STATE OF IOWA
IOWA DENTAL BOARD

TERRY E. BRANSTAD, GOVERNOR PHIL MCcCOLLUM
KIiM REYNOLDS, LT. GOVERNOR INTERIM DIRECTOR

Location*:
Members:

ANESTHESIA CREDENTIALS COMMITTEE
AGENDA
June 27, 2014, 12:30 P.M.

lowa Dental Board, 400 SW 8™ St., Suite D, Des Moines, lowa
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.

l. CALL MEETING TO ORDER - ROLL CALL

1. GENERAL ANESTHESIA PERMIT APPLICATIONS

a.
b.
C.

Ryan Borgwardt, D.D.S.
Erin Sheffield, D.D.S.
Ryan Toponce, D.M.D.

I11.  MODERATE SEDATION PERMIT APPLICATIONS

a.

®oo0o

Michael Davidson, D.D.S.
Bernard Dudzinski, D.D.S.
Jordan Dudzinski, D.D.S.
Brian Prudent, D.D.S.
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.

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

PHONE:515-281-5157 FAX:515-281-7969 http://www.dentalboard.iowa.gov
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APPLICATION FOR DEEP SE%EIONIGEN ERAL WHESIACPEQMIT

FER T |
JU* 11 o

SECTION 1 - APPLICANT INFORMATION

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

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

!

BoRbwpRDT ,  RYAN  NoRmMAN
Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:

A Fugn. bcaf“tumrdi"s’a.m;l-am Cyaa. haNimme @ qaa.l. com|
Home Address: City? Stafe: Zip: Home'Rhone:
B M#~Y sT  Sur€ “Zoo| cEpag Frrcs | A 52k(3 2.357.2253
License Number: Issue Date: Expiration Date: Type of Practice:

08807 o‘-!/z-h:/‘zou 06/31/7,014 SRAL AP Ml gitcottane Supscey

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

3010 CarvterBupy ¢+ w A ERLo0 ST70%  |319.235 enst| &5/ M-F
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 - BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed & attach proof. Che::;l;'that DATE(S):
Advanced education program accredited by ADA that provides training in deep JuLy zelo—
sedation and general anesthesia )0 Tuwy 2oy

T wio—p

Formal training in airway management | /0 A/ GvEmBEE. Tas
Minimum of one year of advanced training in anesthesiology in a training program i Juzaae —>
approved by the board Juty zsid
SECTION 4 — ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: Location:

AneRicn pbpr Assauprted  Acs Peoupen | ¢ PE dseoimaes  CHicaso, it
Date of Course: Date Certification Expires:

L7 2o ©.27. 2014 (BENEwhy (oulsE ScaEDAED
k- L=

o | lic# Sent to ACC: Peer Eval; Fee ¢k (200 S 248

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

g Issue Date: Temp # Inspection: N\& Res. Ver Form

Brd Approved: T. Issue Date: Inspection Fee: U\A Res. Cert

P

DV e %:h\/\zs

Pm(j\ (Q




Name of Applicant ﬁ\/AA) BoRwARL T

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: From (Mo/Yr): To (MolYr): Z2</0
THME pwivER$iT™  HF  (0WA TUVE ZeCh | TUNE
2 R H
City, State 4 Cor fidh Degree Received DDS—-
POST-GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgraduate program you have completed.
Name of Training Program: Address: City: State:
LoYouh umuErsmy MEbete cEnsp | 2tbo Sourd /2T Ave., M AL eed e
Phone: Specialty: From (Mo/YTr): To (Mo/Yr):
708.z1b. 9000 Rt & phxiwoFherde Sulyftd TUL] Te1e | TULY Zerd
Type of Training: [] Intern esident [] Fellow [] Other (Be Specific):
Name of Training Program: ' Address: City: State:
Phone: Specialty: From (Mo/YT): To (Mol¥T):

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

CHRONOLOGY OF ACTIVITIES

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

Activity & Location From (Mo/YT): To (MolYTr):
Leng e rF A MNELRS, 7 MellGtt . o aTerZ MMW"”J‘,l‘. loe153
oML ¢ MiKIeorteia SsubLEEy RESI DEVC JTuwt zace | Juer zaof

SECTION 6 — DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

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

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

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

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

ES [J NO F. Do you plan to engage in enteral moderate sedation?
p YES [] NO G. Do you plan to engage in parenteral moderate sedation?

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

N tiars A—Wﬁﬁfﬁfﬂl{ wile ppt §E L/‘.Sf:p *'J:'r'f THE 5&6 Pr7o~’ oF MiTReus
VERSED, FEMTAwWL, IKE FAMVE, PRoPoFolL




Name of Applicant .EYAU M’" wA-RA [ Facility Address éﬂ‘f@ 6 MEAEBWEJV e 5

SECTION 7 — AUXILIARY PERSONNEL WASEg O (A, SOTe2

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

personnel.

Name:

License/ BLS Certification Date BLS Certification

v A_ LERIE L., {_/e \/ Registration #: QDA -CSHH ( Date: 03/;2_0 ( '_{ Explres:o < /201 6

License/ BLS Certification Date BLS Certification

CrearwAd  BERMM | "= Qor~ 3] | "/ 3(z0i2 | =™ 831/

License/ BLS Certification Date BLS Certifiéation '

A/"’&{E PE:‘/TEAJ Registration#:abA_‘Oqu7 Date: 03/203‘-1' Explres:a:{/?’c".‘_/‘

License/ BLS Certification Date BLS Ceftification

E:’h.-1 L\{ pl'{t(.«g-& Registration #: WA_OSL{U Dah:@;/zo{*( Explres:og/zﬂup

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

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

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

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

SECTION 8 - FACILITIES & EQUIPMENT

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

(ﬂu
.
P
¥ o
ﬁu
,FAD
5 o
B O
%S
& o
B O
EEI

T

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

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

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

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

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

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

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

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

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral airways?

14. Stethoscope?

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

17. Emergency drugs that are not expired?

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

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

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




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

YES NO

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

2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? O (ﬁ’
3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to O ﬁ
practice dentistry with reasonable skill and safety?

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

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

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

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

7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that
time the voluntary surrender of license was tendered?

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

9. Has any jurisdiction of the United States or other nation ever limited, restricted, warned, censured, placed on probation,

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

a

]
suspended, or revoked a license or permit you held?

O

O

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

SECTION 10 — AFFIDAVIT OF APPLICANT

STATE: __— COUNTY;

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

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

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

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

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

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

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

MUST BE SIGNED IN SIGNATURE OF APPLICANT
PRESENCE OF NOTARY » / ﬁ

NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS ano\ DAY OF B‘Uﬂi , YEAR )0 \"*

AR OTARY PUBLIC SIGNATURE

G?FECMLSEAL
LORENA GONZALEZ
NOTARY PUBLIC - STATE OF ILLINOIS

NOTARY PUBLIC NAME (TYPED PRIN@) MY COMMISSION EXPIRES:

MY COMMISSION EXPIRES 04/26/16

yorena Gonrale Zo 4 95| 60
4




CARTIAMAZPIL AN

A\NYAMESED

ACLS

: Heart
Provider Association.
o
This card certifi Has successtully

completed the cognitive and skills evaluations in accordance
with the curriculum of the American Heart Association Advanced
Cardlovmlar Llfe Support (ACLS) ngram _

Issue Dath’ V™=

IiEALITYOARE A
Healthcare American
Provider

Heart
Association.

completed the cognitive and skills evaluations in accordance with
the curriculum of the American Heart Assoclation BLS for Healthcare
Providers (CPR and AED) Program.

Issue Date B Racommendead Ranawal Data

Date of lssue: 02042012

Training CPR Associdtes, Inc. 115044

Center Name (773).973-6933

1% Petersor{®

Info City, State 2616 W{é 20659 rL| lga
L™ | 1

Cou

Location CPR Associates, Inc.IL 15144

Instructor Inst. ID

Name

Holder’s 6

Signature ‘1%,’ ! W("’

o 2011 Heart ntion wparing with this card will alter its sppearanca. ntn_/

ranng  CPR Assoclates, Inc. 15484 4
ContorName ___(773) 973-6933

= . ...2616 W. Peterson
—— Chimgcr—ft

Course

Location . CPR Associates, Inc.IL 15144
Instructor Inst.

name  Mary Ann__Gar

S e

° 201 mﬂ Tampering with this card wil ater s appearance.  90-1801




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

hitp:/www.dentalboard.iowa.qov
PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 - APPLICANT INFORMATION

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

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

Ryar  poRman)  BoRLwAR LT

MAILING ADDRESS:
35 Man s Wwd #Zoo
CITY: STATE: ZIP CODE: PHONE:
CEpAR  Fares TA 500173 5(3.357.2253

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

APPLICANT'’S SIGNATURE: DATE:

Gy~ Bragorenall S22z

SECTION 2 - TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

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

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

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:

7082 64000
DATES APPLICANT FROM (MO/YR): TO (MO/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » COMPLETED:

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

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

[0 YES [0 NO 3. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain.
[ YES [J NO 4. DOES THE PROGRAM PROVIDE FORMAL TRAINING IN AIRWAY MANAGEMENT? If no, please explain.

[ YES [0 NO 5. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRAINING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? If no, please explain.

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

PROGRAM DIRECTOR SIGNATURE: DATE:
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YOU MUST KEEP THIS CARD FOR FUTURE ENTRANCE |

= R

Healthcare g3 e
Provider 4 Association.

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.
03/2014

Issue Date

03/2016 -

Recomn;lenclea F{ene;n\ral Date

This card contains unigue security features to protect against forgery.

a
ut suonenfens siis pue anpuboo ?u; g:;;;igﬁzl
Ajinjsse0ons ey [ENPIAIPU) SAOGE U 1B soype0 pred Sl

T eng Anwa

18pINOId
sJedoyl}ieoH

]

NTO RENEWAL COURSES. PLEASE CONTACT MERRIAM LAKE
319/272-2284 FOR A REPLACEMENT CARD, A FEE OF $6.00 WILL APPLY.

WFH-IA #1413

Training
Center Name _Wheaton Franciscan Healthcare SE WI WI15386

TCID#

TC

RN e e AL ., s OO
Course

locaton  WFHIA =~~~
Instructor i Inst. ID #
Name . Eunioe Kelly 11102103688 "7
Holder's

TN oo s e
“220m Heart Ta g with this card will after its appearance.  90-1801




Healcéé |

Provider

- Christina

This card

Berning

American
Heart
Association.

certifies that the above individual has Successfully
Completed the cognitive and ki evaluations in accordance with
the curricuiym of the American Heart iation BLS for Healthcare
Providers (CPR ang AED) Program,
87132012 8312014 ey
Issue Datg Hecommended Renewal Date
—— T e e

Tra:'ning )
CenterName e
. - -UIHG-—E—M-SLRG e
= TCClAQs;;3 7
b SR 200 Hawging y, lamcn,xm.szzﬂ
Gourse 319-353.7495 _
e - Cedar Fyjj
instructor o e
L. Cindj Eastman 1207063575 *
Ho!der’s a o o
Bjsﬂemr?___ .
iamr“mem;m Henn‘hsm,lm N %u;mmw;muw;v:h;i;wm




2
05/30/2014 14:20 13192330132 DR.LENTH #6623 P.001/00

: -

l Explms Aug 31 2015 ’ '

o

Prowder @ b
Valerie L. Hoy

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

03/2014 03/2016

lesus Date ) Recommended Renews! Date




05/30/2014 14:21 13182330132 DR.LENTH #6623 P.002/002

. -
e — .

Training TCI0 #

Center Name  \\heaton Franciscan Healthcare SE WI WI15386
?;.?o L, S Vet Alls W1 83214, 54343694895
Logion _ WFH-IA
Instructor t Inat, ID #
nama " Eunice Kelly 111021 03688
Haolder's
Signature
- © 2011 Heart calt Tampadtng with this card wii aiter ie appwaninée.  00-1807
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IOWA DENTAL BOARD

http://www.dentalboard.iowa.qov

RECEIVEL
APR 28 2014

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

APPLICATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

AT A
N

COOARD

SECTION 1 — APPLICANT INFORMATION

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

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

SHEFFI\EBLD, ERIN MERLINE JACKR N

Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:
JACYKSON ERIN M JSHEFFELD@ 6MAIL (b M &
Home Address: City: State: Zip: Home Phone:
2bb MAR\ETTA KVE lowa €1ty \ A S224b  [314)SH)-6447
License Number: Issue Date: Expiration Date: Type of Practice:
0B(:S8 ([24109 09|21y | OrAL MAXILOFA AL (R G ery

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

Principal Office Address:
1226 5. Gear AV merty Plaagd

City: \w- BueLineTop
RS

Zip:
952695

Phone:

314) 782-2659

Office Hours/Days:

M-F %-S

Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 - BASIS FOR APPLICATION

Check each box to indicate the type of training you have completed & attach proof. Che::;l;lthat DATE(S):

Advanced education program accredited by ADA that provides training in deep

sedation and general anesthesia

v/

O] 2009~ Ob/2piO
0v [2010 - 0w | 2oy

Formal training in airway management \/ Oble)o ‘Owlldll-*
Minimum of one year of advanced training in anesthesiology in a training program
approved by the board
SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: . Location: _ -
AOVANCED (AEDIRCT LIFPE SYP PoRT U\HC- EmSLRC
Date of Course: Date Certification Expires:
obll2fzoi2 GL|30(2015
o |Llic# Sent to ACC: Peer Eval: Fee % 960 ¢ Se0
5: Permit # Approved by ACC: State Ver.: ACLS
L
8 Issue Date: Temp # Inspection: N\ A Res. Ver Form
Brd Approved: T. Issue Date: Inspection Fee: M\& Res. Cert

MU’\U\QPeded:
)

Llowuwv
\ F-;\c:&\*v‘/ RaGive




_Name of Applicant

ERin paTd SHEFEIELD Facility Address _ [(3J 2 LUVETOIV_ | A

SECTION 7 — AUXILIARY PERSONNEL

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

personnel.
Name: License/ BLS Certification Date BLS Certification
; . ; Registration #: - A Date: ; Expires: 4 o
NWOLE DAVIS i QoA - 0¥FS5 2019 1y 2/14]1e
Name: License/ L 27% l BLS Certification Date BLS Certification
Y 7 ; Registration #: SV Date: _ /.. Expires: ’
ELLEN QRAPLEY g Vi 2 {191y 2 149 /1o
Name: License/ BLS Certification Date BLS Certification
- s Registration#: ()4 G 4L & Date: ; Expires:
SANDY am\TH o 015 219 [ty P 219 b
" Name: License/ BLS Certification Date BLS Certification
Registration #: Date: Expires:
“Name: License/ ) BLS Certification Date BLS Certification
ElIKA PRICE Registration #: GO - 07445 Date: z/ )4 l Iy Expires: 2 halie
Name: License/ BLS Certification Date BLS Certification
JEG 1A CME \‘:‘-"I' Registration #: {;\:’P -0l7h ) Date: 2| 4 “._{ Expires: 2 ! 511
Name: License/ BLS Certification Date BLS Certification
) - . o LR % } ¥ .
VARG NVIA LAYER Registration #: {1, \0QaHY Date: 24| 9 Expires 2 I 14 } ™
" Name: License/ BLS Certification Date BLS Certification
Registration #: Date: Expires:

| SECTION 8 - FACILITIES & EQUIPMENT

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

¥YES NO
B O
R O
g O
X O
N O
B O
B. O
B O
X O
X O
& O
& 0O
| X O
& 0O
@ O
O

X o
R O
0O &

G

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

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

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

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

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

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

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

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

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

9. EKG monitor?

10. Laryngoscope and blades?
11. Endotracheal tubes?

12. Magill forceps?

13.
14.
15.
16.
17.

