'14 /),,ha
Clty: t!

/flo l;n.
zip:

lrtNf
Phone:

34- 7a4-o*;8

Office Hourr/Days:

fi- tr -7-b
Other Office Address: City: zip: Phone: Office Hours/Days:

Other Office Address: Gity: zlp:. Phone: Offlce Houns/Days:

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

SECTION 3. BASIS FOR APPLICATION

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

comoleted- DATE(S):

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences ffi Completed

In*r- f , 2o,o

ADA-accredited Residency Program that includes moderate sedation training ffi Completed I-r^" S, Zo to
You must have training in moderate sedation AND one of the following:

Formal training in ainnray management; OR

Moderate sedation experience at graduate level, approved by the Board

E Completed $-i^a 5.lOtO
! Completed

sEcTroN 4 - ADVANCED CARDTAC LIFE SUPPORT (ACLS) CERTIFICAT|ON
Name of Gourse:

Alu^nul &*.,f;*, srrlar t;1" Su-*o*
Location:- 

Lrrtc - T-l l;^; D,,^-. n-r.t- f,
Date of Course:

AIN lzo t3
Date Certification Fxp ires :

FaL, . )o t{
oo
l
o)(J
Eo

Lic # fmq,- 0$t11U Sent to ACC: lnspection il\+ Fee$. etSto q te
Permit # Approved by ACC: lnspection Fee Pd: FJ\& ACLS /
lssue Date: remp # N\A ASA 3/4? Ns Form A/B

Brd Approved: T. lssue Date: N \^, Pediatric? SIU Peer Eval

k fre/rrou,rs\1-i rr ?t.lr*,t



o
"r/'*

Name of Applicant

"r)

SECTION 5 - MODERATE SEDATION TRAINING INFORMATION
Type of Program:

! eostgraduate Residency Program fr Continuing Education Program I Otne, Board-approved program, speciff:

Name of Training Program:

il n,rtt s", tq ol Pu* to il r.,
Address:

feoi.,/ 9r,"n*- (*ar,
Citv:'5un 

Inr-n
State:

PR.
Tvpe of Exoerlence! r t,PEvr 

d;f" flrtrtr-/,L.ro/ ft*r.,c*rcn-r h-*'v (n*,, 
^t*h L h - rnlor,^-h^

Length of Tralnine: , (
/O ,nonklr,

Date(s) Gompleted:

:i- no- F 7a tD
Number of Patient Contact Hours: */oo Total Number of Supervised

Sedatlon Cases: 48
4VES U O l. Dld you $tl.lrctodly compbt tt. atorr tlrlnlng pl!gr!m?

q[VeS tr NO 2. Do€! tho p]ogrrm lncl[do .t l.orl slrty (60) hour! ol dldactlc tsalnlng ln p.ln rnd anxloty?

fi:VeS D NO 3.Do th. ptlgr.m lncludo m.ltrg.mci oflt lortt m cllnlcrl p.tbnt ?

- At prit ot tfia curlculum, a]t thc followlng concopt! lnd pracodurr! tlughg
EIYES tr NO il. Phy.lc.l.vrludlor;
EIYES D t{o E. rv.od.0on;
EIYES tr o 3. Atrtay m.nlgelmnt;
E-YES tr O 7. onltodng; rnd
6YES tr O 8, B.!h ltbsuppo rnd gmsrgoncy m.nlgemont
g YES El O t, Dolc tho progrlm lncludo Gllnlcll oxpodoncr ln m.nlglng compromllsd .lrw.yr?

tr YES E l{O 10. Do.c tho pragrrm provld. trllnlng or cxpodrnca ln mlnlglng moderatr lodatlon tn podhic pationt!?

BYES tr O ll.Do..thopragrrmprovldctnlnlngoroxpo.ncolnmlnlglngmodollbledltlonlnASAcrtgory3or4paoont!?

Please attach the appropriaie form to \redfy your mod€rab s€datlon lralnlng. Appllcanls who rBc6h/€d their training in a posEraduats r€sftrenc1 pmgram
must hsve their posqraduat€ program diGclor compleE Form A. ln additign, attach 9 copy o, you. cedifcale of completion ofhe postsraduate
prggrgm. Appli€anb who recelvsd thslr baining in a formal moderate Eedation continuing educalion program must have lhe program diredor completB
Form B.

SECTION 6 - MODERATE SEDATION EXPERIENCE

gi VeS tr NO A. Do you hlw . llcon.e, pomlt, or .lgl.tratlon tolirtom modorate led.tlon ln rny-other !i.t ?

r yo., specrry stft3(!) rnd pemrt numbe(r) ,T I D'7, tDOtOg
S VeS tr O B. Do you conlld€r you[glt ongagod ln tho uao of modorate aedatlon ln your protolslonal practlce?

El YEg EL NO C. Hlw you ever hrd any pstlent mortrllty or other lncldont that rrsulted ln thq tomporary or pennansnt phyllcal or mqntrl
' lnlury rrquldng holpltlllzltlon oftho prtlont durlng, or aa a rrault ot, your uro o, lntlanxloty p.emedicatlon, nltrou.

oxlde lnh8lailon rnalgarla, mod9.at9 Eodatlon or doop $datlon gengral anggthBia?

tr VeS SlffO D. Do you plan to ure moderrte Eodrtlon ln p€dhtrlc pltlsntr?

trVgS 6rc E. Do you plan to uro modorrto rodatlon ln modlcllly compromllod (ASA category 3 or4) pationt!?

E(yeS tr rc F. Do you plan io ongago ln ontsral moder.to rod.tlon?

SfYeS tr XO G. Do you pl.n to ong.go ln p.Entrr.l modoEto lodatlon?

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

{n- Ban,.A.y /
tU- F-e,,rVry'I

f t- Vn,-\( b

Niir.,,,-E oL;&

2



'/. -, {. {)* b5Name of cant Facilitv Address lrbA
SECTION 7 - AUXILIARY PERSONNEL

A dsntlst adminigGring moderate s€dalion in lowa muEl documer and ensure lhat all auxiliary pe.smrEl haw cortlicaiion in bgslc liG Eupport (BLS)
and ars capable of adminlstering baslc llfs suppofl. Please list b€lo{ the name(8), licenEe/regisfation numbEr, and BLS ceiificalion status of all
auxilisry personnel.

Name: ^

I /, cin Dl(. -
License/
Registration*:Q 

ltO?Z
BLS Certlfication
Date: ltlt(

Date BLS Certiflcation
Expiras: If I \p

Name: 

/iln^*, lryn^n
Llcense/
Resrstration *: 4] pq?y

BLS Certification
Date: ?\\L[

Date BLS CerUficatlon
Explres: ;l lU

Name: J'""'"'5I^; 
lr+-s

License/
Resistration #: 

Q. tt f t /
BLS Gertlffcatlon
Date: 4il4

Date BLS Certific'atiqn
Exprres: 2l lb

Sl"ol*^, , T-lr*
Name: License/

Resistratio"o, D3t) I
BLS Certificatiod
D"i"i-'""-21 l,l 3l$s::'"""'"il:l lb

Name:t 
.^l

J

Lrs )ui n

Llcense/
Resistration*: g Aq il

BLS Certlficatioh
Date: 

Al t4
Date BLS CertifiEation
Explres: ?1ru

nT*^*o 
rh, lb ,-sil,)h

License/
Resistration #: 0 q l3 7

BLS Certification
Date: 2lttl

Date BLS Certllication
Exprres: al llo

N*ne: License/
Registratlon #:

BLS Gertification
Date:

Date BLS Certlflcation
Expircs:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

E8ch fadlity in whidr you perform moderate sedatign mu8t be properly oquipped. Copy this page and complet€ for each facility. You may apply br s
wai\rer of any of th€ss proviEions. The Board may grsnt the waivEr if lt d€,lermines herB h a reasonable basis for th€ waiver.

YES

&

ts

F

ls your dental office properly malntained and equlpped with the following:

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

2. An operatlng table or chair that permlts the patient to be positioned so the operating team can malntaln the airway, qulckly
alter the patient position in an emergency, and provide a firm platform for the manag€mont of cardlopulmonary resuscitatlon?

3. A lighting system that is adequate to permit evaluation of the patient's skln and mucosal color and a backup llghting system
that is battery powered and of sufficlent lntensity to permit completlon of any operation underway at ths time of general poyyer
failure?

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

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

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

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

8. Anesthesla or analgesla systeme coded to prevent accidental admlnistration of the wrong gas and equipped with a fall safe
mechanism?

9. EKG monitor?

10. Laryngoscope and blades?

1 1. Endotrachea! tubes?

12. Maglll forceps?

13. Oral airways?

14. Stethoscope?

15. A blood pressure monltoring 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. Hatothane, Enflurane, lsoflurane)?

20. ln the space provlded, list the number of nltrous oxide inhalation analgesia units in your facillty.

NO

tr

tr

n

Fn
Ftr
P

F
E

B
B
f,
w
w
F
6
E
F-
fi_
tr

tr

tr
tr

tr
tr
tr
tr
tr
tr
tr
tr
tr
tr

F
COPY FORM AND VIIT FOR EACH FACILITY

oo
ult pt!>
1a



SEGTION I - lf you answer Yes to any of the queslions belou atbch a full explanation. Read the instructions br important definitions.
YE3

l. Do you curon{y haw ! modicrl condltlon thrt ln .ny wly lmprlr! or llmlt! your ablllty to pEqtlco danibtry wlth ltatonable tr
tklll .nd lafqty?

NO

4
2. Are you currently engaged in the lllegal or improper use of drugs or other chemical substances? nE
3. Do you currently use alcohol, drugs, or other chemical substances that would ln any way impair or llmlt your ability to

practice dentistry with reasonable skill and safety?
E.tr

4. !f YES to any of the above, are you receivlng ongoing treatment or particlpation ln a monitoring program that reduces or
eliminates the limitations or impairments caused by either your medica! condltlon or use of alcoho!, drugs, or other chemical
substances? trtr

5. Have you ever been requested to repeat a portion of any professional training program/school? tr&
6. Haw you owr ocolvod a wamlng, Eprimand, or b.on plrcod on probrtlon dudng a prolblllonll tralnlng prcgramtlchool? tr F
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? trd
7l. It yoa, wa! . llcooao dhclpltrary lctlon pondlng ag.lnst you, o. wgrs you under lnvaltlgatlon by a llcan.lng agoncy at thlt tr tr

tlme tho voluntary EurErdgr ol llc€nro ua! bnder€d?
8. Aside from ordinary lnltial requirements of proctorshlp, have your clinlcal activitles ever been limited, suspended, rovoked, tr

not renewed, voluntarily rellnquished, or subject to other disciplinary or probationary condltions?
A

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?

q.n

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

l l. Hlvo you €wr b€on donlod . Drug Entorcomont Admlnlltatlon (DEA) or st to conkollod lubltanco rrglrtratlon corfficat or E ,q
h.! t@ur controlbd lubctancg rogbtrltlon owr boon placod on probatlon, aulpardod, volunt dly rurEndoFd or Evokod?

SECTION 10 - AFFIDAVIT OF APPLICANT
STATE:

t'/,hor1
COUNW: /1 o 'l

KotL- f,E/r,ad.
I, ihe below named applicant, her€by dedar€ under penalty ot pErjury lhat I am lhs per8on deEcrib€d and idontlfied in ihis spplicaiion and that my
an$verl and all statemenb made by m€ on this application and accomp8nylng 8ttadrments ar€ true and cor9ct. Should I fumish any fals€ inlormalion,
or haw Sub8tantial gmiEsion, I hereby agrEE that such act €hall constltute caus€ ior d€nlal, susp€mion, or revocauon ol my license gr permit lo provide
modetale aeda0on. I al8o declare that if I dld not peBonally completE lhe foEgoing application thal I have tully r€ad and confirmEd Eadr qusstion and
accompanying ansyye., and tak€ full ts8ponsibility ,0. all answ€rs contained in this application.

I und€Etand that I have no legal authorlty to administer moderale sedation unlil a permlt has b€en granted. I understand that my facility is subiecl lo an
on-glte gvaluaflon prior to the issuance of a pernit and by submitting an application for a moderate sedalion permit, I hErsby consent to such an
evaluation. ln addition, I unde6t nd thai I may b€ subjed to a profeEsional evalualion as pan of ho appllcallon process. Th€ proigssional €valualion
shall b€ conducted by the Anesthesla CrEdentials Committee and indudg, 8t a minimum, €valuatlon of my knowledge of case managemenl and aiMay
managsment.

I certify that I am trained and capable of admlnlstering Advanced Cadiac Lib Support End lhat I employ sufid€nt sodllary personnel to asslst ln
monitoring a palier und€r mod€rate s€dation. Sudr per$onnel are traln€d ln and cspable of monltoring vital signs, assi8ting in smEE€ncf proc€duGs,
and administering basic life suppon. I understand that a dentist performing a procedure for whidr moderate 8€dation b b€lng €mployed shall not
administsr the Oarmacologlc agents and moniior the patient without lhe prcsen@ and aEslstan(E of at least on6 qualifed auxiliary p€rsonn€|.

I am awars thal pursuant to lot,lra Admlnlstratiw Cod€ 650-29.9(153) I must reporl gny adverse gc€unences rslaied to tie us€ of sedation. I 8lso
undeEtand that i, moderat€ s€dation reEulb ln a gqnersl an$thEtic stah, thE rulgs ior do€p 8€dation/ggngral anesthesi. apply.

I hsrBby auhorlz€ the relea8e gf any and 8ll intormation and rscords lie Board shall deem perlinent to the €valuallon of tiis applicalion, and 6hall Bupply
to the Board such rccords and information a6 requested ,or evaluation of my qualmcatons fur a permtt lo adminisbr moderate E€dation in thE Stat€ ol
lowa.

I understand that based on evaluatlon ofqedentials, facililieE, equipment, person.El, and procedures, the Boad may place r€stdciions on ih€ parmit.

I further state that I hav€ read lhe ruleE related to tha us€ of sedsilon and nilrous oxidE inhalalion analgesla, as desqibed in 650 lowa Administrati\,€
Code Chapter 29. I hereby ag.ee to abide by the laws and rul€s pertaining to thejradiCerrfd€niistry and mod€r8te Eedation in the slate ot lowa.

MUST BE SIGNED IN
PRESENCE OF NOTARY >

SIGNATURE OF APPL'"O*' 

ffi /
OFFIOAL SEAL

VANESSA HAYDEN.PORTER
NOTARY PUBLIC. STAIE OF IT"tINOI

MY C0ilnSSOt{ EXPffi $: t0il/t (

n{BscRtBED AND swoRN E{r5ae uE, rxrs /[4 DAy oF fiO n , YEAR ,{/q
)TARY PUBLIC SIGNATURE

/,h,,, /.4r'T) ^,4r,,rl ro On fu ,
Nr

glrmv FueLrc NAME (wpEd.6R pRrNrED)

l/*nrsgn t/nden - ,Prpfer

MY COMMISSION EXPIRES:

n/tl/atu
4

Oo

*lw

/(ttr



ACLS
Provider

- B")*,n,f.rJ*cr --
This card certifies that the above individual has successfully
completed the cognitive and skills evaluations in accordance
with the cuniculum of the American Heart Association Advanced
Cardiovascular Life Support (ACLS) Program.

##

fiF$ifl.".
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HOME r EDUCAION lt CAREIiS , cURRENtAIo FUTURE DENTAI- SruDENTB , DENTAL EDUCAIoN: SCHOOT.S A PROGRA a r SEARCH DDS/OMD PROGiAirs

Search D DS/DM D Programs

Search DDS/DMD Programs

Search Advanced Programs

Searc h Denta I Ass isting,
Flygiene and Lab Technology
Programs

Accreditation Notices

Accreditation Status
Definitions

DDSIDMD Programs - U.S. Canadian Programs

Below is a listing of all accredited dental education programs in the United States. Graduates

receive either a DDS or DMD degree. Questions related to admission's criteria and application
process should be directed to the dentalschool. The information includes tteb and mailing address,

on-site evaluation years and current accreditation status.

AL
University of Aabama School of Dentistry at UAB

1530 3rd Avenue S.

SDB 406
Birmingham 35294-0007

Dean: Dr. MichaelS. Reddy
Phone: (205) 934-4720
Accreditation Status: Approval without Reportin g Requ irements

lrlext Accreditation Visit: 2014
Last Accreditation Visit: 2007
wwwdental.uab.edu

Diz

Midwestern University College of Denta! Medicine- Arizona
19555 North 59th Avenue
Glendale 85308
Dean: Dr. Russell O. Gilpatrick
Phone: 623.572.3800
Accreditation Status: Approval without Reporting Requirements
trlext Accreditation Visit: 2019
Last Accreditation Visit 2012
www. midwestern.ed u/Programs*and_Ad mission/AZ_De ntal-Med icine. html

FZ
AT. Still University Arizona School of Dentistry and Oral Health

5850 East Still Circle

Mesa 85206
Dean: Dr. Jack Dillenberg

Phone: 480-219-6081 dean

Accreditation Status: Approval without Reporting Requirements
f,lext Accreditation Visit: 2014
Last Accreditation Visit: 2007
www.atsu.edu/asdoh

CA
Loma Linda University School of Dentistry
11092 Anderson St.

Loma Linda 92350
Dean: Dr. Ronald J. Dailey

Phone: 909.558.4683
frttp/ 

^,!1rv.ada.org 
/267.aspx 1t13
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Last Accreditation Visit: 2013
www.dent.oh io-state.edu

OK

University of Oklahoma College of Dentistry
1201 N. Stonewall Avenue
Oklahoma City 731 17

Dean: Dr. Stephen Kent Young

Phone: (405) 271-5444
Accreditation Status: Approval without Reporting Requirements

Next Accreditation Visit: 2015

Last Accreditation Visit: 2008
dentistry.ouhsc.edu

OR

Oregon Health and Science University School of Dentistry
611 SW Campus Drive

Portland 97239
Dean: Dr. Phillip T. Marucha

Phone: 503-494-8801
Accreditation Status: Approval without Reporting Requirements
l',,lext Accreditation Visit: 201 6

Last Accreditation Visit: 2009

www. o h su.ed u/sod/admissio n s

PA

Temple University The Maurice H. Kornberg School of Dentistry
3223 l\orth Broad Street
Philadelphia 19140

Dean: Dr. Amid l. lsmail

Phone: 215-707-2799
Accreditation Status: Approval without Reporting Requirements
Next Accreditation Visit: 2018
Last Accreditation Visit: 2011

www.temple.ed u/dentistry

PA

University of Pennsylvania School of Dental Medicine
240 South 40th Street;

Robert Shattner Center
Philadelphia 1 91 04-6030
Dean: Dr. Denis F. Kinane

Phone: (215) 898-1038
Accreditation Status: Approval without Reporting Requirements
lrlefr Accreditation Visit: 2014

Last Accreditation Visit: 2007

www.dental.upenn.edu

PA
University of Pittsburgh School of Dental Medicine
3501 Terrace Street
Pittsburgh 15261

Dean: Dr. Thomas W. Braun

Phone: (412) 648-1938
Accreditation Status: Approval without Reporting Requirements
Next Accreditation Msit: 2017
Last Accreditation Visit: 2010
www.dental.pitt.edu

PR

University of Puerto Rico School of Dental Medicine

frfi p/fu rv$/v.ada.or g /267. as px
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IOWA DENTAL BOARD
4OO S.W. 8th Street, Suite D, Des Moines, towa 503094687

Phone (515) 281-5157 Fax (515) 281-7969

h ttp ; 
/Aanry.vr/"rd e n t? I bp a rd . i gy.va. q ov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

RECEIVED
JUN I 7 20t4

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING

IN A CONTINUING EDUCATION PROGRAM

SECTION 1 - APPLICANT INFORMATION

lnltflctlona - Use this form lfyou obtained yourtraining in moderate sedation tom another program that muEt be spproved by the Board (i.e, you did
NOT obtain your training in moderatE gedation while ln a po8lgraduate rssldency program). Complete Section 't and mail thls furm to lhe ProgJam
Director for rr€rification of your having successfully complet€d this lraining.