18.

Oral airways?

Stethoscope?

A blood pressure monitoring device?

A pulse oximeter?

Emergency drugs that are not expired?

A defibrillator (an automated defibrillator is recommended)?

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

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

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




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

YES NO

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

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

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

practice dentistry with reasonable skill and safety?

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

ko

[

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

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

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

7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that
time the voluntary surrender of license was tendered?

i <

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

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

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

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

Ol o| o] o ojo|o|o| o
" ® H K OBAER K

SECTION 10 = AFFIDAVIT OF APPLICANT

STATE: COUNTY:
1O W A DES MQINVES

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

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

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

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

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

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

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

MUST BE SIGNED IN SIGNATURE OF APPLICANT
PRESENCE OF NOTARY » ’/( d;
NOTARY SEAL SUBéSH.I-ﬂ’ED AND SUOIF{N BEFORE ME, THIS J&£ DAY OF A O fl \ , YEAR 510 l<'f'
NOTARY PUBLIC SIGNATURE \j}i «1——/
\\\\\U ™~ =y e
NOTARY PUBLIC NAME {TYPEDbR PRINTED) MY COMMISSION EXPIRES:
= ) Focll = - = -
“She vy \t = 13£0 x-x_‘.l' <) LL J =) ol(}/{—f
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Name of Applicant _ =12 (N .| SHEFF(ELD

SECTION 5 — DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School: From (Mo/YT): To (Mo/YT):
UNIWERSITY OF YOWA ' (25 [2009
City, State: . Degree Received:
Wwwh CiTy A DPS
POST-GRADUATE TRAINING. Attach a copy of your certificate of completion for each postgraduate program you have completed.
Name of Training Program: - I Address: City: State:
UNIVERSITY 0F (OWA: ~!"NRb 200 HawkInr pe. lowa CITY JA
Phone: Specialty: From (Mo/Yr): To (MolYr):
219 -3S6-7329 oMmsS 0 [ 2007 0k /2010
Type of Training: Nlntem [ Resident [] Fellow [] Other (Be Specific):
Name of Training Program: Address: City: State:
VIN\VERS\TY 0F loWwhA 200 HAWKINVNS DR- (dwaA CTY | A
Phone: Specialty: From (Mo/Yr): To (Mo/YT):
39-386- 73249 OMmS nk[2o10 0l [2014

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

CHRONOLOGY OF ACTIVITIES

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

Activity & Location From (Mo/YTr): To (Mo/Yr):
UNIVEPSITY 0 € LowA = INTERN  OMS Oblrng | Oelzoio
UNLUERNTY 0€ |0 A —REGDEVLY DM Delro)0 | 0l 201y

SECTION 6 — DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

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

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

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

K'YES [J NO D. Do you plan to use deep sedation/general anesthesia in pediatric patients?
]‘_&YES [0 NO E. Do you plan to use deep sedation/general anesthesia in medically compromised patients?
HYES [J NO F. Do you plan to engage in enteral moderate sedation?

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

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

W — versed, knﬂnna\,w\ium, Kehming, propssol
PO - Vevsed
INHAL A ON - NiTeous OKIDE
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IOWA DENTAL BOARD RECEIVED

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax (515) 281-7969 APR 2 8 2014

http://iwww.dentalboard.iowa.qov )
IOWA DENTAL BOARD

PLEASE TYPE OR PRINT LEGIBLY IN INK.

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 - APPLICANT INFORMATION

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

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

ERIN MERL IVNE JACKIW CSHEPEIZLD | (JAcm-ord)

MAILING ADDRESS:

2L MARI\ETTA fVE

CITY: STATE: ZIP CODE: PHON

IOWA CLivy LA 2246 (314) SYI- 6447

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

APPLICANT'S SIGNATUR 3 DATE:
EKH W o4l23liy

SECTION 2 - TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:
CTEVEN FLEWHER

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

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

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:

UNIVERS \TY OF |owh - \OWA CITY, /A (214)38-7329
DATES APPLICANT FROM (MO/YR): TO (MO/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » O {'Looq DL /fz,o 14 compLETED: (Olo{20 l‘ZOllf

O YEs MNO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? |f no, please
explain. SCC_ Bc\aw .

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

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

E/YES [0 NO 5. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRAINING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? If no, please explain.

Dr. 6k¢(¥le \A \u\u SALS["ROL?(.‘L\ ana()lﬂl"e, L\rx \)nkm;ﬂj o 'jUM 30'2.0|4,

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

PROGRAM DIRECTOR SIGNATURE: DATE:

a7
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IOWA DENTAL BOARD

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

http://www.dentalboard.iowa.qov

APPLICATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

SECTION 1 — APPLICANT INFORMATION

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

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

1ofomce, E¥Yarn, MAT THEW

Other Names Used: (e.g. Maiden) Home E-mail: ) Work E-mail:
Q“*PNT"PL N @ﬁm" . Cows Lyato Qe nu:/@-’QWu\ Cowr
Home Address: City: State: Zip: Home Phone:
250 Rowkgton St \owor Caty T S2L2HS5 8o -Boi-us
License Number: Issue Date: Expiration Date: Type of Practice:
oR1a2 s [ lz 114 | Downdal
SECTION 2 - LOCATION(S) IN IOWA WHERE SEDATION SERVICES WILL BE PROVIDED
Principal Office Address: City: Zip: Phone: Office Hours/Days:
2.%8\4 Noﬂ\ma\% Oc. 3. TA T S225| 3133858y

Other Office Address: City: 3 Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 - BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed & attach proof. c"’:;;::ha‘ DATE(S):
Advanced education program accredited by ADA that provides training in deep - [
sedation and general anesthesia / l(,?{ ’2/0 \L{
Formal training in airway management \/ v ['10 l"{
Minimum of one year of advanced training in anesthesiology in a training program [
approved by the board v v 101"\
SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: : Location: \L"J"\i ene o6 oo -

Aoy Conowol Cowcse EMS LS rwivag T}Q_"/ cuvrees Center

Date of Course:

Date Certification Expnra!a

Hafw

20/ie

o | lic# Sent to ACC: Peer Eval; Fee ¥ 2Cq b ¢geo
7]
g Permit # Approved by ACC: State Ver.: ACLS
5:6 Issue Date: Temp # Inspection: N\A Res. Ver Form
Brd Approved: T. Issue Date: Inspection Fee: MD( Res. Cert

T

Gcﬁ\




Name of Applicant

(L’-g\‘am oponce

SECTION 5 - DENTAL EDUCATION, TRAINING & EXPERIENCE

N f Dental School: ANQNC Gy - of Nevadas L=S \vugas F Mo/Yr): To (Mo[Yr):
ame o eg;a C Of :}%__’\'\AN L’?m o tCA “\Q \.ﬂﬁ I‘O&I; F(p S : \ o
City, State: | i \ Degree Received:
T s VARG, N Q,JCLI;{-'.O\ [N NW\N

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

te program you have completed.

Name Sf Training Prug;_gm: - 2 Address: City: State:

A ST Zoo \awkins brive| lows Gry | (owa

Phone: Specialty: . 5 From (Mo/YT): To (Mo/YT):
PN - 257259 | Oeatyidovalloficial Sugey  Gftows | ol 2o

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

Name of Training Program: Address: City: State:

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

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

CHRONOLOGY OF ACTIVITIES

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

Activity & Location

From (Mo/Yr):

To (MofYT):

¢ s oo 1 QuUirg Ay (@6l dUALY
OT&@“\M‘L&‘%;{-\-? ‘;‘g\Lo vg 3 = &

S

bleote

f2el4

SECTION 6 — DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

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

®.ves O NO
O ves @ NO

® YEs [0 NO
X ves [0 NO
® YES [J NO
X ves O NO

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

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

C. Have you ever had any patient mortality or other incident that resulted in the temporary or permanent physical or mental
injury requiring hospitalization of the patient during, or as a result of, your use of antianxiety premedication, nitrous
oxide inhalation analgesia, moderate sedation or deep sedation/general anesthesia?

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

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

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

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

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

attach a separate sheet if necessary.

Ocva l S
WOcous orldue Vel ( anﬁ:dccvvb
W\ Sedlectiovy

‘C\?(‘OQD

w8 atkicw

S dvwqg wedlvdive
%\fi,\gwp\él'\ﬂ': &.-\\M-cﬂ)

w\.t;'\u\.rig w2y Va ki, Yekrs Q,é)) el eze\@na

Jolivwm, versed 'Fm"‘b\? Kakauiine,




Name of Applicant ‘Q(Aﬁﬂ 14 TODO\’\CE/ Facility Address, 2914 r\O\(M\%QE £!r gTEZ—-

SECTION 7 — AUXILIAR¥X PERSONNEL 3 TAY] ky LAS2LRUS

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

Name: License/ 5 gLS Certification [E)ate BLS Certification
agistration #: f : Xpires:
Tt Nicholson [Foemtens: ) 534y | )i 423 pires: [ [-30- 15
Name: y License/ ) BLS lCarllﬂcation E:le'rg:i._s Clertiﬁcation .
\ LNeT | poc, | Redstration#: 10’59?35- Date: I)-5-13 plres: 1. 30- 15
Name: License/ _ . BLS Certification g:te“:sLS Cartlﬂr;atlon e
],\f\(:'\/\] K‘(“'C)()(Vr Reglstrat:on#.o ’]‘-} (0!5 Date: )’/ ’5 pires: //‘_50"/5
Name: License/ BLS Certification Date BL'S Certification
*JFV]”\H’V LC’BEOA Registration #: alu 5677 Data:[/‘_é-_ I3 Expires: //- 3(3"/5-
Name: License/ BLS Certification Date BLS Certification
.G pAa 02 e v —
Ste phanie “K:CKL Rogitration : A0 Date: //-G7-13 | Bwies /) 355
Name: License/ BLS Certification Date BLS Certification
i CL] G Klﬂq USE Registration #: Cl i D? LL) Date: ;’[‘ 5 }5 Expires: //_30; /5’
: s R icati Date BLS Certificati
" Cigeln Keistrotir | Rmmouns: GO 10167 | ot | B gy
Name: fW)L Lo !5 C{ Ve j i «]_s| License/ u DA- O3 BLS 'Carﬂﬂcalion Date BL_S Certification
,_._--—-—hctw 0 e ’ - Reglslraéion# 12 5¢ , Date: //’6—/5 Expires: //_ - /6_
SECTION 8 — FACILITIES & EQUIPMENT ——— /)53 /205

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

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

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

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

/EI/ [0 3. Alighting system that is adequate to permit evaluation of the patient’s skin and mucosal color and a backup lighting system

that is battery powered and of sufficient intensity to permit completion of any operation underway at the time of general power
failure?

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

E\

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

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

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

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral airways?

14. Stethoscope?

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

17. Emergency drugs that are not expired?

O

. A defibrillator (an automated defibrillator is recommended)?

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

REREVHINRAN

20. In the space provided, list the number of nitrous oxide inhalation analgesia units in your facility.
COPY FORM AND SUBMIT FOR EACH FACILITY. 3




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

YES NO
1. Do you currently have a medical condition that in any way impairs or limits your ability to practice dentistry with reasonable O ﬂ
skill and safety?
2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? ad Et
3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to O lﬂ

practice dentistry with reasonable skill and safety?

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

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

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

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

7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that
time the voluntary surrender of license was tendered? e

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

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

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

ol ol o o oolo|lgl o
®l ® 6 » oR|#AR|l O

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

SECTION 10 — AFFIDAVIT OF APPLICANT

STATE: COUNTY:

\ OO A Do SOn

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

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

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

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

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

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

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

MUST BE SIGNED IN SIGNATURE OF APPLICANT N )
PRESENCE OF NOTARY » /&_1 ; /\‘

NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THfs (7" bAVYF ApDn| YEAR )0)j 4
NOTARY-RUBLIC SIGNATURE )

[
RAE ANN HOSIER A 'J\»UH ul

; ‘Q" Commission Number 739619 || NOTARY PUBLIC NAME (TYPED OR PRINTED) MY COMMISSION EXPIRES:

| wgoppsssnEwres {0 o vy Hosie TSNS
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Association.