NAM E ( First/rlid d le, Last, Suff ix, Former/M; iden ) :

fr*t*x ,Ln*Ao,\/ /.Jro.,* Dz*n
MAILING ADDRESS:

lr/" L Lrrre Awt
"'*= D* [

STATE: ZIP CODE:

Sloo t
PHONE:

s63 -582 - o//a
To obtain a permit{o admlnlste. moderab sedadon in lowa, ft€ lowa Dsnbl Board ]Bquires that the appllc€nt submit evidence o, having completed an
approwd postgraduate lralning program or other formal tralnlng program approwd by the Boad. The appllcantE eignaiure b€low authorlz€s the
releEs€ oI any lnlormatlon, favorable or otherwlsE, dlr€dly to the lowa Dental Board at the addrEsa above.

AP PLICANT'S SIGNATURE :

/fi,,
DATE:

,/- /b- /L/
sEcnoN 2-To BE conrpLEr,€o ef r(AtNtNG pRocRAM DtREcroR

t(4 s.
NAME OF PROGRAM DIRECTOR:

/4/'1t'5r l),lz\
n
\-', ,: \f* ? a"'*5!--

\-r,-.li r'L ' \
NAME AND LOGATION OF PROGRAM:

J{-* t),,* r-f c lli-o rv\.o. vi u-"; ur.r ( L-
C.(i;t L--I* (< Ei,;{*c^c n+ r,,-. }.,^. D /.* ,^'t

PHONE:

'7t11- ?8 | - 18 si

fuo'.i'tr*hc' P {e'
FAtt: 'i [ '7 - 7Xt - $C 3C g-mAt: )qi r-iqtn, ,r,e"rtCl wEB ADDRESS: i,"J uu. *lre-r.,ci i i' . cS-,
DATES APPLICANT
PARTICIPATED !N PROGRAM >

jROM (MOTDAY/YR): Si e 1thr"'
5t rY, >,AO\ ' -ttr*

TO (MO/DAY/YR):

5,an4*, S, )-D i O
DATE PROGRAM

COIIIPLETEO AunL Ll, 2Cr O

EIYES E] NO T. ODTHE APPLICANT SANSFACTORILY COIf,PLETE THE ABOVE TRAIIIiIG PROGRAfiI?

EIYES D t{O 2. DOES THE PROGRA CO pLyrVtTH THE A ERTCAi| DEI{TAL ASSOCIATTOI{ GU|DEL| ES FOR TEACH|I{G PArr{
CONTROL AI{D SEDATIO TO DEiITISTS OR DE TAL 8TUDEI{TS?

EI YES f] NO 3. DOES THE PROGRAI,I INCLUDE AT LEATTT SIXTY (60) HOURS OF DIDACTIC TRAIIIT{G I PA}I A]{D A]{XIETY?

El ves E lo r. DoEs rHE pRocR^ tt{cluoE cLtMcaL ExpERrE[cE FoR pARTtctpAt{Ts ro succEssFuLly at{AGE
IIIODERATE SEDATION ItI AT LEA6T TWENTY (20) PATIENTS?

AS PART OF THE CURRICULUTI, ARE THE FOLLOWTG @I{CEPIS AflD PROCEDURES TAUGHT:

FYES fI O 5. PHYSTCAL EVALUATTO ;

EtrYES tr NO 6. rV SEOATTON;

EYES tr 1{O r. ATRWAY AI{AGE E[T;
!J YEs fl t{o E. ifotatroRtNc; Al{D

EYES ! No 9. BAsrc LIFE suppoRTAND ErrrERGENcy TT|ANAGEME T.

(lf no to anv of abot6. pleaaa attach a detailad axolanltlon.!

I further certify that the above named applicant has demonstrated competency ln ainuay managemont and moderate sedation.

DIREC _9LlSlGNAru$E:7'.'?, //-g
DATE: n , I
4/f /L )-J. 2trf

/



S*urs* Vemue
. Anatomic sessions will take place in the facilities of

the School of Medicine of the University of Puerto
Rico, San Juan PR.

. Most Didactic Sessions will be held at the
conference room of The Advanced Dental lmplant
lnstitute, San Juan PR.

. Live patients surgeries will be held at the Centro de
Reconstruccion Oral e lmplantes, San Juan PR.

Fees and Funding
The total cost of tuition and training is $19,950.00,
This includes $2,000 for required supplies, instruments
and equipment, and an extensive CD and videotaped
surgeries.

A non-refundable deposit of $2,OOO (due in or before
August L9, 2OL4) will secure your place for the year-
long course. For the participants' sonvenience, we are
offering a flve equal installment option for the balance
of the Course fees. The first instaltrment is due at the
commencement of the training on September. The
remainder installment payrnents are due by October
and November 2074, and January and March, 2015.

Refunds and Gancellations Policies
Deposits and Tuition payments are non-refundable and
non-transferable.

Continuing
Education Units
This Program provides over 400
hours of continuing education
credits. The Academy of General
Dentistry is a Recognized

Provider.

A
Academy

of General Dentistry"'

PACE
Program Approval for
Contlnulng Educatlon

$
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fflentorship
nu' 6 gortderrseo and

robL/sl "fellow'shrp'

prograff! undet the
leadtnp team trt

lmplant De/lt,st/'v.
D! TaiLtn^t and

D:'Ps6Ys76

trainin$
Erperience advanced

concepts on oral
tntplantoloSt ftrst hand.

and partictpate in ltve

slrgeries which will
increase your surgical

acLtmen tn /eaPs

and bounds.

lntProve tottr
i-rnderstanding and

know,ledEe of the
currenl literature

tn implant
dentisttl.

ADVANCED DENTAL IMPLANT



Testimonials
"l can say that this 400 hour course effectively provides the ski//s
and knowledge necessary in this multidisciplinary field of Dentistry.
The Faculty's intensive mentorship is a very important aspect of
this Course. I recommend it very hiflhly".

Rafael !. Aponte, DDS ' San Juan, PR

"This Course for myself as an intermediate level implantoloSist
giyes me 'pearls by the minute' and a paradi$m shift in my clinical
application immediately. The discussfon of treatment planninfl $ives
you a vast jump in utilizing the traditional and advanced concepts
that Dr. Tatum provides in his treatment armamentarium".

J. Thomas Carroll, DDS ' League City, TX

"The lnstitute is an oasis for knowled$e, both didactic and hands-on.
t realty feel honored and humbled to be able to work directly with
the world's leading implantologist. You will learn how to be a more
critical thinher and a more decr'sive surgeon. Ihis is a Course for
the practitioner who is strivinfl for a higher level and enioys getting
there. One of the fnest courses I have ever taken".

Kaz Zymantas, DDS . Naperville, lll.

"Personal mentorship, guidance, and repeated hands-on clinical
experiences are essentia/ to the cultivation of an outstanding;Oral
lmplantolo$ist. Dr. HiltTatum and Dr. )osd Pedroza have puttogether
an extraordinary program which is the embadiment of these training
principles. Simply put, this is the ultimate learninf; experience for
those seekinS to achieve the hi$hest levels of skfff and competency
in lmplant DentistrY".

Chrlstopher H" tlughes, DDS ' Hetrin, lll

"The Puerto Rico MaxiCourse with Dr. Tatum and Dr. Pedroza is

an exce//ent experience that I hifihly recommend. lt has expanded
my surflical ski//s and improved my ability to treat complex
sftuations. The course is distin giuished by the practical surSical
orientation. Participants see many different surfl,ical procedures

and management of complications. Thanks to the course I

feel comfortable doing bone graftfng procedures and posterlor
mandibular bone manipulation in my office that I had not done
before. I appreciate the camaraderie with al!invalved in the course."

Dr. Greg Gyra ' WS

Course Outline
with Newschedule Sept 2fi'14 u$l t0 June 2015

$e*=irrn 1: $r:g:t "tl.-'J.4, 2A74 t i' '.' i | , ,

. LayinE the Foundations
Dr. H. Tatum, Dr. ). Pedroza, Dr. R. Gtacosie,

Session 2: Oct. 17-75, 2074 gaturday to wednesdav)

. Intravenous Conscious Sedation, Soft Tissue

Management, Sinus Graft Sur$eries - Dr. V. Cardona,

Dr. H. Tatum, Dr. Pedroza, Dr. R. Perez, Dr. R. Gracosie

Session 3: Itov. 10*15, 2074 gtor-tday to saturdaj )

. Sedation (Part ll) and Basic SurgicalTechniques
Dr. Daniel Becker, Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie

Session 4: Dec. 3-7, 2074 lwednesday to sundav)

' Principles of Bone Graftin$ and Segmental Osteotomies
Dr. H. Tatum, Dr. J. Pedroza, Dr. R. P6rez, Dr. R. Gracosie,

.:.
. OrofacialApplied Anatomy Related to Oral lmplant
Dentistry - Dr. W. Shankland, Dr. J. Pedroza, Dr. R. Giacosie

Session 6: Fgb, 4-8, 3AtS /!l'.tr.rs,Jcri' ic, srrt.,/,---,

. Maxillary Sinus Augmentation Techniques
Dr. H.Tatum, Dr. J. Pedroza, Dr. R. Glacosie

Session 7: Mar. 4..8, 2075 (weanesoay to sundav)
. Non Root Form lmplants
Dr. H.Tatum, Dr. ). Pedroza, Dr. R. Giacosie

Session 8; Apr. I - 12, 2075 (wednesday to sundav)
. Occlusal Considerations and Advanced Restorative
Techniques - Dr. H.Tatum, Dr. J. Pedroza, Dr. R. Gt'acosie,

. i. .-. j:

. Advanced Sur$ical and Prosthetic Cases

Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie

itti \'.

l 1:,' .

, ', Session LO: Jun. 3-7, 2015 rft'ednesda.r'to satLrrclal )

. Bringlin$ !t AllTogether
Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Aponte

Lc Il
IE*l-
ADVANCED DENTAL IMPTANT

The mission of The Advanced Dental lmplant lnstitute

is to personally and comprehensively train Dentists

to become proflcient and highly skilled in the art and

science of Oral lmplantology. This goal is achieved

by: intense hands on surgical and prosthetic training,

continual mentorship, and the study and application

of scientlfic research as it applies to Oral lmplantology.

7 i I To deliver a comprehensive clinical and didactic program

tAltilt in lmplant Dentistry in order to meet and exceed the GDC

ilr^..r.,,r^ t^tntaqtis6a, requirements for training standards in lmplant Dentistry
TffStitUte lntgfnatiOr?a, IequrrerlrerrI.5 rur LrdrrrrtrE stcrrrudrub rIr rrrrPrdrrL uErrLrrLry

for general dental practitioners.The course is recognized

as a stepping stone onto the Diploma and the Master of Science in lmplant Dentistry at

the University of Warrick. The course is accredited for 4OO hours of CPD. The course is co
sponsored by the Department of Oral and Maxillofacial lmplantologSi, Lille University Medical

School. ln addition to basic and advanced training in lmplantology, there is an intensive

surgical anatomy course held in Lille University llledical Schooi and also training in sedatlon

techniques and lntermediate Life Support (lLS).

",4' >1, The mission of the FILIUS lnsttute is to improve

r r rt sff u 5 :[#'il:".::Jhfl liil".":',Ifl:':ffi: ;-1,:"J
*|-# Rico, the United States and Latin America. This will be

"'\ accomplished through research projects, faculty and

student education, training of professionals, intramural practice, policy analysis, service

system changes, and science based knowledge and technolos/ transfer and community

interventions towards better health, education, rehabilitation and community restrenghening.



The Advanced Dental lmplant lnstitute and Tatum

lnstitute International have the pleasure of announcing

the The Puerto Rico MaxiCourse@ Pro$ram and

Ctinical Residency in lmplant Dentistry, which will

consist in over 400 hours of continuing education, and

will span from September 2074 up to June 2015. The

course is presented in 10 sessions; however, due to

the nature of the program, space availability is limited.

Sessions will combine lectures with lab exercises and

su rgical demonstrations.

Why this course?
Implant Dentistry training is available from a variety

of sources including Universitles or courses run by

individuals or implant companies. Most implant courses

lack supervised clinical training and include a limited

a m o u nt of s u pe rvised m e ntor/stude nt contact. H oweve r,

in this course you will be trained and mentored by one

of the founders of modern dental lmplantology (Dr. Hilt

Tatum) supported by a strong team of oral surgeons and

restorative dentists, including Dr" JosrS E- Pedroza.

Hilt Tatum, Jh, DDS
Dr. Hilt Tatum, Jr. is widely regarded as the world's most

skillecl and capable dental implant surgeon' Numerous

dentists knowled$eable in the history and development

of implant dentistry consider his clinical skills to be

legendary. For nearly forty years there have been

countless reports from Oral Surgeons, Periodontists,

General Dentists, Prosthodontists, and students at all

levels of competency, amazed by direct observation

of his unmatched surgical and conceptual talents.

Dr. Tatum's original contributions of bone grafting, sinus augmentation, bone

expansion for thin ridges, implant design, clinical patient management, anc

sterile operating technique established the Standards for the field of implanl

dentistry as the discipline matured'

Review of his complete curriculum vitae requires considerable time. ln Summary

he is the former President of both the American Academy of lmplant Dentistrl

as well as the American Board of Oral lmplantology, and has been a membet

and leader of many professional organizations. Dr Tatum is also a recipient o'

the the Aaron Gershkoff and lsiah Lew research awards, and in recognition o

his important contributions to the healing sciences, in 2004 he was awardec

the Chevalier of the French Legion of Honor by the former French President

Jacques Chirac. However, Dr. Tatum's most important contributions have beer

the gifts graciously given to the profession and his students as he devoted ar

entire career to advancing the discipline of implant dentistry and teaching othert

the techniques he developed and perfected. The lives of many patients anc

dentists throughout the world have been sisnificantly enriched as a result of Dr

Hilt Tatum's devoted efforts to improve the art and science of lmplant Dentistry

Jose H. Pedrozfr, DMD, MSc
"Twentyr one years after I placed my flrst
lmplant, I am thillled to Pass on the
knowtedfie and experlence that $ranted
me the opportunlty of a speclallzed
ptactlce, and the amazlnfi, responsibillfy
of offerlnS, my patients revolutlonary and
llte chan$lnt dental cholces".

Dr. Jos6 E. Pedroza is the founder ant

director of The Advanced Dental lmplan

lnstitute. Dr. Pedroza graduated in 1981

from the University of Puerto Rico (UPR) Medical Science Campus, Schoc

of Dental Medicine. For the past Wventy years, he has developed a robus

practice exclusively oriented to oral reconstruction and dental implants' Hi

quest for knowledge and his commitment towards outstanding dental car'

for his.patients inspired him to continue his pursuit of academic and clinice

excelience. ln 1g92 Dr. Pedroza received a Full Externship Ceftificate fror

the Midwest lmplant lnstitute and Center for the Advancement of Dentistr

in Columbus, Ohio. For the next three years he underwent a Comprehensiv'

lmplant Dentistry Training Course at the lmplant Reconstructive Center, i

Florida. Since then, Dr. Pedroza has incorporated the "HiltTatum Philosophy

of lmplant Dentistry, and has kept a close mentorship relationship with Dt

Hilt Tatum, Jr.

Ever since 1999, Dr. Pedroza has worked as an Assistant Professor in th

Office of Research of the School of Dental Medicine at the UPR. ln 2006 h

received an MSc degree on Clinical Research from the School of Medicine c

the same institution. ln 2OOT Dr, Pedroza was awarded a Certificate for a

18 months Residency on Anesthesiology, from the UPR School of Medicin

Anesthesiology Department. Dr. Pedroza has traveled eftensively throughou

the United Stites, Latin America and Europe to lecture on lmplant Dentistt

and has published impressive scientiflc afticles. Dr. Pedroza's passio

for lmplant Dentistry and his determination to impart his knowledge an

experience to others are the driving force behind the creation of the prograr

The University of Puerto Rico Clinicat Residency and Maxicourse@ Prograt

in lmplant Dentistry.



Cour$e Outline Participants will be able
to experienGe,.,

mentorship
The development of a personal learning relationship
between student and teacher is rarely encountered
in these fast paced commerclal times. However,
mentorship is one of the cornerstones of The Advanced
Dental lmplant lnstitute, and perhaps the key element
for success. The lnstitute is committed to personally
mentoring each student with the purpose of developing
his or her maximum potential in skill and understanding
of lmplant Dentistry.

a

a

a

a

a

The scope of lmplantologfy

Apply basic science to lmplant Dentistry

Medical considerations and patient selection
Patient assessment and treatment planning

Medications

Oral and intravenous sedation course (Following ADA
conscious sedatio n guidelines)

Basic surgical and restorative concepts

Apply surgical anatomy and imaging techniques

Bone physiology, biomaterials, and hiomechanics

Fundamental surgical principles

Soft tissues: The importance of attached gingival
and soft tissue reconstruction

Root form implant techniques and bone expansion
techniques

Vertical bone reconstruction techniques with
vascularized osteotomies and inter-positional grafts

Onlay bone grafting techniques

Non-root form implants and inferior alveolar nerve
repositioning

Principles of clinical governance in implantology

Restorative and aesthetic enhancernent techniques

Maintenance in lmplantology

Management of surgical and prosthetic
complications

training
Participants are offered the opportunity to either
observe, assist, or perform live surgical procedures at
every training session. The lnstitute recognizes the fact
that there is no substitute for the learning experience of
live hands-on surgery, which follows the same method
for the training of surgical residents in Medicine and
Dentistry.

r6?$*Ffl*rq:*r.
Tech n i q u es ta ught at The Adva nced Denta I I mpl a nt I nstitute
are based on research and scientific principles. Students
are trained to interpret and evaluate research literature,
which helps them to clearly understand and analyze new
information once they have completed the Course.

a

a

a

a

Research applied to lmplant Dentistry
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Course 0utline with New Schedule

$ession I : $ ep t. 24 * 27, 20Og i,-l iu, sL.ia'; :'i tr.),rin Sul rr ic;i.l

. Layinfthe Foundations - Dr. H. Tatum, Dr. J. Pedroza

Session 2: Oct. 79'24, 2OOg lMondaytt'trou!,r sal(/rday.)