ACLS ~ American
Provider O e

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

4/912014 41302016

Issue Date Recommended Renewal Date

Ryan Toponce
359 Huntington St
lowa City lowa 52245

Training TCID#
Center Name | JHC-EMSLRC

TC TCCIA05137

Info “,lm-.lhwmur Iﬂ'!!ﬂ”Ci[}' 1A ﬂ 247
Courss 319-353-7495

Location EMSLRC

mstructsr €€ Ridge 03060026618 oy 0 #
Name 000000 —
Holder's

Signature -

© 2011 A Heart Th g with fhus card will alter its appearsnce.  90-1808

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




IOWA DENTAL BOARD RECEIVED

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687 MAY 05 2014
Phone (515) 281-5157 Fax (515) 281-7969

http://www.dentalboard.iowa.qov
PLEASE TYPE OR PRINT LEGIBLY IN INK.

IOWA DENTAL BOARD

VERIFICATION OF POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 - APPLICANT INFORMATION

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

NAME (First, Middle, Last, Suffix, Former/Maiden): i .
an\MlMcu{:'%M\ loponce_
MAILING ADDRESS: %c:) & ;

Ql H(JW V\ﬁrg'ow SJY ‘
STATE: = ZIP CODE: PHONE:

T ows Cyy o wa SrL444 B0 (-BoF-US

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

APPLICANT'S SIGNATURE; DATE: )
()00 — (2o

SECTION 2 - TO BE COMPLETED B}) POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

Steven L. Fledches

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

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

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:

Universily of Towa Taoa Cobs . il 3(9- 356-73 99
DATES APPLICANT / FROM (MO/YR): ' TO (MO/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM > | 7 /1O &/ COMPLETED: & /30 /7 ¢f

[ rd 1 I *.

MES mﬁ) 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If no, please
explain. Seec eleow

O YEs B/NO 2. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR BEEN PLACED ON PROBATION DURING THE
TRAINING PROGRAM? If yes, please explain.

O YEs Efﬁ) 3. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain.
IE'{ES [0 NO 4. DOES THE PROGRAM PROVIDE FORMAL TRAINING IN AIRWAY MANAGEMENT? If no, please explain.

B/YES [0 NO 5. DOES THE PROGRAM PROVIDE A MINIMUM OF ONE YEAR OF ADVANCED TRAINING IN ANESTHESIOLOGY AND
RELATED ACADEMIC SUBJECTS BEYOND THE UNDERGRADUATE DENTAL LEVEL? If no, please explain.

IDI". _EPCMce. wt!( (ow-f\p{e,ﬁn l’us OHFS rt37(!f-f\o7
on 6-30-(4. He 3 en drack h SaJ\'s{;Lc-Lm}L] (r\—f“'i al( J-mm".“ﬂ'

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

PROGRAM DIRECTOR SIGNATURE: DATE:

i 72 L/ o

0/




—  ORAL SURGERY €D
y) ASSOCIATES RECEV
OF |IOWA CITY, P.C. MA

www.iowacityoralsurgery.com

5/56114

lowa Dental Board
State of lowa

400 SW 8" St. Suite D
Des Moines IA 50309

RE: new applicant Ryan M Toponce- Anesthesia Permit
To Whom It May Concern:

| 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 6/20/14. 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

A _
anut 1 | e

k.}anet Major

Office Manager

Oral Surgery Associates of lowa City PC
2814 Northgate Dr Suite 2

lowa City IA 52245

Andrew C. Hartwig D.D.S., PhD." = Chad M. Pfohl D.D.5." ¢ Deborah L. Zeitler D.D.S5., M.S5."
2814 Northgate Dr., Suite 2, lowa City, |A 52245-9568 + ph. 319.338.5484 =+ fax. 319.338.9413

‘Diplomates, American Board of Oral & Maxillofacial Surgery igﬁg% ‘Fellows, American Association of Oral & Maxillofacial Surgeons




IOWA DENTAL BOARD

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

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

RECEIVED

MAY

3¢ 2014

IOWA DENTAL BOAR »)

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 — APPLICANT INFORMATION

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

Full Legal Name: (Last, First, Middle, Su

ffix)

W-L(S'oq ) /IVI];‘IL]&\G [ amef

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

f‘uﬂr‘} in ;J/wa-'- Lame {[ .;w.t\m Eema; ‘ Eir Samé_
Home Address: ) City: < State: | Zip: Home Phona:

8% A Lot Crech ) O baadele IA 5o322 615)4a)-soxe

License Number: Issue Date: Expiration Date: Ty’Be of Practice:

j "'T % 1 | 2 a3

08635 June 2,097 4o 31,2214 | trivade

SECTION 2 — LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED

Principal Office Address: City: Zip: Phone: Office Hours/Days:
€573 Urbandele Ave Urbandale 5022 /927y -3etg| AR 75 F7-10
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 - BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed. c:;;f:t;fd. DATE(S):
Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain m — AN - Api_
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences e 2o 4{
ADA-accredited Residency Program that includes moderate sedation training [J completed /y/ 4
You must have training in moderate sedation AND one of the following: '
Formal training in airway management; OR A Completed FETS 20/
Moderate sedation experience at graduate level, approved by the Board [ completed 1/ /,{

SECTION 4 — ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course: }:/eg__\r-\' o [( /k(_z_j

Location: |

L}"\u L}, ‘pE,AI‘ 4& /ﬂ 5

Q\J _,j’a.—-’le‘f

Date of Course: ’ /j 1{ /2 l—_:jL/

Date Certification/Expires:

Ol ,/20%

. Lic. # Sent to ACC: Inspection Fee & 3\8 3| TS
é Permit # Approved by ACC: Inspection Fee Pd: ACLS
(5]
§ | Issue Date: Temp # ASA 3/47? Form A/B
Brd Approved: T. Issue Date: Pediatric? Peer Eval




Name of Applicant ___~ l’jl 4 I”IL\(’, J h“"" (S¢n

SECTION 5 - MODERATE SEDATION TRAINING INFORMATION

Type of Program:

|:| Postgraduate Residency Program‘|2/Continuing Education Program D Other Board-approved program, specify:

Name of Training Program Address: City: State:

O recoys AGD /730 S5 /él'féo/ bm/ p J@f%fz/ arl,

Type of
"’ ﬂéﬁ '{'{“'//IILQ/ £ 5//”0’/&{(6”

Length of Training: Date(s) Completed:
/03 H#C SAN - APr 2004
Number of Patient Contact Hours: Total Number of Supervised
45 / 5 Sedation Cases: Z O

,E'{ES O NO 1. Did you satisfactorily complete the above training program?
MES [0 NO 2.Does the program include at least sixty (60) hours of didactic training in pain and anxiety?
,BGES [0 NO 3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
wES [0 NO 4. Physical evaluation;
m S [0 NO 5.1V sedation;
s [J NO 6. Airway management;

E'JES [0 NO 7. Monitoring; and

ES [J NO 8. Basic life support and emergency management.
124 ES [0 NO 9. Does the program include clinical experience in managing compromised airways?

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

’E"fES [0 NO 11. Does the program provide training or experience in managing moderate sedation in ASA category 3 or 4 patients?

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

SECTION 6 - MODERATE SEDATION EXPERIENCE

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

O Yes E/NO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice?

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

O YES 3'NO D. Do you plan to use moderate sedation in pediatric patients?

O Yes Z/NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?

7
E1YES O NO F. Do you plan to engage in enteral moderate sedation?

JYEs O NO G. Do you plan to engage in parenteral moderate sedation?

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

j\/ 5(,0‘5» O
M [Yalzve ' G

hbi"‘zut r LZpne |

OP“}




7 ) e pay
Name of Applicant /M.c,l"\t'\,g l Dt‘\u ((_((*"\ Facility Address g:—) 7,3 (,)f, -\Vli[c‘ K "){«./( Q’é‘w/{@ "‘f'
SECTION 7 — AUXILIARY PERSONNEL [S0s5¢2

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

Name: License/ BLS Certification Date BLS Certification
” Registration #: /., - - Date: > Expires: | _ ~ _
Donna Deppe solsiation £ Q3D - 01 15 1-9-1% i =
Name: License/ BLS Certification Date BLS Certification
) By Registrati o . Date: ¢, . Expires: 7
] 'Sk'nfh\‘.‘\]t‘r'_ B’er i egistra mn#Qm_Ogibs ate 'f" 15 I?J xpires b'i%'l%
Name: . 1 License/ R BLS Certification Date BLS Certification
N" mp.'\(,x ch’KLl Registration #:m"a%L]?}Z Date: l.- r] L ' Lf Expires: I_, ! —7 - , [0
Name: . License/ BLS Certification Date BLS Certification
Wi lcl.i ", L-l”)b&ﬂ’\ Registration #:Qm'l [ 7[{5 Date: 6 “0 ,15 Expires: 8 'I b =5 ]5
Name: License/ BLS Certification Date BLS Certification _
Wu‘dl ' j‘C'u"\ Registration #:QD’;}, 0258 0 Date: ‘_, ("i e ‘5 Expires: | _C,] o l 5
Name: License/ BLS Certification Date BLS Certification
wight, Tracy Registration #: 3Dy - 7335 | Date: ) )2 | Binesi b, |
Name: License/ BLS Certification Date BLS Certification
Registration #: Date: Expires:
Name: License/ BLS Certification Date BLS Certification
Registration #: Date: Expires:

SECTION 8 - FACILITIES & EQUIPMENT

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

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

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

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

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

LAY
\ O

IE\
E\EIDDEIDDEIEIDD o0 O OO0

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

.

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

[

[
%

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

(|
NN

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

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral airways?

14, Stethoscope?

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

17. Emergency drugs that are not expired?

nORE O

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

O N HENR]

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

—
—

20. In the space provided, list the number of nitrous oxide inhalation analgesia units in your facility.
COPY FORM AND SUBMIT FOR EACH FACILITY. 3




B = =

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

YES NO

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

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

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

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

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

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

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

DEUQIS{ 0

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

time the voluntary surrender of license was tendered? 4

<
S~

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

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

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

Ol Of O ol _oojgjo| a

5 & g o

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

SECTION 10 = AFFIDAVIT OF APPLICANT

STATE: —_— COUNTY:
'_‘Lc'w--\. Z" I&

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

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

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

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

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

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

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

MUST BE SIGNED IN SIGNATURE OF APPLICANT
PRESENCE OF NOTARY » )
NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS 19" DpAvoF 4,.- { ,YEAR Qg i¢f
NOTARY PUBLIC SIGNATU '
e, | MICHAEL D RUSSELL Mf///
‘ﬁé_ m&m@m“m %, NOTARY PUBLIC NAME (TYPED OR PRINTED) MY COMMISSION EXPIRES:

1 October 27, 2014 ’ 2 .

I B ' y

- /ff’czhl [ m’” [o /97/9"“"

4




IOWA DENTAL BOARD
400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687
Phone (515) 281-5157 Fax (515) 281-7969
10WA http://www.dentalboard.iowa.qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING
IN A CONTINUING EDUCATION PROGRAM

SECTION 1 - APPLICANT INFORMATION

Instructions — Use this form if you obtained your training in moderate sedation from another program that must be approved by the Board (i.e. you did
NOT obtain your training in moderate sedation while in a postgraduate residency program). Complete Section 1 and mail this form to the Program
Director for verification of your having successfully completed this training.

NAME (First, Middle, Last, Suffix, Former/Maiden): ’V( d»\ I _T \ -
acl Dameg [ N\awidSen

MAILING ADDRESS: XS 73 U.r {I'm««lc\ L /Af"““

CITY: D//Lm{a L/ STME::A ZIP CODE: SL"" 22 PHONE:(S—{ s ) 2793 J*y;

N

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

APPLICANT'S SIGNATURE: DATE:
P (154

SECTION 2 - TO BE COMPLETED BY TRAINING PROGRAM DIRECTOR

NAME OF PRO\GZM DIRECTOR:

el L Reed DM

NAME AND LOCATION %F? PROG D PHONE:
OF] -
G158 campy ,ﬂ/ae ,
Dy Uan PHE P S 5031226 6244
FAX: 513 228 L3 | EmAL: ,{‘,eg ( EB ADDRESS: JUM: a7 iv5ale sz, cort
DATES APPLICANT FROM ( YNR} TO (MQ/DAYIYR): DATE PROGRAM
PARTICIPATED IN PROGRAM » ﬂwZﬁ;:Zs‘L.u‘// 3¢/ | compLETED: ’ /5/&/‘/

MES O NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAM?

,B'ﬁis O No 2. DOES THE PROGRAM COMPLY WITH THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN
CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

'E{ES [ No 3. DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

ﬁes O nNo 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE FOR PARTICIPANTS TO SUCCESSFULLY MANAGE
MODERATE SEDATION IN AT LEAST TWENTY (20) PATIENTS?

AS PART OF THE CURRICULUM, ARE THE FOLLOWING CONCEPTS AND PROCEDURES TAUGHT:
,E/és O No s. PHYSICAL EVALUATION;
_ YES O no 6. IV SEDATION;
m Es [J NO 7. AIRWAY MANAGEMENT;

s O NO 8 MONITORING; AND
ES [0 NO 9. BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT.

(If no to any of above, please attach a detailed explanation.)

| further certify that the above named applicant has demonstrated competency in airway management and moderate sedation.