. lntravenous Conscious Sedation, Soft lissue
ManaSement, Sinus Graft Surgieries'Dr. Victor Cardona
Dr. R. Pdrez, Dr. H.Tatum, Dr. J. Pedroza

. Sedation (Part ll) and BasicSurgicalTechniques
Dr. D. Becker, Dr. H. Tatum, Dr. J. Pedroza

Session 4: Dec. 2-6, 2009 6wednesday through sunday)

. Principles of Bone Graftin$and Segfmental Osteotomrr
Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Pdrez

Session 5: Jan. t3-77, 2AJ,O l','lit"iri,::da, tlvoL€h Srnda;',)

. Orofacial Applied Anatomy Related to Oral lmplant
Dentistry- Anatomy Department, UPR, Dn J. Pedroza

Session 6: Feb, 3-7, 2OlO (''i'(;c')es.s)."iiiiei,.c1l 'ii,r'tat'i

, MaxillarySinus AuSmentation Iechniques
Dr. H.Tatum, Dr. J. Pedroza

Session 7 : M ar.S -7, 2O7O (wednesday ttt rou{h su ndav)

. Non Root Form lmplants- Dr, H.Tatum, Dr. J. Pedroza

Session 8: Apr. 7-!1, 2O7O (wednesdaythrou$ttSundav)
. Occlusal Considerations and Advanced Restorative
Iechnigues - Dr. H. Tatum, Dr. J. Pedroza, Dr. A. Blanco

Session 9: May 5-9, 2010 (tti!Jnf;s.ra, trr,Jrrs/r strnc':i,')

. Advanced Sur$cal and Prostheti'c Cases

Dr. H.Tatum, Dr. J. Pedroza

i.'i:,ri,,i.,il j r.j, .J;t;1, ;:j Ii, ;;lii ; l,i'
. Brinflrnr tt All Together 'Dr. H. Tatum, Dr- J. Pedroza,

Dr. R. Aponte



The Advanced Dental lmplant lnstitutg Tatum Institute

lnternational, and the Offce of the Assistant Dean of
Research School af Dental Medicine Medical Sciences

campus university of Puerto Rico, have the pleasure of

announcin$ the fl.1[ID MaxiGourse@; A Comprehensive

Trainin| Pro$ram on Oral Rehabilitation and

tmptant Dentistry, which will constst in over 360

hours of continuinS, education, and will span from

Septernber 2009 up to June 2O7O. The course is
presented in 7A sessions; however, due to the nature

of the pro!,ram, space availability is limited. sessions

witl combine lectures with lab exercises and surflical

demonstrations.

Dr. Hilt Taturn, Jr. is widely regarded as the world's most

skilled and capable dental implant surgeon. Numerous
dentists knowledgeable in the history and development

of impiant dentistry consider his clinical skills to
be legendary, For nearly forty years there have been

countless reporls from oral Surgeons, Periodontists,
General Dentists, Prosthodontists, and students at all

levels of competency, amazed by direct observation

of his unmatched surgical and conceptual talents. Dr'

Tatum's original contributions of bone grafting, sinus

augmentation, bone expansion for thin ridges, implant

deiign, clinical patient management, and sterile operating technique established

the Jtandards for the field of implant dentistry as the discipline matured.

Review of his comptete curriculum vitae requires considerable time, ln

uum*aw, he is the former President of both the American Academy of lmplant

Oeniistw'"t well as the American Board of Oral lmplantology, and has been

i memOer and leader of many professional organizations. Dr Tatum is also a

L.ipi"nf of the the Aaron Gdrshkoff and lsiah Lew research awards, and in

iec<iinition of his important contributions to the healing sciences, in 2004 he

wasiwarded the Chevalier of the French Legion of Honor by the former French
piesident, Jacques Chirac. However, Dr. Tatunt's most important contributions

iriu" n"un tne gitts graciously given to the profession and his students as he

devoted an enttre career to idvancing the discipline of implant dentistry and

teacfring otn"rs the techniques he developed and perfected. Tie lives of many

i.i'".ti inA Oentists throughout the wo-rld have been significantly enriched
'is a resutt of Dr. Hilt Tatum;s devoted efforts to improve the art and science

of lmplant Dentistry.

"Iwenty one Years after tr Placed mY

tirst implant, I arn tilrillerl to pass

on the knowledEe and gxPerfence

that Eranted me the oPPartuttitY
of a specialized Practice, and the
am azi n g responsibil ity of aff e rin$
my patients revoJutfonary and life
chanElins dental clroices ".

ll
il
li

h

Dr, Jos6 E. Pedroza is the founder and director of The Advanced Dental

tmptant lnstitute. Dr. Pedroza graduated in 1983 from the University of Puefto

iiiJd-itiinj Medicat Seience tampus, school of Dental Medicine' For the

p;;i il;'ty yeais, ne rras develofed a robust practice exclusively oriented

io oiat rec6nitruciion anO dental implants. His quest for knowledge and his

ilrmitm"nt towards outstanding Oehtal care for his patients inspired him to

iliila [il prrtrlt of academic and clinical excellence. ln 1992 Dr' Pedroza

received a Full Externship Certiflcate from the Midwest lmplant lnstitute anc

Center for the Advancemlnt of Dentistry in Columbus, ohio. For the next thre€

years he underwent a comprehensive Implant Dentistry Trainin-g course a1

ifre tmptant Reconstructive Center, in Florida. Since then, Dr. Pedroza has

i-.*ip.iiui*O ihe "HiltTatum Philosophy"..of lmplant Dentistry, and has kept e

itose nrentorship relationship with Dr. Hilt Tatum, Jr'

Ever since 1999, Dr. Pedroza has worked aS an Assistant Professor in the

Office of Research oi tf," School of Dental Medicine at the UPR' ln 2OOO ht

receiv"O an MSc degree on Clinical Research from the School of Medicine o

the same institution. in 2OO7 Dr. Pedroza was awarded a Certificate for ar

18 ntonths Resideniy on Anesthesiology, from the UPR School of Medicine

nnuitn"iiofogy Depafoment. Dr. Pedroza has traveled extensively throughou

inJunit*o stlies, laiin Rmerica and Europe to lecture on lmplant Dentistry ant

has publisheO impresiive sclentific articles. Dr. Pedroza's passion for lmplan

O"niirtw and his determination to impart his knowledge and experience t<

otn"it are the drivingiorce behind the ireation of the course A Comprehenslvt

Tralnlng program od Orat Rehabliltatlon and lmplant Dentlstry.

ii.;;tl i.ti-tt'?i,r,t.r;l c:f ffr;+l *it;l5r,rL.Ii;-.!i. f?*':i 1o'1"':"i:i\;'

f ) * r: l f s f s er l l rf L" $cll l *a l ff e;* **t rs,i il] l J



The development of a personallearning relatianship between

stuclent and teaclrer is rarely encountered in these fast
paced commercial times. However, mentorship is one of
the cornerstones of The Adyanced Dental lmplant lnstitute,
and perhaps the key element for success. The lnstitute is
committerl to personally mentorinfl each student with the
purpose af develap,ng hls ar her maximum potential in skill
and unclerstandinfl of lmplant Dentrstry.

Farticipanfs are offered the opportunity to either observe,

asslst, or perfarm live sur$ica/ procedures at every trainin{
sesslorr. The lnstitute rccogrtizes the fact that there is no

suhstitute for the learninfl experience of live hands-on

surSery, which follows the sarne rnethod far the traininS of
surgicalresidents in Medicine and Dentistry.

F',#S#rlrcfl
Techniques taught at lhe Advanced Denta/ lntplant lnstitute

are based on research and scientifrc prrncip/es. Students are

trained to interpret and eva/uate researc/r literature, which

Itelps them to clearly understan d and analyze new informatiotl

onee they have comp/eted the Course.



4t2U2014 ,&srch DDS/DMD Programs - Arnerican DentalAssociatjq- ADAorg

,ril,il,ng-oii.r*A1o3B, 1st Floor I)
San Juan 00936-5067
Dean: Dr. Noel J. Aymat

Phone: 787-758-?525

Accreditation Status: Approval with Reporting Requirements
Next Accreditation Msit: 2020
Last Accreditation Visit: 2013
dental.rcm.upr.edu/

Medical University of South Garolina James B. Edwards College of Dental Medicine
173 Ashley Ave. MSC 507
PO Box 250507

Charleston 29425-5070
Dean: Dr. John J. Sanders
Phone: (843) 792-3811

Accreditation Status: Approval without Reporting Requirements
Next Accreditation Visit: 2017
Last Accreditation Visit: 2010
www musc.ed u/dentistry/

TN

University of Tennessee College of Dentistry
University of Tennessee Health Science Ctr;

875 Union Avenue

Memphis 38163
Dean: Dr. Tinpthy L. Hottel

Phone: (901) 448-6202

Accreditation Status: Approval without Reporting Requirements

Next Accreditation Visit: 2017
Last Accreditation Visit: 2010
www.uthsc.edu/dentistry/

TN

Meharry Medica! College School of Dentistry
1005 D.B. Todd Blvd.

Mshville 372A8
Dean: Dr. Cherae Farmer-Dixon

Phone: 615.327.6784
Accreditation Status: Approval with Reporting Requirements
Next Accreditation Visit: 2014
Last Accreditation Visit: 2013
www. mmc. ed u/ed u catio n/d e n tistry/

D(

Texas A&M University Baylor College of Dentistry
3302 Gaston Avenue
Dallas 75246
Dean: Dr. Lawrence E Wolinsky
Phone: (214) 828-8201

Accreditation Status: Approval without Reporting Requirements
I,,lext Accreditation Visit: 2018
Last Accreditation Visit: 2011

www.tambcd.edu

TX

The University of Texas School of Dentistry at Houston
7500 Cambridge Street
Houston 77054
Dean: Dr. John A. Valenza

Phone: (713) 486-4021
Accreditation Status: Approval without Reporting Requirements

http://www.ada.or g /267.aspx 11t13
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Healthcare
Provider 6 American

Heart
Association.