PROGRAM DIRECTOR SIGNATURE: DATE: } /
4//3///{/




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

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

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

SECTION 1 — APPLICANT INFORMATION

Instructions — Use this form if you obtained your training in moderate sedation from an approved postgraduate residency program. Complete Section 1
and mail this form to the Postgraduate Program Director for verification of your having successfully completed this training.

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

MAILING ADDRESS:

CITY: STATE: ZIP CODE: PHONE:

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

APPLICANT'S SIGNATURE: DATE:

SECTION 2 - TO BE COMPLETED BY POSTGRADUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

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

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

NAME AND LOCATION OF POSTGRADUATE PROGRAM: PHONE:
DATES APPLICANT FROM (MO/YR): TO (MO/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » COMPLETED:

O YEs O NO 1.DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM?
O YEs O NO 2. DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

O YEs (0 NO 3.DOES THE PROGRAM COVER THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN CONTROL AND
SEDATION TO DENTISTS AND DENTAL STUDENTS?

0O YEs O NO 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE IN MANAGING COMPROMISED AIRWAYS?
0O YEs [0 NO 5. DOES THE PROGRAM INCLUDE MANAGEMENT OF AT LEAST 20 PATIENTS?
(if no to above, please provide a detailed explanation.)

O YEs [0 NO 6.DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR WAS THE APPLICANT PLACED ON PROBATION
DURING THE TRAINING PROGRAM? |f yes, please explain.

O YeEs [0 NO 7. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If yes, please explain.

O Yes O NO 8. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROVIDING MODERATE SEDATION FOR
PEDIATRIC (AGE 12 OR YOUNGER) PATIENTS? If yes, please provide details.

O YEs O NO 9. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROVIDING MODERATE SEDATION FOR
MEDICALLY COMPROMISED (ASA CLASS 3 OR 4) PATIENTS? [f I rovide details.

| further certify that the above named applicant has demonstrated competency in airway management and moderate sedation.

PROGRAM DIRECTOR SIGNATURE: DATE:




Kenneth L. Reed, DMD

Doctor of Dental Medicine
P.O. Box 85883 R EC El VED

Tucson, AZ 85754-5883

Cell: 520.370.3693
FAX: §77.522.0480 APR 91 2014

http://www.klrdmd.com

Melanie Johnson, J.D.
Executive Director

lowa 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
taught, sponsored by the Oregon Academy of General Dentistry, held at the Oregon
Health and Sciences University, School of Dentistry in Portland, OR. 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 following broad topics:

Airway management

History of anesthesia

Physical evaluation

Definitions

Respiratory anatomy and physiology
Monitoring

Pharmacology of utilized agents

Oral sedation

Local anesthesia

Medical emergencies

IV sedation techniques

Records and record keeping

Recognition and management of complications 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 certify that Michael is competent in both airway
management as well as parenteral moderate sedation.

A

Kenneth L. Reed DMD




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

Phone (515) 281-5157 Fax (515) 281-7969 . ¢
http:/;Awww.dentalboard.iowa.gov U Hﬂ)\l M

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 — APPLICANT INFORMATION

Instructions - Please read the accompanying instructions prior to completing tis form. Answer each question. If not applicable, mark "N/A"
Full Legal Name: (Last, First, Middle, Suffix)

Dudzinski, Bernard, Paul

Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:
E bdudzy@cox.net
Home Address: City: State: Zip: Home Phone:

16735 Harney St Omaha NE 68118 402-333-2181
| License Number: lssue Date: Expiration Date: Type of Practice:
|
| 07224 l 6/15/1987 8/31/14 General Practice Dental
; SECTION 2 - LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED
i Principal Office Address: City: Zip: Phone: Office Hours/Days:
| 3331 Marketplace Drive | Council Bluffs 55”% Jep) | 712-366-7077 7-4 MTWR 7-12 F
’ Other Office Address: City: Zip: Phone: Office Hours/Days:
i |
: |
. 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:
! | |
i SECTION 3 - BASIS FOR APPLICATION
| Check each box to indicale the type of training you have completed. cfnr:;f:tl:!. DATE(S):
I
| 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 Compikiad S"/ ‘/
lr ADA-accredited Residency Program that includes moderate sedation training {g Completed & /q ng/
f: You must have training in moderate sedation AND one of the following: 37 ¢
| Formal training in airway management; OR 8 completed 4'71 A f/‘/
| Moderate sedation experience at graduate level, approved by the Board [ completed LA
| SECTION 4 —~ ADVANCED CARDIAC LIFE SUPPORT {ACLS) CERTIFICATION
[ Name of Course: ~ ] Location: i
|Conscious Sedation Consulting ) P Philadelphia, PA |
| Date of Course: - Date Certification Exfires:
wwemt 4/35/1Y 7)< e

l : Y &
| Lic. # Sent to ACC: Inspection / mﬂl f-'ée
Permit # Approved by ACC: Inspection Fee Pd: ACLS L/

Office Use

Issue Date: Temp # ASA 3/47 N 0 Form A/B
T RS, A ==
Brd Approved: T. Issua Date: Padiatric? ‘J Q Peer Eval




Name of Applicant Eélcﬂ%)udzinski

| SECTION 5~ MODERATE SEDATION TRAINING INFORMATION

I| Type of Program:

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

Name of Training Program: Address: City: State:
Conscious Sedation Consulting 79 Hubble Drive O'Falion MO
Type of Experience: )
| IV Sedation

Length of Training: Date(s) Completed:

| (00 s Afujia Skl 5/ 14

' Number of Patient Contact Hours: Total Number of Supar\rissq’ it ’

3 D _. Sedation Cases: 0‘2 I

:. ¥

t w YES [J NO 1. Did you satisfactorily complete the above training program?

|

QYES [J NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?
l $YES [0 NO 3. Does the program include management of at least 20 clinical patients?

| As part of the curriculum, are the following concepts and procedures taught:
| R YES O NO 4. Physical evaluation;

I YES [J NO 5.1V sedation;

| (¥ves O NO & Alrway management;

| 4 YES [J NO 7. Monitoring; and

| BIYES [0 NO 8. Basic life support and emergency management.

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

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

| Please attach the appropnate form to verify your moderate sedation training. Applicants who received their training in a poslgraduate residency program

| must have their postgraduate program director complete Form A, In addition, attach a copy of your certificate of completion of the postgraduate

ir program. Applicants who received their training in a format moderate sadation continuing education program must have the program director complete
Form B.

| SECTION 6 - MODERATE SEDATION EXPERIENCE

' YES ‘m NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state?

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

i ﬁ YES [J NO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice?

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

!

i Oves m NO D. Do you plan to use moderate sedation in pediatric patients?

| O ves m NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?

i O YES m NO F. Do you plan to engage in enteral moderate sedation?

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

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

I VU Modercle Sedzbipn usma' l/ersei
Fev’l']'am?/]




Name of Applicant Brorm@/ cj b{ )(ﬁz!ﬂé Ll

Facility Address, 3421 M

SECTION 7 — AUXILIARY PERSONNEL

y LS

5750/

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

auxiliary personnel.

Name: RV FlU fUvric

%@i&uﬁ#f N

License/

Registration #: _773 o ?[

BLS Certi
Date: 7 } %:5.
AcLs  3/ac/t¥

License/

BLS Certificati

e 5770

on
Do wihide 4 ey 3828 | /= 30/,
Name: Llca:::;-‘ﬁ - g:afzorﬁﬁca on g:::rﬂ.s c&*ﬁﬂ;ﬁlon
N/rfzm/e /é/ué KA ':“i {&@#&qm mcﬁﬂ /tcll/"/ : “L's 0_3 /a';fﬁ//é
% Aé%/ )? %/ fM Rogistralio:;: » Date:? / 2 //7, Expirasiz /a) //6
Name: / 7 License/ ' (“Zz} /dgu:efl/ tio

/ﬂ’/ﬂr’_‘/‘/ﬂ__ﬁ 6{ r'(‘ %

Registration #:

BLS €ertifigétio
Date: A‘? / 4

N o2A o¥Z3

Nﬂ% 2 ; g::::::iﬁon #, I:Blll.s c‘ylﬂﬁj g:‘:;r:s
Ko pdu bk [T e |\ 7Bgagy L o~ 3/ ;&//A

ame: cans on a n
freutte, Foperc PM " Th ok 08977 /2 Y/ kil 4 J2
Name: rfe = == License/ BLS ertifidation Dato: BLS Cértificafion

. r on #: . E s:

/4m~ Frtzaere /a) ) ) E#b# OL209 Dmﬂ//ﬁ LA f///e/

SECTION 8 - FAC"HTlES & EQUIPMENT 4 /

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

2. An operating table or chair that permits the patient to be
alter the patient position in an emergency, and provide a firm platfo

YES NO
® O
N O
B O
failure?
¥ O
5§ O
w® O
operating room.)
8 O
Ww O
mechanism?
8@ O 9.EKG monitor?
[O0  10. Laryngoscope and blades?
O  11. Endotracheal tubes?
m [0 12. Magill forceps?
ﬁ O  13.Oral airways?
[l O 14.stethoscope?
K O 15. Ablood pressure monitoring device?
# O 16.Apulse oximeter?
@ O 17.Emergency drugs that are not expired?
wW O
o X

F

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

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

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

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

positioned so the operating team can maintain the airway, quickdy
rm for the management of cardiopulmonary resuscitation?

and mucosal color and a backup lighting system

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

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

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

7. Is the patient able to be observed by a member of the staff at all times during the recovery period?
8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fail safe

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

COPY FORM AND SUBMIT FOR EACH FACILITY.

3




Course Completion Statement

This notice confirms that Bernie Dudzinski

has successfully completed the program requirements for the following American Heart Association training course:(Circle One).

ACLS

The course was administrated by Advance CE LLC on:

April 25,2014

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 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

Authorized Provider
v CPR sond FOCConraes

. s
American Heart
Association.

Director of ECC training programs for
Advance CE, LLC

Email: shalaway@advancece.com
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CONSULTING
www.Seda hosmgﬁbﬁr&l?gARD
lowa Dental Board May 6, 2014

400 SW 8th St. Suite D
Des Moines, |A 50309-4686

Dear Board Members,

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 The 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 11 - 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. In addition, a hands on skills lab in airway
management was completed utilizing simulation with multiple airway devices including advanced airway
devices.

If 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
randy@sedationconsulting.com
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IOWA DENTAL BOARD
400 S.w. 8" Street, Suite D, Des Moines, lowa 50308-4687
Phone (515) 281-5157 Fax {515) 281-7969
http./lwww,dentalboard.iowa.qgov

1awz,

PLEASE TYPE QR PRINT LEGIBLY N INK,

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING
IN A CONTINUING EDUCATION PROGRAM

SECTION 1 - APPLICANT INFCRMATION

Instructicns - Use s fom if yeu culaingd you raineeg i rocerats sedaics Fom anoiher srogram thal must te aaplaw::}_ by the Boa*d 2. youu d
NOT ovia n your training ir rmedaeraa secaticn wiila ir 2 pesigradugic cesdenc, procram;  Comolete Secticn 1 and mail this “orm fo the Program
Cireztor for vesificalion of yew having successfully comaletes ts tra rg

NAME (First, Middle, Last, Sutfix, FormeriMaiden): ~ \

Bevvnavch Y4 Bu;l? AT
533 WAREET e oiind=

J STATE: [zpcooE: PHONE: -
Come/t geviFs) LA | s75v/ ¥2-3¢¢-7022

o oblain @ parmil to administer moderate secatisn = lowa. Ie lowa “antal Baasd reqares Ihet ina acpleant submit evicence of having comziales an
Approved posigracuate vaming program or cthanicimsl lraiving progozm spprovad Oy the Soard, Toe apglicant's signature selow authosizes the
release of any irformater, laverab e ot :tl"eryi);:_ Creghy 19 1ne lowa Jental Board al the adress above

| 5/¢ /14

MAILING ADDRESS:

CITY:

APPL.CANT.

BY TAAINING PROGRAM DIRECTOR

.=

NAME OF PROGRAM CIRECTQR:

D ,
TNAME Aktﬁ-é}:’:rjnonx PRé-snaj'_“'“ T PL),' !b-’)(/;cg;‘ﬁ ~ TPaONE- T
i

EV Se 6;4 Lren Tiq i W r:_l)iv'/-',f/j | | 4??5”57{'/* {[?//Aj?

&-MA!L:

[ FAX: WEB ADDRESS:

[ DATES aPP_ CANT FROM (MO/DAY/YR): ~C (MOIDAY/YR}: I bate PROGRAM :
PARTIGIPATED IN PROGRAM » | compLETED:
AYES [T NO 1. DID THE ASPLICANT SATISFACTORILY COMPLETE THE ABCVE TRAINING PROGRAM?

MYES [ NO 2. CCES THE PROGRAM COMPLY WITH THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN

CCNTROL AND SEDATION TO RENTISTS OR DENTAL STUDENTS?

YES [] NO 2.

Iiyé.jnoq_

DCES THE PROGRAM INCLUDE AT LEAS™ 51X7Y (5]) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

DCES THE PROGRAM INCLUDE CLUINICAL EXPERICNCE SCR PARTICIPANTS TO SUCCESSFULLY MANAGE
MODERATE SEDATION iN AT LEAST TWENTY [2C) FATIENTS?

AS PART QF THE CURRICLLUM, ARE THE FOLLOWING CONCEPTS AND PIOCEUURES TAUGHT:
PHYS.CAL EVA_UATION

IV SEDATION.

Itnc to any of abovo.