, 3311n""." NoRTHEAST towA rc rD # tA05133
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TC
lnfo

i+
PEEL

HERE :

This card certifies that the above lndividual has successfully
completed the cognitive and skills evaluations in accordance with
the cuniculum ol the American Heart Assoclatlon BLS for Healthcare
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Healthcare
Provider
SARAF{ LESLEIN

Healthcare
Provider
I,,M6;1" - ETH,,SMITH..,
This card certifies that the above individual has successfully
completed the cognitive and skills evaluations in accordance with
the cuniculum of the American Heart Assocktbn BLS for Healthcale
Providers (CPR and AED) Program.

r EFFBUIEI 2.0fll
lssue Date

FEBRUARY 2016

This card contains unique security features to protect against forgery.

83lll*nu",e NoRTHEAST rowA rc lD # 
rAob133

TC
lnfo CiP.ubidque, lA 5too1 7.8271

PEEL

HERE
Course
Location DR MURRAY'S OFFICE

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

FEBRUARY 201 4 FEBRUARY.2O16
lssue Date

This card contains unique security features to protect against forgery.

Holder's
Signature

O 2011 Amenoa1 Heart fusociatk n Tanrying wlth thb canl will dter 16 qpp€arenca 90-1801

lffH"' ARENSDoRF '"tb'ffooss3oT

6ffiii,fl",.
Ssjilln*".e NoRTHEAST towA rc rD # H0s133
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Course
Location DR MURRAY'S OFFICE

90-1801 3/11
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HERE
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Holder's
Signature
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Healthcare
Provider
TAMARA MILLER-SCHULTZ

6F$i,"#"".
Training
Center Name NoRTHEAST rowA rc rD # rAos133

-. !'.

p.?oo1 so6,sQ'z.azzt

PEE!.

HERE
Course
Location DR MURRAY'S OFFICE

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

tEF,BUltsI2914
lssue Date

Holder's
Signature

O2o11 Arn€fi'can HearrAssodation TafnpdfitlgwitltthbcadwiileltetiE qppoarBnc€. 9G1801

Training
Center Name NORTHEAST IOWA t405133

clo..uFgque, lA
1.i..:

f,a001 s6s.s57.8271

Counse
Location DR MURRAY'S OFFICE

fistructor ARENSDoRF ''tU?foos53o7

FEBRUARY 2016

This card contains unique security features to protect against forgery.

Healthcare
Provider
.istePHnNrE rNGt'ES

6frIflii;'"

90-1801 3111

TC
lnfo

PEEL

HERE

This card certifies that the above individual has successfully
completed the cognitive and skills evaluations in accordance with
the cuniculum of the Arnerican Heaft Association BLS for Healthcare

lnstructor 
ARENSDoRF '"lb'?rhoss307

FEBRUARY 2Ol6
Holder's
Signature

Recomrnended Renewal Daie \ O2O11 AmedcanllestAscociatim T@wltht*sddlrdlart€fiBffirryEe. 9G1801

Providers (CPR and AED) Program.

-FEBRUARY 
2014

lssue Date

This card contains unique security features to protect against forgery.

TCID#

90-1801 311',1



Illinois Department of Financial and Professional Regulation

Pat Quinn
Governor

lowa Dental Board
400 sw gth st ste D
Des Moines lA 50309-4687

Licensee:

License Number:

Profession:

Date of lssuance:

Expiration Date:

License Status:

License Method:

Disciplinary History:

Division of Professional Regulation

CERTIFICATION OF LICENSURE

RECEIVED
JUN 05 2014 ManuerFrores

Acting Secretary

IOWA DENTAL BOABBEWATT
Director

Division of Professional Begulation

BRIAN ANTHONY PRUDENT DMD

137.000803

DENTAL SEDATION PERMIT

1111712010

0913012015

ACTIVE

NON-EXAM

Has not been disciplined

This document is a certified copy of the records maintained and kept by this Department
in the regular course of business as of today's date.

May 30. 2014
Date

Refer to the Departmenf's Web Srfe af www.idfpr.com fo verify professional licenses via
License Look-Up.

www. facebook. com/l LDP R
LC2-CERT OF LlC.rtf

Jay Stewart
Director

Division of Professional Regulation

www.idfpr.com http://twitter.com/#!/l DFPR



ATTENTION

State of Illinois
Department of Financial and Professional Regulation

Division of Professional Regulation
320 \ry. Washington St., 3rd Floor, Springfield, IL 62786

The attached document is an official
State of Illinois

Licensure certification/verification, prepared by the

Illinois Department of Financial and Professional Regulation.

This certifies that the named individual has met all of the

education/examination requirements by law in order to

receive the credential that is being verified.

The Department has eliminated specific
examination statu s from certific ations/verific ations

of licensure. as passage of an examination is a
reouirement for licensure.

This information is the ONLY certification
information provided by this Department. If other information is

needed. it MUST be obtained from the applicant.

rL486-2066 8n2

THANKYOU



IOWA DENTAL BOARD
400 S.W. 8tr Street, Suite D, Des Moines, lowa 503094687

Phone (51 5) 281-5157 Fax (5151 281-7969
http://www.dental boa rd. iowa.qov

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION { - APPLICANT INFORiIIATION

lq

lnatructbtl! - Pleasa read ths accompanying instrucdons pdor to completrE this fom, Anaxer eadr question. lf not applicat e, mark 'tl,/A"'
Ful[egal Name: (Last, First, Mlddle, Suffll!

l(tCrrlsrrc"rer . BroD . Et^.f
Other Namee Used: (e.9. Maiden) Home E-mail:

btul ^ d..\ilP*qr$ @1 n'rq' \ . c o ^
Work E-mall:

b*t;;i**oo,rn)s4a\-*,
Home Address:

\utoq \or\\r*j. 0r,,, Qt
Ctty:

Cr^ttr*t ^t

State:

TA
zlp:.

.5c,o01
Home Phone:

5ts-t9,1-bgI
License Humbor: u

ct.flL
lssue Date:

LDhs/D7
Exolratlon Date:

€,lgt / t,l
Type of Practice:

Ge"rer".l -Dea,$6tro^
sEcfloN 2 - LOCATION(S) lN IOWA WHERE MODERATE SEDATTON SERVTCES ARE PROV|DED c)
Prlnclpal Offlce Address:

llol E?-Ir^e ?k"n # so r

Clty:

Vlc*t D<s, fY\oincg

Zip:

50 31o9

Phone:

515. J.3T. llrt(
Offlce Hours/Davs:
ftr- T!^r

-7 lih- 5'.0b
Other Offlce Addrees: \-/ Clty: Zlpz Phono: Offlce Hourc/Days:

Other Office Address: Crty: zlp: Phone: Office HourclDays:

Other Office Addrrss: City: ztp: Phone: Office Hourc/Days:

Other Offlce Address: Grty: Zlpz Phone: Offfce HourclDays:

SECTION 3 - BASIS FOR APPLICATION

Check each box to indicate the type of training you have completed. Gheck if
comoleted. DATE(S):

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Control and Sedation to Dentists of at least 60 hourc and 20 patient experiences dcompteteo 1/z E /ar
ADA-accrcdited Residency Program that includes moderate sedation training f] compteteo

You must have training in moderate sedation AND one of the following:

Formal training in airrvay managoment; OR

Moderate sedation experience at graduate level, approved by the Board

__-J
E4 Completed Vz-sJfi A

I compteteo

sEcfloN 4 - ADVANCED CARDTAC L|FE SUPPORT (ACLS) CERT|F|CATTON
Name of Course:

-ft-tS --]Trn,Dq n661, R*.,or*[ th,<ol+r. I

Locatlon:
S".\t L^k( CU,^ 0+^L

Date of Gourte: | - s -- ---*-f

7/t+l A
Date Certlficatlon Expirca: \r

7/sotlo
oof
o(,
o

Lic. # Sent to ACC: lnspection Fee

Permit # Approved by ACC: lnspection Fee Pd: ACLS

lssue Date: Temp # ASA 3/4? Form A/B

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

.st&D
* ]&f,rltt'



Name of Applicant rdRsvne\<!'
SECTION 5 - ilIODERATE SEDATION TRAINING INFORMATION
Type of Program:

f] Postgraduate Residency Program fiContinuing Education Program E Ofire, Board-approved program, speciff:

Name of Trainlng Program:

Gn:c\on3 Selctlion Gr*,^\tr.^
Address:

6g6b 5od" 3mo hrr
Glty:

s*Vt U\ke [tt"
State:

uT'
Type of Experlence:

Did"c*. or.J C\in\co\
Length of Tralnlng:q [ntz]

Date(s) Gompleted: 3o ltt
?/T ,il1 ,!lq . Ulq . 3lt9 ^ 3rtb . a /Jr .r/t.sls

Number of Patient Contact Hourn:

3D
Total Number olSupervtsed r t I
Sedaton Cases: )3

Uves

drr"
dt=t

l. Did you satief;actorlly complete the above tr:alnlng program?

2. Does the program include at lsast sixfi (60) hourc of dldactlc training in paln and anxiegl?

3. Does the program include managemsnt of at least 20 clinical paUents?

As part of tho curriculum, are the following concepts and procedurus taught;
4. Physlcal evaluation;
5. lV sedatlon;
6. Ainray management;
7. tonitoring; end
8. Basic llfie support and emergency managemsnt.

9. Does the program include ctlnlcal experlence In managlng compromlsed alrways?

10. Doss the program provlde tralnlng or experience ln managing moderate sedatlon ln pedlatric patients?

l{. Does the program provlde tralnlng or experlence ln managing moderate sedation in ASA 
"","9o116o1 

4 patlents?