AIRWAY MANAGEMENT;
MONITCRING; AND
BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT.

lease

laclh a delaided cxplanation )

'e¢ applicant Mas demonstrater competency in ainvay maragerment and moderate sedation

- Soay
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APPLICATION FOR MODERATE SEDATIDN PERIIT """

SECTION 1 - APPLICANT INFORMATION

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

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

Dudzinski, Bernard, Paul

Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:
bdudzy@cox.net

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

16735 Hamney St Omaha NE 68118 402-333-2181
License Number: Issue Date: Expiration Date: | Type of Practice:

07224 6/15/1987 8/3114 General Practice Dental
SECTION 2 ~ LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED
Principal Office Address: City: Zip: Phone: Office Hours/Days:
3331 Marketplace Drive Council Bluffs 56123 712-366-7077 7-4 MTWR 7-12 F
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 - BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed. ef_m"fg'd DATE(S):
Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain [] Completed
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences
ADA-accredited Residency Program that includes moderate sedation training [C] completed
You must have training in moderate sedation AND one of the following:
Formal training in airway management; OR ] completed
Moderate sedation experience at graduate level, approved by the Board [ compieted
SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: Location:
Conscious Sedation Consulting Philadelphia, PA
Date of Course: Date Clﬂﬂlcado?‘fxpltu:
4/11/14-5/4114

§ Lic. # Sent to ACC: Inspection Fee

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

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

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




Name of Applicant Jordan Dudzinski
SECTION 5 - MODERATE SEDATION TRAINING INFORMATION
Type of Program:
D Postgraduate Residency Program IZ] Continuing Education Program D Other Board-approved program, specify:
Name of Training Program: Address: City: State:
Conscious Sedation Consulting 79 Hubble Drive O'Falion MO
Type of Experience:
IV Sedation
Length of Training: Date(s) Completed:
Number of Patient Contact Hours: Total Number of Supervised
3 Sedation Cases:

O YEs [0 NO 1. Did you satisfactorily complete the above training program?
OO YEs [0 NO 2 Does the program include at least sixty (60) hours of didactic training in pain and anxiety?

O YES [0 NO 3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
CJYES O NO 4. Physical evaluation;
O YES [J NO 5. IV sedation;
OYES 0 NO 6. Airway management;
[JYES [J NO 7. Monitoring; and
[ y¥es [0 NO 8. Basic life support and emergency management.

O YES [0 NO 8. Does the program include clinical experience in managing compromised airways?
[OYES [0 NO  10. Does the program provide training or experience in managing moderate sedation in pediatric patients?
[JYES [0 NO 11, Does the program provide training or experience in managing moderate sedation in ASA category 3 or 4 patients?

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

SECTION 6 — MODERATE SEDATION EXPERIENCE

[OYES [0 NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state?
If yes, specify state(s) and permit number(s):
(O YES [J NO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice?

O YES [0 NO C. Have you ever had any patient mortality or other incident that resulted in the temporary or permanent physical or mental
injury requiring hospitalization of the patient during, or as a resuit of, your use of antianxiety premedication, nitrous
oxide inhalation analgesia, moderate sedation or deep sedation/general anesthesia?

O YES [0 NO D. Do you plan to use moderate sedation in pediatric patients?

[JYES [0 NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?

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

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

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




Name of Applicant Jordan Dudzinski Facility Address

SECTION 7 — AUXILIARY PERSONNEL

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

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

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

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

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

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

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

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

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

SECTION 8 ~ FACILITIES & EQUIPMENT

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

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

@ O 1. Anoperating 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?

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

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

&
O

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

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

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

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?

11, Endotracheal tubes?

12, Magill forceps?

13. Oral airways?

14, Stethoscope?

15. A blood pressure monitoring device?

16. A puilse oximeter?

17. Emergency drugs that are not expired?

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

19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurane)?
__6___ 20.Inthe space provided, list the number of nitrous oxide inhalation analgesia units in your facility.

OERENREEREE BNE B B X
BOOD0OO0OODOOO0OO0OO0O oo o oag

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




Healthcare
Provider
AMBER ALLISON

MARCH 201€

Omaha Fire Depanmé:n't

1516 Jackson St, Omaha
3331 Marketplace Dr CE

JOE ALLGIRE

ﬁeaHhcér
Provider

~ DENA WHITE

- MARCH 2016

TSy T e
= ‘T. =

Omaha Fire Department

1516 Jackson St. Omaha

3331 Marketplace Dr . CB

JOE ALLGIRE

rﬁeéuﬁcaré
Provider

AMANDA HOLUB

MnRCH 2016

QOmaha Fire Depanment

1516 Jackson St. Omaha

3331 Markelplace Dr CB

JOE ALLGIRE

- W g eress A
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Healthc are American < Vi Omaha Fire Depantmen

Heart

DrOVIder 14 Association.

1516 Jackson St, Omaha

RAINA McAULIFFE i 3331 Marketpiace Dr . CB

ey o S i e A JOE ALLGIRE e
03-12-14 _ MARCH 2016 sratin

Hea|thca[’e Amerncan '-'I' ‘f N N
Heart

P r O V l d e r Association.

Omanha Fire Deparlméfu

1516 Jackson St, Omana

__ HEATHER PEPPERS " 3331 Marketpiace Dr., CB

G Sy Heut T JOE ALLGIRE .
03-12-14 .. MARCH 2016 sy

H e I t h r Amerncan I A WCios
a C a € Heart S Omaha Fire Depanment

p r O \‘J, I d e r ASSOCIanon.
1516 Jackson St. Omaha

BECKY PE!TTY 3331 Markelplace Dr., CB
it oyt il i JOE ALLGIRE |
03-12-14 MARCH 2016




i Cmaha Fire Depantment
1515 Jackson St. Omaha
KENT E N E. DD Marketnlace C

JOE ALLGIRE

03-12-14 MARCMH 2016

COmaha Fire Department

6 Jackson 3t Omaha

JORDAN P DUDZINSK]

4 : ~ -~
Varketplace D b

,__
O
—
L

Us-12-14 MARCH

aill | Jmana Fire Depanmem

216 Jackson st Omana

BERNARD P DUDZINSKI DDS 331 Marketplace Dr




-~

| _
Healthcare
BRrrsyi Ao Heart
—TOVIAe]

Association

Amenca

Omaha Fure Depanment

516 Jackson St, Omaha
MERCEDES SHIRE

331 Marketplace Dr., CE
OF
JC
03-12-14

DE ALLGIRE
MARCH 201¢

&V 10

Jmaha Fire Departiment

1216 Jackson

S, Omaha

1 pa tolace Dir ™ e
3 viarketplace Or. CB
JOE ALLGIRE
03-12-14

Fire Depanment

b Jackson St
e

Omaha
LS

MARIBEL CAUDILLO |

[ &
&
ro
.

AR iy
ViR dU 0




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

YES NO

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

2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? 0O ®

3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to O 4]
practice dentistry with reasonable skill and safety?

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

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

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

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

Ta. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that
time the voluntary surrender of license was tendered?

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

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

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

0 O O of ojo|joja| o
B B B B BE8E8 8

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

SECTION 10 - AFFIDAVIT OF APPLICANT

STATE: == COUNTY: .,

LO\J\J’A’ H‘HL‘\\A.L«H(]\M‘{

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

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

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

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

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

I understand that based on evalualion of credentials, facililies, equlprnant parsonnal and es, the Board may place restrictions on the permit.
| further state that | have read the rules related to the use of omda inhélati ia, as described in 650 lowe Administrative
Code Chapter 29. | nereby agree to abide by the laws 'ni and moderate sedation in the state of lowa.

MUST BE SIGNED IN SIGNA
PRESENCE OF NOTARY »

NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS /& DAYOF . -/ .YEAR >p/C

GENERAL NOTARY - Statte of Nebraska
WARREN A YOUNG

NOTARY PUBLIC SIGNATURE
; L

My Comm. Exp. October 26, 2016 || NOTARY PUBLIC NAME

ED OR PRINTED) MY COMMISSION EXPIRES:

/ﬂdér}'}:‘g,/% \/ﬁo'f‘-':'/cz /ﬁ/&//é




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

http://www.dentalboard.iowa.qov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING
IN A CONTINUING EDUCATION PROGRAM

SECTION 1 - APPLICANT INFORMATION

Instructions - Use this form if you obtained your training in moderate sedation from another program that must be approved by the Board (i.e. you did
NOT obtain your training in moderate sedation while in a postgraduate residency program). Complete Section 1 and mail this form to the Program
Director for verification of your having successfully completed this training.

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

MAILING ADDRESS:
3331 Marketplace Drive
CITY: STATE: ZIP CODE: PHONE:
Council Bluffs 1A 51501 712-366-7077

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

APPLICANT'S SIGNATURE: DATE:

SECTION 2 - TO BE COMPLETED BY TRAINING PROGRAM DIRECTOR

NAME OF PROGRAM DIRECTOR:

NAME AND LOCATION OF PROGRAM: PHONE:

FAX: E-MAIL: WEB ADDRESS:

DATES APPLICANT FROM (MO/DAY/YR): TO (MO/DAY/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » COMPLETED:

Oves O NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAM?

Ovyes O NO 2. DOES THE PROGRAM COMPLY WITH THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN
CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

COvyes O No 3. DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

O yes [0 NO 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE FOR PARTICIPANTS TO SUCCESSFULLY MANAGE
MODERATE SEDATION IN AT LEAST TWENTY (20) PATIENTS?

AS PART OF THE CURRICULUM, ARE THE FOLLOWING CONCEPTS AND PROCEDURES TAUGHT:
[OYES [0 NO 5.  PHYSICAL EVALUATION;
O YEs [0 NO 6.  IVSEDATION;
[OYES O NO 7.  AIRWAY MANAGEMENT;
[OYES [J NO B.  MONITORING; AND
[OYES [J NO 5.  BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT,

| further certify that the above named applicant has demonstrated competency in airway management and moderate sedation.

PROGRAM DIRECTOR SIGNATURE: DATE:




From: “Braness, Christel [IDB]" <Christel. Braness@iowa.gov>-F
S, Appii far A Permit

April 25, 2014 11:31:50 AM COT
Bernile Dudzinski <bdudzy@cox net>

dtoc lete the d

RECEIVEDL
MAY 09 2013
|OWA DENTAL BOARD

2 Attachments. 1.4 MB

After reviewing your application for mod di permit, the following items will need to be submi

with your

d by self-study alone are not acceptable.

1. Application fee - $500.00 made payable to the lowa Dental Board. Please forward a check or money order to the Board office with a copy of this email.
2. Complete the highlighted portions of the attached copy of the application and return to this office,
3. Proof of current certification in ACLS. Certification course must include a “hand [ , which were
4. Verification of Moderate Sed: Training { education course).
Upon receipt of these items, your application will be forwarded to the A hesia Credentials C for review.
Let me know if you have any other questions.
Christel Braness, Program Planner
lowa Dental Board | 400 SW 8th 5t., Suite D | Des Moines, |1A 50309
Phane: 515-242-6369 | Fax: 515-281-7969 | www.dentalboard.iowa.gov
CONFIDENTIAL NOTICE: This email and the panying this electronic may contain I information

you.

IOWA DENTAL BOARD
400 5.W. 8™ Stroot, Suite D, Des Moines, lowa $0309-4687
Phone (515) 281-5157 Fax (515) 281-T968
hitp:iiwww, dentalboard jowa.goy

PLEASE TYPE OR PRINT LEGILY B4 INK.

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING
IN A CONTINUING EDUCATION PROGRAM

SECTION 1~ APPLICANT INFORMATION

Jom P oo i s o =] e
HOT ol your ¥ program) tang
S vl oue e

NAME (First Middle, Last. Sufl. FoemerMaiteni:

oy e Boad fl  you 03

oy | STATE: I TP CoDE: lnﬂﬁ_

T o admrster Town, s iowa Lot

Vmng progren r
i o iy Firation, Lincratie o Cherwebe. ety 1o he ko Lt Board af the aESS aoove

APPLICANT'S SIGNATURE: DATE:

SECTION 7 - TO BE COMPLETED BY TRAINING PROGRAM DIRECTOR
NAME OF PROGRAM DIRECTOR;

HAME AT LOCATION OF PROGRAM: ‘rﬁm

Pn: [ Eman:
FIRCM (MODAYATR:

| wem appress:
TO MODAYYRY:

\TES APPLICANT
mﬂ\:nmumm
O ves [0 wo 1.

ot

Do THE APPLICANT SATISFACTORLY COMPLETE THE ABOVE TRAINING PROGRAMT

Oves O wo 2 DOESTHE ¥ WITH FoR
CONTROL AMD SEDATION TO DENTISTS OR DENTAL STUDENTST

Oves O wo 3. DOES THE LEAST S1KTY DHDAST ?

CI¥ES [J %0 4. DOES THE PROGRAM INCLUOE CLIMICAL EXPERIENCE FOR MANAGE
MODERATE SEDATION M AT LEAST TWENTY (20] PATIENTS?
A8 PART OF g TAUGHT:

CIYES (I MO 5. PHYSICAL EVALUATION:

COves [ w0 8. IV SEDATION;

CIvEs I WO 7. ASTWAY MANAGEMENT;

CIVES [] 0 & MOMTORING: AND

Cves O wo e

|wmm~mwmmmmhmmmmm
PROGRAM DIRECTOR SHGNATURE-

1ging to the sender, which is legally privileged. If 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 slectronic infarmation is strictly prohibited. If you have recelved this emall in error, please notify the sender and delete all copies of the emall and all attachments. Thank

erwﬂ‘{)
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Phone (515) 281

http://www.dentalboard.iowa.qgov

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

-5157 Fax (515) 281-7969

S5

Uptakd Aeplicafion

APPLICATION FOR MODERATE SEDATION PERMIT

l SECTION 1 — APPLICANT INFORMATION
lnstmctlons - Please read the accompanying instru ctions pnor to cu

npiphng Ihl.s form. Answer each question. If not applacabde mark “NAT

. Full Legal Name: {Last, First, Middle, Suffix)
Dudzinski, Jordan, Paul

' Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:
' jdudzy@gma .com ._
Home Address: City: T State: Zip: | Home Phone: i
12433 Read Street Omaha NE 6346 6§14 7 |402-981-2162
License Number: Issue Date: Expiration Date: Type of Practice:
08996 General Practice
SECT!ON 2- LOCATION{S} IN IOWA WHERE MODERATE SEDAT!ON SERVICES ARE PROVIDED
Principal Office Address: ] City: le | Phone: Office Hours/Days:
3331 Marketplace Drive ' Council Bluffs 5}’{3 S750) | 712:366-7077 | 7-4 MTWR 7-12F |
Other Office Address: ‘ City: Zip: | " Phone: Office Hours/Days:
Othe'l-"Ofﬁce Address: \ Citj ...... Zip: s Phor;e: . ' Ofﬁce.l-lours.‘Daysh: :
SN S Tl o ,
Other Office Address: ' City: | Zip: " Phone: Office Hours/Days: |
|
_Othe; Office At_i-af-t!ssz T o City: - B rZi[; W Phonu_ o H B;f-ice H.o-u;s.*bays.:- -
— I - erel — J - _..__..1
SECTION 3 - BASIS FOR APPLICATION
= = : st
! Check each box to indicate the type of training you have completed. cfggf:l:d. ‘ DATE(S):
o |

[

ADA-accredlted Resu:lency Program that includes modera

You must have trdlmng in madarale sedation AND one Of the folluwmr
l Formal training in airway management; OR

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Control and Sedation to Dentists of at Ieasl 60 hours and 20 patlent expenences

Moderate sedation experlence at graduate level, approved by the Board

e e |

Completed

te sadatlon training

Completed

Completed

]:I Completed

‘Name of Course:

ECOnsmous Sadatmn Consultin
| Date of Course: /é /

SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACL (ACLS) CERTIFICATION

b | Lic. # Sg:nl to A(,C

5 i Permit # | Approved by ACC: —

% | Issue Date: ! Temp#
| |BdApproves: _T1 - Issue Date:

| Location:
A Philadelphia, PA
" "Date Certification Expires:

7—5'/é =

Impect.on 6\291\ A [Fe
B _'.___._ e e __4
____ Inspection Fee P_d . ACLS J
asA 3147 NO Form A/B ™ =
~ Tewaer N0 [ reercun |




Braness, Christel [IDB]

From: Jordan Dudzinski <jdudzy@gmail.com>

Sent: Tuesday, May 06, 2014 8:28 PM

To: Braness, Christel [IDB]

Subject: Fwd: Application for Moderate Sedation Permit

Christel,
| found one more correction on my application. Page 1 where we were to check boxes. | forgot to include dates of
tion. They are, going down the column: 5/4/14,@ 5/4/14, 4/25/14, blank.

Please let me know if you need further information,

Jordan Dudzinski

Begin forwarded message:

From: Jordan Dudzinski <jdudzy@gmail.com>

Date: May 6, 2014 at 7:32:42 PM CDT

To: "Braness, Christel [IDB]" <Christel.Braness@iowa.gov>
Subject: Re: Application for Moderate Sedation Permit

Christel,
Also | forgot to provide details on the bottom of page two in the scanned document | 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, 2014, at 11:18 AM, "Braness, Christel [IDB]" <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:

1. Complete the highlighted portions of the attached copy of the application and
return to this office.

2. 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.

3. 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




Name of Applicant Jordan Dudzinski

[ SECTION 5 - MODERATE SEDATION TRAINING INFORMATION

Type of Program:

D Poslgraduate Residency Program Continuing Education Proram D Other Board-approved program, specify:

" Name of Training Program: | Address: R [ city: } | State:
Conscious Sedation Consulting ! 79 Hubbl2 Drive | O'Fallon j MO
Type of Experience: - T )
IV Sedation

| Length of Training: /(z()’_(b«u {/ L/,Aj ) ;/‘/ /// IDate[!I}ComPMe-d 5, / 4 // A/

“Number of Patient Contact Hours: | Total Number of §upemsud

Sedation Cases:

X YES [ NO 1.Did you satlsfactorlly complele the above training program"

Xl YES [ NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?

YES [J NO 3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
- X YES [] NO 4. Physical evaluation;

X YES [J NO 5. IV sedation;

X YES [0 NO 6. Airway management;

] YES [0 NO 7. Monitoring; and

K YES [0 NO 8. Basic life support and emergency management.

(X1 YES [0 NO 9. Does the program include clinical experience in managing compromised airways?
[JYES [X NO 10. Does the program provide training or experience in managing moderate sedation in pediatric patients?

O YEs [XI NO 11. Does the program provide training or experienco in managing moderate sedation in ASA category 3 or 4 patients?

F‘Iease attach the appropnate form to \.rsn-y your moderale sedatlon training. Applicants who received their training in a postgraduate resmlency program
must have their postgraduate program director complete Farm A. In zddition, attach a copy of your certificate of completion of the postgraduate
program. Applicants who received their training in a formal moderate sedation conlinuing education program must have the program director complete
Form B.

| SECTION 6 - MODERATE SEDATION EXPERIENCE

(O YES ] NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state?

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

[X] YES [J NO B. Do you consider yourself engaged in the usc of moderate sedation in your professional practice?

| [JYES [X] NO C.Have you ever had any patient mortality or other incident that resulted in the temporary or permanent physical or mental

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

O YES [X] NO D. Do you plan to use moderate sedation in pediatric patients?

i [0 YES [X] NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?

i [JYES & NO F.Do you plan to engage in enteral moderate scdation?

X vyes O NO G. Do you pian to engage in parenteral moderate sedallon?

i -— ettt

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

cee el daded &bl




Braness, Christel [IDB]

e =
From: Jordan Dudzinski <jdudzy@gmail.com>
Sent: Tuesday, May 06, 2014 7:33 PM
To: Braness, Christel [IDB]
Subject: Re: Application for Moderate Sedation Permit
Christel,
Also | forgot to provide details on the bottom of page two in the scanned document | sent to you.
e

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, 2014, at 11:18 AM, "Braness, Christel [IDB]" <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:

1. Complete the highlighted portions of the attached copy of the application and return to this
office.

2. 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.

3. 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 Dental Board | 400 SW 8th St., Suite D | Des Moines, 1A 50309
Phone: 515-242-6369 | Fax: 515-281-7969 | www.dentalboard.iowa.gov

CONFIDENTIAL NOTICE: This email and the documents accompanying this electronic transmission may contain confidential
information belonging to the sender, which is legally privileged. If 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. If 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. If 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. If 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.

<MS_TrainingVerif ConEd.pdf>
<Dudzinski] MS App.pdf>




Name of Applicant Jordan Dudzinski Facility Address 3}?/ /&’Ji/yﬂa é" C'i,

SECTION 7 - AUXILIARY PERS(_)_N_EE_L - L _ ) __95‘&
A dentist administering moderate sedation in lowa must document ard ensure that all auxiliary personnel have cerlification in basic life support (BLS) |
and are capable of administering basic life support. Please list below the name(s), licenselregistration number, and BLS cedification status of all f
auxiliary personnel. ) o
“Name: o L (_\/DA License/ (DA (0, 66_._1.—_ “BLS Certification ‘ Date BLS Certification
/ - Registration #: Date: Expires: . /
rﬂ?ﬁm«é;_ﬂ 1re ROB | “*"iag0Aod1s /1T =™ 2 /12 /14
Name: Q DA Iﬁicensef - { gLS Certification | 231&: ELS Certification
. Registration #: ate: ) xpires:
&z, WeNSON . (AGRDALOW | S }2// o | ______j 12/tL |
Nam ’2‘&2 License/ | gLS Certification, A} Eatg BLS Certificatfon
i Registration #: ate: xpires: .
| dike] ™R 00n owae |0 _//7/)_” | {A%'ZM —
! Name: e “MLQM | License/ A QD'EL 0 BLS Ceftificatio | Eate BLS Ce! }c on
! _ | Registraign #: B . | Date: / | Expires: Z
feihev evsl = T eoaceal ™ 3/2/1 4 YL/
Name: 0 License/ | BLS Certificafion DatT BLS Certificdtion
A Registration #: Date: Expires: .
_.._zg_t_gé( i Zt:}: _El_ﬂ _J"_)mchnn N o Jz/ /4 _ .57// 2/l
Name: )/ License! J BLS c:g% icatio ; Datai BLS Ceftificatidn
\ Registration #: ? Date: / { | Expires:
' Deae (b 1. ROH A TpHoxtip ™ Y/ /1 ® 12/1 &
| Name: License/ BLS Certificatioh Date BLS Certificatidn
' 0 Registration #: Date: | - Expires:
- Amende folwo 2oB e iaRpyodzeo | M s liz )i | 212 1, -
i‘ Name: License/ BLS Certification Date BLS Certification
; T i Regi ion #: . Date: Expires:
V_“m T’l‘}lﬂﬁu l [QDA egistration |AQDIOQQ—O@_ fe th—_ “XPII'BS 1‘_‘_'1‘J(

SECTION 8 - FACI\I'.’.I'_!_'!I'::S & EQUIPDIEI;li'_

Each facility in which you perform moderale sedation must be propert. equipped, Copy this page and complete for each facility, You may apply for a
waiver of any of these provisions, The Board may grant the waiver if i determines there Is & reasonable basis for the waiver.

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

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

|

|

[

i X O 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?
O 3. A lighting system that is adequate to permit evaluation of the patient’s skin and mucosal color and a backup lighting system
:’:it :: :attery powered and of sufficient intensity to permit completion of any operation underway at the time of general power
X O 4. suction equipment that permits aspiration of the oral and pharyngeal cavities and a backup suction device?
X O 5 Anoxygen delivery system with adequate full facc masks and appropriate connectors that is capable of delivering oxygen to
the patient under positive pressure, together with an adequate backup system?
X O s.A recovery area that has available oxygen, adequiite lighting, suction, and electrical outlets? (The recovery area can be the
operating room.)
[0  7.1s the patient able to be observed by a member of the staff at all times during the recovery period?
X [0 8. Anesthesia or analgesia systems coded to prevent accidental administration of the wrong gas and equipped with a fail safe
mechanism?
I B O 9. EKG monitor?
| X [0  10. Laryngoscope and blades?
i [0  11.Endotracheal tubes?
I O 12 Magill forceps?
X O  13. Oral airways?
X [0  14. Stethoscope?
X O 15. Ablood pressure monitoring device?
X [0  16. A pulse oximeter?
X [0  17. Emergency drugs that are not expired?
X 5| 18. A defibrillator (an automated defi brillator is recommended)?
| O 19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurane)?
l 5] 20. In the space provided, list the number of nitrous oxide inhalation analgesia units in your facility.

 COPY FORM AND SUBMIT FOR EACH FACILITY. - 3




:DAdvance CE

Career Education

Course Completion Statement

This notice confirms that Jordan Dudzinski

has successfully completed the program requirements for the following American Heart Association training course:(Circle One).

ACLS

The course was administrated by Advance CE LLC on:

April 25,2014

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 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

Authorized Provider
b CPR and 1OC Coae o

————————— i

. -
Amenican Hean
Nssogution-

Director of ECC training programs for
Advance CE, LLC

Email: shalaway(@advancece.com




RECEIVEL;
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lowa Dental Board May 6, 2014
400 SW 8th St. Suite D
Des Moines, IA 50309-4686

Dear Board Members,

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 The
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 11 - 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. In addition, a hands on skills lab in airway
management was completed utilizing simulation with multiple airway devices including advanced airway
devices.

If 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
randy@sedationconsulting.com




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

PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING
IN A CONTINUING EDUCATION PROGRAM

SECTION 1 - APPLICANT INFORMATION

Instructions — Use this form if you obtained your training in moderate sedation from another program that must be approved by the Board (i.e. you did
NOT obtain your training in moderate sedation while in a postgraduate residency program). Complete Section 1 and mail this form to the Program
Director for verification of your having successfully completed this training.

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

ToRpaNS FHu POz )

MAILING ADDRESS: _
353/ NACKET PLAE PRIVE
CITY: STATE: 2ZIP CODE: PHONE:
ComLls 3LVEFS ZA 5750/ 7/2-566- 22 7

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

APP%% ) DATE: j—'/ 5// y

SECHON2 - TO BE COMPLETED BY TRAINING PROGRAM DIRECTOR

=

ME OF PROGRAM ECTOR:
NEW 0\/ ‘p:‘“i e

&

NAME AND LOCATION OF PROGRAM: B \ PHONE:
N Pu\.lqda/goh\a, A
% §(9c)(}“\/’ l lain  [Tegfan Lor DM"S/‘j ZOF-SE ~ A4
FAX: EMAL: WEB ADDRESS:
DATES APPLICANT FROM (MO/DAY/YR): TO (MO/DAYIYRY): DATE PROGRAM
PARTICIPATED IN PROGRAM » COMPLETED:

G’és O No 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAM?

m ES [J NO 2. DOES THE PROGRAM COMPLY WITH THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN
CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

[Z’{ES [ No 3. DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

E’{ES [ NO 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE FOR PARTICIPANTS TO SUCCESSFULLY MANAGE
MODERATE SEDATION IN AT LEAST TWENTY (20) PATIENTS?

AS PART OF THE CURRICULUM, ARE THE FOLLOWING CONCEPTS AND PROCEDURES TAUGHT:
zﬁs I NO 5.  PHYSICAL EVALUATION;
Bj S [J NO 6. IV SEDATION;
[zés NO 7. AIRWAY MANAGEMENT;
[ZYES [ NO 8.  MONITORING; AND
ES (] NO 9.  BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT.