ENO

ENO

EI UO

{r., rt uo
ry{rves f] ro
pl,ves f] ro
Ef,ves E ilo
EJves E ro
p(rr" rl ro
Evrs il*o
drr" n xo

PleaEe altach rle sppltptiab b(m to vefl'ry your rnod€f,8E s€dation tralnlng. ApCicanb wfio Gceirrod th€ir fainhE in a poetsrsduaE ]ssk ency program
nn,st havBttx}f po8tsraduaE prwlam dir€aior cdnplctr Fom A. ln addlton, attach a cop, ofyour c6nifrcab d compl€don otth€ posEraduate
prcgram. Applicantt wlro Bcelr/ed their belnlng ln a {brmal modoraE sedation codinuing educailon program must have the pilgfam df€dor co[Fl6te
Form B.

SECTION 6 - MODERATE SEDATION EXPERIENCE

fJYES [E t*O A. Do you have a llcense, permlq or regletration to perform moderate sedafion in any otheretate?

lf yes, speclfy state(s) and permit

B. Do you conslder yourself engaged ln the use of moderate sedation ln your professional practlce?

G. Have you ever had any patlent mortallty or other lncldent that reeulted ln the temporary or permanent phyelcal or mental
lnfury requlrlng hospitalization of the patlent during, or as a result of your use of antlanxlety premedlcatlon, nltrous
oxide inhalation analgesia, moderate sedatlon or deep sedatlordgeneral anestheeia?

D. Do you plan to use moderate sedatlon in pediatric pailents?

E. Do you plan to use moderate sedatlon ln medlcally compromleod (A$A category 3 or 4) patlents?

F. Do you plan to engage an entoral moderate sedation?

G. Do you plan to engage ln parenteral moderate eedation?

EIYEs /*o
E YEs d r*o

E YEs /-"
EYES d*o
tr;es d*o
Bves E xo

What mrlor druga lnd tmathstlc itchnlqura do you utllla or plrn to u0ltsa ln your ure ol modarata ledatton? Provido det8ib (lv, inhalethn,
€ic.) and attacfi a sepsreb shce{ if nec$sary.

T- flon ')o hsg rn,)azolav,, o.,,.,) fe, rt.n15[ t .,,ch\euey,orl^,.c*Y< s<A".hot^. a a,\So r,yrcir

\nscr.t\on "+ -ru,. irr-.[.-^ ^*"1 &t.""]."? tlf^*L,,,*lo."*\ o.nts{g6s, -r,, iio_ ;;;; rv\qh^er &,r h.*L+,N'tror,,r: oxiJe qJ local ^,..I*L"t* *ir", ,1- ohr. +o ^A_\Je, o\\grJfiteto".?io\) a".q\fc",.s v\*-f!t':' 11o orl,t stJrton .,. o\o.^^p; _



o
B*J n"P-.** a,h soeuName of \t\tSvner W FacititvAddress r10r E? -k*q- Pkr,^ \'rD,n,

SECTION 7 - AUXILIARY PERSONNEL

A dentEt sdminBieing modorab s€dation in lowa mt st doqment 8nd enEure that all audliary personnel ha1,6 cerlification in basb liE support (BLS)
8nd are capable of admlnlst€rlng basic life supporl. Please lBt belo\.v the nam€(s), licensa/Igglstratlon numbsr, and BLS certiicatlon status of all
suxiliary p€rgonnel.

Name:

larecl G-l*lyluae-r
Llcense/
Reglstration #: (e oi qr q

BLS Gertlfication
Data' )/z / rl

Date BLS Certificatlon
Explres: 

\/ t 2
Name:

Sir^e," Cpok
U Llcense/

Reglstratlon #: 
e O fib R

BLS Certificatlon
Date: g/ tt /l\

Date BLS Certificatlon
Explres: 5/ ry

Name:

A*Lt"' [t"]o*^l
Licensd
Regtstration#: e,e(933

BLS Certlflcati6n
Date: 2/ tt

Date BLS Certiflcatlon
ErPires: 

%l rLl
Name: -/do. [\.G,J

Llcensel
Reststrauon #: 

R t t{ ,3
BLS Certlflcation
Date: 1/ t Z

Date BLS Certlficatlon
Exp!rcs: 

1 / tZ
Name:

S"rt^{=a ?',*r.2,
Licensel
ResrstratroHotr 

- 016{ }
BLS Gertlflcation
Date: 1l nl t \

Date BLS Certlflcatlon
Explres: g/ q

Name:

AJo hel 5c\-
Licensel
Reolstratlon #:

nrrrl - o1.o87
BLS Certlficatlon
Date: 91 n/D

Date BLS Certificatlon
Expiree: S/ tl

Name:

So."*.or,,lL^ \ eLI^.

License/
Reglstration #:.--e'- - ei\* -t\fr89

BLS Certlflcation
Date: t/$/r1

Date BLS Gertlfication
Expircs: U tl

J{ame: License/
Reglstratlon #:

BLS Ceiltflcation
Date:

Date BLS Gertlficatlon
Explres:

SECTION 8 - FACILITIES & EQUIPTTIENT

Each fadlty ln which you pclform mod€rat€ sadanon rust be pmperly €qulpp€d. Copy thls page 8nd complete br eadl fadlity. Yor may apply 6r a
waiver of any of these prcvhions. The Board may grant the walver if it dstsmines thers is a rBasonaue basis br lhe u6i!er.

iltr
ilD

YES NO

6tr
dtr
Utr

dtr
d,trdtr
il-trdtr
d,trdE
d,tr
d.tr
d,tr
dtr
-{"

tr{-r.

lt your dental offlce properly maintained and equipped with the followlng:

{. An operating room large enough to adequatety accommodate the patlent on a table or ln an operatlng chair and permlt an
operatlng team consistlng of at least two indlvlduale to move freety about the patlent?

2. An operatlng table or chair that permlts the patient to be posltioned so the operatlng team can maintain the afuway, qulckly
alter the patient posltlon in an emergency, and provide a flrm platform for the managoment of cardlopulmonary reeuscltatlon?

3. A llghting system that ls adequate to permit evaluatlon of the patient's skln and mucosal color and a backup llghtlng system
that is battery powered and of sufficient intensity to permit completlon of any operation undemay at the tlme of general power
failure?

4. Suctlon equlpment that permlts asplration of the oral and pharyngea! cavitiee and a backup suction devlce?

5. An oxygen dellvery system wlth adequate full face masks and approprlate connectorc that is capable of dellverlng oxygen to
the patient under posltlve proscure, together wlth an adequate backup system?

6. A recovery area that has avallable oxygon, adequate lighting, suction, and electrlcal outlets? (The recovery area can be the
operating rcom.)

7. le the patient able to be observed by a member of the staff at all tlmes durlng the rpcovery period?

8. Anesthosia or analgesia systems coded to prevent accidental admlntstration of the wrong gas and equlpped wlth a fall safe
mechanism?

9. EKG monitor?

10. Laryngoscope and blades?

I {. Endotracheal tubee?

12. ilagill forceps?

13. Oralalrways?

{/0. Stothoscope?

t5. A blood presaure monltoring device?

16. A pulse oximeter?

17. Emergency drugs that are not explred?

1E. A deflbrlllator (an automated deflbrlllator lg recommended)?

19. Do you employ volatlle liquld anesthetica and a vaporizer (i.e. Halothane, Enflurane, lsoflurane)?

20. In the space provlded, list the number of nltrous oxide inhalation analgesla unlts in your facltlty.

COPY FORM AND EACH FACILITY 3
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SECTIO g - lf you ansveer Yes to any of the qus8tions below, atbdr a full explanation. Read the instructions for important dofinitions.

YEs
I . Do you curontly hava a medlcal cordlllon tlr.t ln any w.y lmpllr! or llmlts your lblllty to practlca deotlrtry wlh l€laomblo tr

sklll ,rd s.iaty?

NO

d
2. Are you cumently engaged in the lllegal or improper use of drugs or other chemical subetenc€o? trd
3. Do you currently use alcohol, drugs, or other chemlcal substances that would in any way lmpalr or llmit your ablllty to

practioe dentlstry wlth masonable sklll and safety?
dtr

4. lf YES to any of the abovo, are you receiving ongoing treatment or partlcipatlon in a monltorlng program that rcduces or
ellmlnates the limitations or lmpalrments caused by either your medical condition or use of alcohol, drugs, or other chemlcal
eubstances? {tr

5. Have you ever been roquested to ropeat a portion of any profeesiona! tralnlng program/school? trw
C. HrYa trou {lr Ecotyad a w:amlng, roprhaflt, or baen phcod on prcblion dudng ! ,lrct.3llonal tt nlng pEgron/tchooP tr d
7. Have you ever voluntarily eurrendered a license or permit issued to you by any profeesional llcenslng agency? trH
7!. It y-, w.! . llccce dbclptlnary acdo[ po]dlng {.lirst you, o. ultr you [nder lnvi.tle.6oo by . lko lng lgDncy at lhat tr

tllt|e tfie voluni.ty lunDnd3r ol llconao was bndgtod?
d

8. Arlda ftom ordlnsry lnltlal EqulEfiontr ot procloEhlp, hrvo your cllnlcll ac{lvltloc over boon llmltod, surpendod, rwokld, tr
not ltncusd, voluntlrlly rDlinqubhed, or .ubr6et to oher dbctpfln.ry or prcbdonary condld,oor?

g
9. Has any furlsdiction of the Unlted States or other natlon ever limited, restricted, wamed, censured, placed on probatlon,

suspended, or rcvokod a llcense or permit you held?
dE]