If no to any of above, please attach a detailed explanation.

| further certify that the above named applicant has demonstrated competency in airway management and moderate sedation.

DATE:
b-’/(" /Z o /‘7(
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KENT E McARDLE, DDS
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03-12-14

Trus carg cuntains unigjue secunt,

This carg conlaing umigue secuniy feaiures »

Brogntnes (WIPHR e

He

JORDAN P DUDZINSKI, DDS

- Ummiprieted !

rovilens ICPR ang AET

03-12-14

alt

fa coniames

thcar
Provider

BERNARD P DUDZINSKI, DDS

ICub S ety !

H ea l;th care - Amencan
Provider

e

Hea[:thcal’e ~. American
Provider

- ' Heart g g Omaha Fire Department
17 Association

1516 Jackson St, Omaha

3331 Markelplace Dr., CB
i el JOE ALLGIRE " "

LS 1o Hogithigars

MARCH 2016

featutes 14 |

Omanha Fire Department *

% By Heart
. Association
1516 Jackson St, Omaha

3331 Marketplace Dr., CB

Yl Ma

R A el gy JOE ALLGIRE

~ MARCH 2016

-, American ok Omaha Fire Department:
¥ Heart B
© Assaciatan : 1516 Jackson St, Omaha

3331 Marketplace Dr., CB

O 1 i JOE ALLGIRE

03-12-14

MARCH 2016




He
Pro

althcare .7, american

Heart
Association.

vider

RAINA McAULIFFE
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Braness, Christel [IDB]

= e
From: Jordan Dudzinski <jdudzy@gmail.com>
Sent: Tuesday, May 06, 2014 12:11 PM
To: lowa Dental Board [IDB]
Subject: Fwd: Jordan Dudzinski - Application Update
Attachments: scan05062014_0013.pdf

—————————— Forwarded message ----------

From: Jordan Dudzinski <jdudzy@gmail.com>

Date: Tue, May 6, 2014 at 12:01 PM

Subject: Jordan Dudzinski - Application Update

To: "Braness, Christel [IDB]" <Christel. Braness@iowa.gov>

Christel,

Here is the application that I just updated. The instructor, Randy Pigg, should be sending in the forms soon. My
father, Dr. Bernard Dudzinski, is sending in his application fee and changes today or tomorrow.

Thank you for speaking with me today-- I appreciate your help and efforts to expedite this process. Obviously,
after investing in and completing this course, and seeing the day to day needs of my 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 Dudzinski



IOWA DENTAL BOARD

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4681)\/\//\

Phone (515) 281-5157 Fax (515) 281-7969
http://www.dentalboard.iowa.gov
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APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 - APPLICANT INFORMATION

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

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

Dudzinski, Jordan, Paul

Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail:
jdudzy@gmail.com
Home Address: City: State: Zip: Home Phone:
12433 Read Street Omaha NE 68118 402-981-2182
License Number: Issue Date: Expiration Date: Type of Practice:
08996 5/29/13 8/31/14 General Practice Dental
SECTION 2 -~ LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED
Principal Office Address: City: Zip: Phone: Office Hours/Days:
3331 Marketplace Drive Council Bluffs 55123 712-366-7077 7-4 MTWR 7-12 F
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 -~ BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed. c:;:f:t;r d. DATE(S):
Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain [ Completed
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences P
ADA-accredited Residency Program that includes moderate sedation training ] completed
You must have training in moderate sedation AND one of the following:
Formal training in airway management; OR [] completed
Moderate sedation experience at graduate level, approved by the Board [C] completed

SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course:

Conscious Sedation Consulting

Location:
Philadelphia, PA

Date of Course:
4/11/14-5/4/14

Date Certification Expires:

. Lic. # Sent to ACC: Inspection Fee

3 Permit # Approved by ACC: Inspection Fee Pd: ACLS

g Issue Date: Temp # ASA 3/47 Form A/B
Brd Approved: T. Issue Date: Pediatric? Peer Eval




Name of Applicant Jordan Dudzinski

SECTION 5 - MODERATE SEDATION TRAINING INFORMATION
Type of Program:

E] Postgraduate Residency Program Continuing Education Program I____l Other Board-approved program, specify:

Name of Training Program: Address: City: State:
Conscious Sedation Consulting 79 Hubble Drive O'Fallon MO
Type of Experience:
IV Sedation
Length of Training: Date(s) Completed:
Number of Patient Contact Hours: Total Number of Supervised
Sedation Cases:

[ YES [0 NO 1. Did you satisfactorily complete the above training program?
[JYES [J NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?

O YES [0 NO 3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
O YES [J NO 4. Physical evaluation;
O Yes O NO 5.V sedation;
[JYES [0 NO 6. Airway management;
[JYES [0 NO 7.Monitoring; and
O YES [J NO 8. Basic life support and emergency management.

0 YES [0 NO 9. Does the program include clinical experience in managing compromised airways?
O YES [J NO 10. Does the program provide training or experience in managing moderate sedation in pediatric patients?

O YES [0 NO 11. Does the program provide training or experience in managing moderate sedation in ASA category 3 or 4 patients?

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

SECTION 6 = MODERATE SEDATION EXPERIENCE

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

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

O YES [J NO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice?

[JYES [0 NO C. Have you ever had any patient mortality or other incident that resulted in the temporary or permanent physical or mental
injury requiring hospitalization of the patient during, or as a result of, your use of antianxiety premedication, nitrous
oxide inhalation analgesia, moderate sedation or deep sedation/general anesthesia?

[OJYES [0 NO D.Do you plan to use moderate sedation in pediatric patients?
[OYES [0 NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?
[OJYES [0 NO F. Do you plan to engage in enteral moderate sedation?

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

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




Facility Address_3337/. /)Ztrf(e,);o/t-m % C/)i Z/ /52

Name of Applicant Jordan Dudzinski
SECTION 7 = AUXILIARY PERSONNEL
A dentist administering moderate sedation in lowa must document and ensure that all auxiliary personnel have certification in basic life support (BLS)

and are capable of administering basic life support. Please list below the name(s), license/registration number, and BLS certification status of all
auxiliary personnel.

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

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

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

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

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

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

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

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

SECTION 8 - FACILITIES & EQUIPMENT

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

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

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

1X] [0 2. An operating table or chair that permits the patient to be positioned so the operating team can maintain the airway, quickly
alter the patient position in an emergency, and provide a firm platform for the management of cardiopulmonary resuscitation?

X [0 3. Alighting system that is adequate to permit evaluation of the patient's skin and mucosal color and a backup lighting system
that is battery powered and of sufficient intensity to permit completion of any operation underway at the time of general power
failure?

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

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

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

X [0  7.1s the patient able to be observed by a member of the staff at all times during the recovery period?

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

[0 9. EKG monitor?

X O  10.Laryngoscope and blades?

X O  11.Endotracheal tubes?

O  12. Magill forceps?

O  13. Oral airways?

K O 14. Stethoscope?

Xl [0 15. Ablood pressure monitoring device?

X O 16. A pulse oximeter?

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

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

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

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

COPY FORM AND SUBMIT FOR EACH FACILITY, 3




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

YES NO

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

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

O
=

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

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

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

=

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

54

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

7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that
time the voluntary surrender of license was tendered?

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

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

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

O O O g ooojo)| o

H R H H K

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

SECTION 10 - AFFIDAVIT OF APPLICANT

STATE: e COUNTY:

1OV PotTAWATTAMNE

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

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

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

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

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

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

I further state that | have read the rules related to the use of sedation and nitrous oxide inhalation analgesia, as described in 650 lowa Administrative
Code Chapter 29. | hereby agree to abide by the laws and rﬂlﬁyg;aining to the practice of dentistry and moderate sedation in the state of lowa.

PRESENCE OF NOTARY »

MUST BE SIGNED IN | SIGNA WW
M — —

=
— — '—'/-r
NOTARY SEAL SUBSCRIBEB'AND SWORN BEFORE ME, THIS gﬂfﬂnm OFFemwiﬂ/ .YEAR 7 () )1—{
’ /

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

| GENERAL NOTARY - State of Nebraska /'( PUBLIC SIGNATURE
% i o O 55 207 (M N ) L LA

Rayn Berzywan | )¢k 25,2017




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

http://www.dentalboard.iowa.qov
PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING
IN A CONTINUING EDUCATION PROGRAM

SECTION 1 - APPLICANT INFORMATION

Instructions - Use this form if you obtained your training in moderate sedation from another program that must be approved by the Board (i.e. you did
NOT obtain your training in moderate sedation while in a postgraduate residency program). Complete Section 1 and mail this form to the Program
Director for verification of your having successfully completed this training.

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

MAILING ADDRESS:
3331 Marketplace Drive
CITY: STATE: ZIP CODE: PHONE:
Council Bluffs 1A 55123 712-366-7077

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

APPLICANT’S slGNATU@f’_ DATE:
o = Z/27//4
SEETION-Z- TO BE COMPLETED BY TRAINING PROGRAM DIRECTOR
’NAME OF PROGRAM DIRECTOR:
NAME AND LOCATION OF PROGRAM: PHONE:
FAX: E-MAIL: WEB ADDRESS:
DATES APPLICANT FROM (MO/DAY/YR): TO (MO/DAY/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » COMPLETED:

[JYES [J NO 1.

O YEs O NO 2.

CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

[OJYeEs [ NO 3.

O YES [ NO 4.

MODERATE SEDATION IN AT LEAST TWENTY (20) PATIENTS?

DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAM?

DOES THE PROGRAM COMPLY WITH THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN

DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE FOR PARTICIPANTS TO SUCCESSFULLY MANAGE

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

O YEs [0 NO 5.
O Yes O NoO &.
(O YeEs [J NO 7.
O vyes [ NoO 8.
[JYES O NO 9.

PHYSICAL EVALUATION;
IV SEDATION;

AIRWAY MANAGEMENT;
MONITORING; AND

If no to any of above, please a h a detailed explanation.

BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT.

| further certify that the above named applicant has demonstrated competency in airway management and moderate sedation.

PROGRAM DIRECTOR SIGNATURE:

DATE:
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RECEIVED

IOWA DENTAL BOARD

Phone (515) 281-5157 Fax (515) 281-7969

http://www.dentalboard.iowa.gov

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687 APR 95 2014

IOWA DENTAL BOARD

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 - APPLICANT INFORMATION

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

Fupogal Name: (Last, First, Middle, Suffix)

Aathony

cudent ., Dhan

Other Names Used: (e.g. Maiden) Home E-mail: z ) Work E-mail:
bpcudeat@ otmaif, coom  \intop pofech dontal. tom
Home Address: h City: State: _ Zip: Home Phone:
%030 !34‘" Iﬂ-v,gn vl 0)‘/\«2 é/)[oﬁ 39 - 335- L5 ]
License Number: Issue Date: Expjration ate: Type of Practice:

08990

&-9-2013

¥/3/ /2014

9wl

Priacre.

SECTION 2 - LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED

Principal Office Address: City: Zip: Phone: 5,&? Office Hours/Days:
bbb Lovis BLVD. Dbz iz :’7’2 0 _|se3- 2 utim7 71, E 5

Other Office Address: City: V p: Phone: Office Hours/Days:
[63/ Mippue of He [itis Moline Q/Jés 309 o008 M- F 7-6

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

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

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

SECTION 3 - BASIS FOR APPLICATION

Check each box to indicate the type of training you have completed. c:r:;f:t:i DATE(S):

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain [X Completed g 5-/ 72010

Control and Sedation to Dentists of at least 60 hours and 20 patient experiences Ll s

ADA-accredited Residency Program that includes moderate sedation training Completed e 5,200

You must have training in moderate sedation AND one of the following:

Formal training in airway management; OR [ completed | S 55,2010

Moderate sedation experience at graduate level, approved by the Board [] completed

SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION

Name of Course: Location:

Ad\/zmct’c’ (.A féemﬂdf,u‘r;:( {"Le g\-&_#vo'—l' &MC‘ LI /Jnf D(-L\.L'Q.m pact (.lﬂ

Date of Course: Date Certification Expires: /

Qi |203 Foby. 0/5
Lic. # m 0(60\010 Sent to ACC: Inspection &J\ﬁr Feef= 4310 4500
% Permit # Approved by ACC: Inspection Fee Pd: N\A— ACLS v
g Issue Date: Temp# WN\P ASA 3/47 O Form A/B
Brd Approved: T. Issue Date: N W Pediatric? \\W Peer Eval

‘rf‘/:)'.ﬂ S

2 jo\ﬂwg preaous\q-inspecte e .-I—V\




@ L ]
Name of Applicant gr”fma / /guc{en‘/'

SECTION § - MODERATE SEDATION TRAINING INFORMATION

Type of Program:

J Postgraduate Residency Program m Continuing Education Program [J other Board-approved program, specify:

*\a/

Name of Training Program: Address: City: : s;ate:
Umqus H’) dl’ ()Lw,» fo Kt o I{‘épf.g,/ SL (N (A-nﬁ 5-‘!411 J:‘;.-l'"\ ID/e

Type of Eetpel‘lonca (

C)Fa:/ /n({/(r/uk’rf/:i/ /(‘?S!D:’,xﬂa (ours L TATUN T by fule - (Aka'Ll
Length of Training: / Date(s) Completed:
/0 Mcw#’{f\ il PR {9 Ze [D
Number of Patient Contact Hours: N Total Number of Supervised
+ / o0 Sedation Cases: 4/ 9

EYES [0 NO 1. Did you satisfactorily complete the above training program?
[EYES [0 NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?
CTYES [0 NO 3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
ETYES [0 NO 4. Physical evaluation;
B YES [J NO 5. IV sedation;
FLYES [0 NO 6. Airway management;
[8-YES [0 NO 7. Monitoring; and
@A YES [J NO 8. Basic life support and emergency management.