,

d10. Har you orar beon no[f,od ot rny chllla3 flad agalrEt you by r llccnalng or dbclpllnary agoncy of anylllrltdlcil,on of lhc tr
U.S. o. othar natlm?

dI t . Haw you €ver boon denl€d a Drug Entorcament Admintstntlon (DEA) or stlb controllod tub.t nco rrglrtn*lon cc mcll' or Eh yofi co loltid ru08t rc. rtgb(falloo eva. ben pLcad on proDauor,3utpaldod, yoluntldly lunul(land or rwol(cd?
SECTION 10. AFFIDAVIT OF APPLICANT
STATE: -r'l-owor coul{rY: (\oJ 1,or.,
l, tle belo^, ngm€d applEant, hereby declars under p€oelty of pe0ury thal I am th6 perBon d$crib€d ard idsntfkd in ttils appllcatton and that rry
anslliBrs and all statements made by me or thls applicallon and accompanying sttachments are true and cofled. Should I fumbh any faEe intornation,
or halre substandal omission, I hereby agres thst sucfi ac{ shall comdtute cause br denial, suspension, or Evocation ot my license or permit to provide
rnodeGte sedalion, I aBo (bclarE tiEt it I d , not personally complote tlE ioregoing applicaffon that I hal,o fuly lrsd srd confrrn€d each questian and
sccomparryirE erErwr, and take tull rrsponsibility ior alt ansx.ers containGd h thE apptication.
I understard thet I hat e no legal suthoribr b Edminhbr moderaG s€dation unlil a p€mit has be6n granEd. I und€r8tand that my fadlity b subloat to 8n
on-aib evalualion plbr to lhe issuanG of a permit aM by submlting an applicelim ,or I mod€r8te 8€dation p6mx1, I h6rsby oorEenl lo suafi en
evaluation. ln addition, I ulderstand that I may be suusct to a pmibssional evaluaton as part of the application prcc€ss. The piotssslonat evatuation
Bhall be conducisd by ttro An€8the8ia Credenlials Committee and include, at a minimum, evalustlon of rny knowledgc of cas€ managemenl and 8lrway
managerrent.

I €rlify thst I am trained and capable of admfn$Ering Adrranc€d C€diac Lib Suppon and that I e[#oy sufrds auxfllary peBonn€t b ssslst ln
monlMng a patient under moderats !€dation, Sucfi per8onnel are lralned ln 8nd cspable of monitodng iitai signs, sssisting lo'enErgency proc€dure€,
and administedng basic lib support. I understand that a denht performing a pmiadwe tu whlch modsrste sedatlon E b€ing empt(;/.d shall not
adminirbr the phamacologlc agents ard monibr the peti.nt without the EE3ence 8nd ssslstanc€ of at le83t me quallf,€d auiliary pefsonnel.

I am a$are lhat pursuant io lcryva AdministrEtiE Code 650-29.9(153) I mult repo afly adwrse occurences elaGd !o the we of sedation. I atso
undersland thet if moderate Eedatlon re8utls in e geneEl anesth€tlc state, lhe rules for deep sedetioa/gonBral anesih$ia apply.

I heEby suthorize lhe telease of arry 8nd all ftrfumation ard recods llE Board shall deem pertrEnt to the evaluatlon ol this application, and shall suppty
to lha BoStd s{ldl record8 and lntorrnstion as Eguest€d ,or evaluatlon of nry qualifiGtons ,or s permlt to admirrstBr rnodsrab s€dation in the stsi}'di
lor.€.

I urdorEtand that baE€d on evaludion of crsdentlal$, facililies, equiprrErrt, personnel, and proc€duBs, the Boad m8y place restictions on the permit.

I funh€r state that I haw rBad the ruhs r€lat€d to lhe usa ot sedaton and ni[ous odd6 lnhalathn analgEsia, 8s &scflbed in 650 lo,ra Adminisfattue
Cod€ Chapier 29, I hereDy sgree to ablde by the la$/S and rule3 Mslning to the praclice of denthw and moderate Bedaflon in the state ol tom.

ITIUST BE SIGNED IN
PRESENCE OF NOTARY >

SIG]IIATURE OF APPUCANT

a14
NOTARY SEAL

cLtltf lc{trb

At[W

Utr

Nl

suBscRlBED Air\swoRN BEFoRE rE, rHts 6 tt DAy oF hlUV , YEAR ?rot,l
I{OTARY PUBL6 S/CrrArT NE

ilfi,atW
NOTARY PUSUC r{ArTE (TYPED OR pRritTED)

Ltnml ,nr
ilrY coittililssloil EXPIRES:

,{ tt 'l,ntlr
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ACLS
Provider 6Fiii;;" ir ,!ur: l T Plto-st [:eigl3l H e1il[Pr31 0: 6!]

TC
lnfo Orem, UT 84058

PEEL

HERE Br*J Rr d^\srqr\e\.
ih J;;;;,rcJnr.in" r["* i.oiriora il;;;*;ilY --
completed the cognitive and skills evaluations in accordance

with the curriculum of the American Heart Association Advanced

Cardiovascular Life Support (ACLS) Program'

l!-Mu-&-:tt iil:wkt6*-
lssue Date Recommended Renewal Date

Arik Campbell 021200804JPt' rD #

Course
Location

UEMTC 801-562-2663

lnstructor
Name

@ 2011 American Heart Association

90-1806 3/11

Holder's
Signature
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RECEIVED
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IOWA DENTAL BOARD

lowa Dental Board
400 SW 8th St. Suite D
Des Moines, lA 50309-4686

Dear Board Members,

March 25,2Ot4

This letter is to confirm that Brad E. Richtsmeier, DDS License # DDS-08472 recently successfully
completed 10O hours of continuing education while participating in a comprehensive post doctorial
training program in the administration of parenteral conscious (moderate) sedation, which is consistent
lo The Guidelines for Teaching Pain Control and Sedation to Dentists and Dentol Students. As adopted by

the October 2OO7 American DentalAssociation (ADA) House of Delegates.

This program was presented March 7 -23,2OL4 in Salt Lake City, UT.

Documented competency has been demonstrated with successful completion of at least 50 hours of
didactic education and the personal administration of parenteral sedation to at least 20 denta! patients

while being supervised by an anesthesia provider. ln addition, a hands on skills lab in airway
management was completed utilizing simulation with multiple airway devices including advanced airway
devices.

lf you have any questions or need any additional information please do not hesitate to contact me.

\
__) A<*-->sttli]l'i' ;-,iiRfl"n(

\

Thank you,
--.\

./
'-"1

{-- *L\ (s--''
I --r'tt
llIt\r

Randy Pigg, BSN

CEO, Conscious Sedation Consulting
888-581-4448
ra ndy@ sedationcon su lti ng.com

79 Hu[:ble, Suite L02
nir-ll--_ ^Ai r -a-nt-/ i ollUir, i'i',--J tl--r--rUcr

BBB.581,4448
" {zeatwg a ca({aze a/ ta/etq tlzaugl edacalcaw"
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www. SedationConsulti ng. com

Conscious Sedation Consulting, LLC verifies that

Brad Richtsmeier, DDS

Has successfully completed 100 hours of continuing education and formal training, including
50 hours of didactic instruction as well as personal administration, utilizing single or multiple agents
of parenteral sedation to at least 20 patients while supervised, for a variety of dental procedures.

There has been documented understanding and demonstrated competency of:

fl Principles ensuring patient safety
2l Goals and risks of sedation
3) The continuum of sedation
4l Patient pre-sedation assessment
5l Pertinent pharmacology and physiology of sedative agents
6l lntra-procedure patient manatement and monitoring
7l Titration to effect techniques
8l Administration of sedative agent combinations
9l Advanced techniques of ainray management
10! Preparedness and management of adverse events / emergencies
11) Patient recovery and discharge
12) State Regulations & Facility Requirements

March 7 - March 23,2Ot4 during the lV Sedation for Dentistry Training Program
Salt lake City, UT

This program is presented in compliance with the Guidelines for Teaching Pain Control and
Sedation to Dentists and Dental Students by the American Dental Association.

A
lcademy

ol (knilal ,Jfdllstry'wT
Ftogr.fr ApPlry.l to"
CotlElngldE tloG

Conscious Sedation Consulting LLC is designated
as an Approved PACE Program Provider by the

Academy of General Dentistry. The formal
continuing dental education programs of this

prcgram provider are accepted by the AGD for
Fellowship, Masterchip and memberchip

maintenance credit. Approval does not imply
acceptance by a state or provincial board of

dentistry or AGD endorcement, The current term
of approval extends frcm lanuary 1, 2073 to

December 37, 2075

-,-'-? .-- -,e/1 r ,) t
(t{

Randy Pigg, CEO

Conscious Sedation Consulting

888.58L.4448
fax 866.672.8844

ADA C.E,ftP- | ffiffi,tH,tfffi[H

Conscious Sedation Consulting is an approved provider of
continuing education by the ADA CERP.

ADA CERP is a seruice of the American Dental Association
to assist dental profasionals in identifying quality

providers of continuing dental education. ADA CERP does
not approve or endorce individualcourses or instructors,
nor does it imply acceptance of credit houts by boards of

dentistry.

79 Hubble, Suite 102

O Fallon, MO 63368



Dentrrl
artners

A Lifetime of Healthy Smiles
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Anesthesia Credentials Committee,

RECEIVED
APR 1 I Z0t+

IOWA DENTAL BOARD

I have enclosed my application for a moderate sedation permit. My program director for the

continuing education course sent a letter to the board verifying my completion of the program

and its content. If you are not in receipt of this letter, or if additional information is needed, please

let me know.

Thank you for your consideration,

Brad Richtsmeier, DDS \'/

www. Lifepoi ntDenta l.com
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