B YES [0 NO 9. Does the program include clinical experience in managing compromised airways?
[CJ YES 7} NO  10. Does the program provide training or experience in managing moderate sedation in pediatric patients?
[®YES [0 NO 11. Does the program provide training or experience in managing moderate sedation in ASA category 3 or 4 patients?

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

SECTION 6 - MODERATE SEDATION EXPERIENCE

@ YES [J NO A Do you have a license, permit, or registration to perform moderate sedation in any other state?
If yes, specify state(s) and permit number(s): / 3 7 Ot_/.)ﬁ) ?O $
Dﬁ YES [J NO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice?

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

O YES Q{ NO D. Do you plan to use moderate sedation in pediatric patients?

] YES Ef‘ NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?

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

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

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

j:\}“ Buw&w }
TV- Fen Efu?\\]r; /
'I/ \f - \/»2 NN,

NH’(\’WS C’K;A-Q




Name of Applicant g{\f o /77 )ﬂﬁffi@ﬂ %

SECTION 7 - AUXILIARY PERSONNEL

Facility Address (ﬂ(ﬂé Zozm &,\//). DLA buzpu«.ﬂ,

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

Name: License/ BLS Certlﬁcallon Date BLS Certification
//t‘f(f’a_ 0/{{ ” Registration #:Q 11022 Date: 1‘1\ lL( Expires: ;\ ‘ t@
Name: { F N License/ BLS Certification Date BLS Certification
ﬂ?é’.qgm V Registration #: Q /0(/?5 Date: '1 \L Expires: 7’2' ‘ V)
Name: __.J = License/ BLS Cen%i tion Date BLS Cortificati
\Ia.m; /@ _{_{1 Registration #: Q / / < / / Date: T n / { Expires: 27} b,
Name: License/ BLS Certification Date BLS Certific: lir.7
-} Regi ion #: - Date: Expires:
Shephuuic Tades| ™% 3579 o J[)Y | = ] )}
Name: J - License/ . BLS Certification Date BLS Certification
‘Su e L ng )(’l-'—n Registration #: &‘9‘(’7 é// Date: 9\})"1’ Expires: 2”
N;m;; Ir.tlcelnse! —_— . gLS lCertlﬂcatIon gatt: BL.S Certification
Jonaga (hllecschaltz ™*=* 0437 > 2]/ = Al
Name: License/ BLS Certification Date BLS Certification

Registration #:

Date:

Expires:

Name:

License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

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

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

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

® O 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?

p [0 3. Alighting system that is adequate to permit evaluation of the patient's skin and mucosal color and a backup lighting system
::;L I:; ;)attery powered and of sufficient intensity to permit completion of any operation underway at the time of general power

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

ﬂ [ 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?

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

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

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

& O 9. EKG monitor?

& O  10. Laryngoscope and blades?

EI [0  11. Endotracheal tubes?

Q’ [0 12. Magill forceps?

i} [0  13. Oral airways?

B [0 14. Stethoscope?

IE O 15. A blood pressure monitoring device?

M| 0 16. A pulse oximeter?

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

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

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

/

20.

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

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




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

YES NO

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

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

BB

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

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

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

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

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

7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that
time the voluntary surrender of license was tendered?

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

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

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

O O O O oojo|jo)] o
® b A Rl orE|R| o

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

SECTION 10 - AFFIDAVIT OF APPLICANT

STATE: : COUNTY:

‘f//ﬂwxs KOLK%/&MC]

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

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

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

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

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

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

| further state that | have read the rules related to the use of sedation and nitrous oxide inhalation analgesia, as described in 650 lowa Administrative
Code Chapter 29. | hereby agree to abide by the laws and rules pertaining to Wmctioe dentistry and moderate sedation in the state of lowa.

MUST BE SIGNED IN SIGNATURE OF APPLICANT /
PRESENCE OF NOTARY » 4/

p -‘-_:‘-.WQQBSCNBED AND SWORN BEFGRE ME, THIS /é/‘”" DAY OF ﬁpm / , YEAR QO/Z/

5' OFFICIAL SEAL N TARY BLIC SIGNATURE { '
VANESSA HAYDEN-PORTER

} | NOTARY PUBLIC - STATE OF ILLINOIS 4 172007 /M[ 2 %{_

31 MYOOMMESS g '_Efjwl‘ﬂ“’ Ng ®TARY PUBLIC NAME (TYPED-OR PRINTED) MY COMMISSION EXPIRES:

Vanessh #psden- fhetee D)8yt

N




Heart

P l’ O V i d e r Association.

%r"‘icux \Pr uchR_r

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

_02/14/2013 ___February 2015

lesiia Nata Recommended Renewal Date




: LA = SUPPORY
Traini 2 oicn TCID
e ame GMC - Hlini Il 01821

Ef:o Silvis, IL 61282 308-281-5092

Course
Location Davenport

L'f:,‘,r:d °  Beth Cetanyan 05060081 5%%
Holder's oy A
Signature . /

© 2011 American Heart Association  Tampering with this card will alter its appearance. 90-1806
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HOME » EDUCATION & CAREERS » CURRENT AND FUTURE DENTAL STUDENTS » DENTAL EDUCATION: SCHOOLS & PROGRAMS » SEARCH DDS/DMD PROGRAMS

Search DDS/DMD Programs

Search DDS/DMD Programs

DDS/DMD Programs - U.S. Canadian Programs
Search Advanced Programs
Search Dental Assisting, Below is a listing of all accredited dental education programs in the United States. Graduates
Hygiene and Lab Technology receive either a DDS or DMD degree. Questions related to admission’s criteria and application
Programs process should be directed to the dental school. The information includes web and mailing address,
Accreditation Notices on-site evaluation years and current accreditation status.
Accreditation Status
Definitions

AL

University of Alabama School of Dentistry at UAB

1530 3rd Avenue S.

SDB 406

Birmingham 35294-0007

Dean: Dr. Michael S. Reddy

Phone: (205) 934-4720

Accreditation Status: Approval without Reporting Requirements
Next Accreditation Visit: 2014

Last Accreditation Visit: 2007

www,dental.uab.edu

AZ

Midwestern University College of Dental Medicine- Arizona

19555 North 59th Avenue

Glendale 85308

Dean: Dr. Russell O. Gilpatrick

Phone: 623.572.3800

Accreditation Status: Approval without Reporting Requirements

Next Accreditation Visit: 2019

Last Accreditation Visit: 2012
www.midwestern.edu/Programs_and_Admission/AZ_Dental_Medicine.html

AZ
A.T. 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
Next 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
http://www.ada.org/267.aspx M3
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Xiﬂ:h DDS/DMD Programs - American Dental Associatigas ADA.org
Ne reditation Visit: 2020 6

Last Accreditation Visit: 2013

www.dent.ohio-state.edu

oK

University of Oklahoma College of Dentistry

1201 N. Stonewall Avenue

Oklahoma City 73117

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
Next Accreditation Visit: 2016

Last Accreditation Visit: 2009

www.ohsu.edu/sod/admissions

PA

Temple University The Maurice H. Kornberg School of Dentistry

3223 North Broad Street

Philadelphia 19140

Dean: Dr. Amid I. Ismail

Phone: 215-707-2799

Accreditation Status: Approval without Reporting Requirements
Next Accreditation Visit: 2018

Last Accreditation Visit: 2011

www.temple.edu/dentistry

PA

University of Pennsylvania School of Dental Medicine
240 South 40th Street;

Robert Shattner Center

Philadelphia 19104-6030

Dean: Dr. Denis F. Kinane

Phone: (215) 898-1038

Accreditation Status: Approval without Reporting Requirements
Next 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 Visit: 2017

Last Accreditation Visit: 2010

www.dental.pitt.edu

PR
University of Puerto Rico School of Dental Medicine

10113




The Advanced Dental Tnplont ustitute
Tatum Shstitute-Fnternational.

Buerto Rico | England




IOWA DENTAL BOARD

400 S.W. 8" Street, Suite D, Des Moines, lowa 50309-4687 RECEIVED
Phone (515) 281-5157 Fax (515) 281-7969
10WA http://www.dentalboard.iowa.gov JUN 1 7 2014

PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM B: VERIFICATION OF MODERATE SEDATION TRAINING
IN A CONTINUING EDUCATION PROGRAM

SECTION 1 - APPLICANT INFORMATION

Instructions - Use this form if you obtained your training in moderate sedation from another program that must be approved by the Board (i.e. you did
NOT obtain your training in moderate sedation while in a postgraduate residency program). Complete Section 1 and mail this form to the Program
Director for verification of your having successfully completed this training.

NAME (First,Middle, Last, Suffix, Former?idenj:

AN Antheny fradent DD

MAILING ADDRESS: 4 ‘

bt Leeps BLVD .
CITY: STATE: ZIP CODE: PHONE:

le:)u\% AN T a 5400 SG3-552 -0)/7
To obtain a permit{o administer moderate sedation in ana, the lowa Dental Board requires that the applicant submit evidence of having completed an

approved postgraduate training program or other formal training program approved by the Board. The applicant’s signature below authorizes the
release of any information, favorable or otherwise, directly to the lowa Dental Board at the address above.

APPLICANT’S SIGNATURE: -~ /’ DATE:

/4 I16-14

SECTION 2 - TO BE COMPLETED BY TRAINING PROGRAM DIRECTOR

NAME OF PROGRAM DIRECTOR:

ol - 3 - f ."'I o y [ / /

_ﬁ' 3¢ & pa-"./‘j'i U 74 h;[]/\ 1(’/ _S(- -
NAME AND LOCATION OF PROGRAM: ' A 7 PHONE:
. Y = a ol e | - , .
E: ;™ I:)L\(:,.':‘(L? <l Maxicoumrse. Yrograh Al .-H«%’?E“-;“? 3
LA Lade r\‘L Si e e W .ll-‘v-\p !a V\‘L B—f”‘\ki’t r \ G—me'_\.;\;.r\{;ho: JO K
FAX: 7877-781~50 30 E-MAIL: /[ 1) by o 7@ nECS | WEB ADDRESS: iviviv: Thead ii - cidim
DATES APPLICANT FROM (MO/DAY/YR): 51 & ~|.( 4ot | TO (MO/DAY/YR): DATE PROGRAM
PARTICIPATED IN PROGRAM » |S0p 24, 2006 ] TN 5, 10\O COMPLETED: Jun¢ 4, 2010

Ll

B4 YES [ NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAM?

A YES [ NO 2. DOES THE PROGRAM COMPLY WITH THE AMERICAN DENTAL ASSOCIATION GUIDELINES FOR TEACHING PAIN
CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS?

D& YES [0 NO 3. DOES THE PROGRAM INCLUDE AT LEAST SIXTY (60) HOURS OF DIDACTIC TRAINING IN PAIN AND ANXIETY?

A YES [J NO 4. DOES THE PROGRAM INCLUDE CLINICAL EXPERIENCE FOR PARTICIPANTS TO SUCCESSFULLY MANAGE
MODERATE SEDATION IN AT LEAST TWENTY (20) PATIENTS?
AS PART OF THE CURRICULUM, ARE THE FOLLOWING CONCEPTS AND PROCEDURES TAUGHT:

BJYES [0 NO 5. PHYSICAL EVALUATION;

B4 YES [J NO 6. IV SEDATION;

X YES [ NO 7. AIRWAY MANAGEMENT;

B YES [J NO 8. MONITORING; AND

PAYES O NO 9, BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT.

(if no to any of above, please attach a detailed explanation.)

| further certify that the above named applicant has demonstrated competency in airway management and moderate sedation.

DIRECTOR ,SIGNATURE':'/" DATE: ) ‘

—OWA DENTAL BOARD




Course Venue |
« Anatomic sessions will take place in the facilities of
the School of Medicine of the University of Puerto

Rico, San Juan PR.

ADVANCED DENTAL IMPLANT

INSTITUTE

* Most Didactic Sessions will be held at the
conference room of The Advanced Dental Implant
Institute, San Juan PR.

* Live patients surgeries will be held at the Centro de
Reconstruccién Oral e Implantes, 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 $2,000 (due in or before
August 19, 2014) will secure your place for the year-
long course. For the participants’ convenience, we are
offering a five equal installment option for the balance
of the Course fees. The first instaliment is due at the
commencement of the training on September. The
remainder installment payments are due by October
and November 2014, and January and March, 2015.

Impiant

D Tatum and

[ Pearoza

Refunds and Cancellations Policies

Deposits and Tuition payments are non-refundable and
non-transferable. train ,-”g

Experience advanced

s
O
Contim.ling . 0
k) (ABEEIN
oC
£
€

first hand

Education Units a0 pbriipems i e
i i Academy SUESTIES WINCT, Wil
Lhts Program.prc.)wdes over. 400 of General Dentistry » increage your SUrgical
hours of continuing education acumen i1 leaps

credits. The Academy of General PAC E and bounds

Dentistry is a Recognized Program Approval for
. Continuing Education
Provider.

Improve your
understanding and
knowledge of the

current literature :
m implant : l k

gentistry

Registration
For more information and registration,
please call, write or visit us at

www.theadii.com

Mrs. Miriam Montes
Program Coordinator

(787) 642-2708
miriam.montes59@yahoo.com

i AMERICAN ACADEMY
OF IMPLANT DENTISTRY




Testimonials Course Outline

: 4 e
“I can say that this 400 hour course effectively provides the skills with New Schedule Sept 2014 up to June 2015
and know!efigfe necessary in this multidisciplinary field of Dentistry. Session 1: Sept. 11-14, 2014
Th‘e Faculty’s intensive mer_f}torsmp_ isa :rery important aspect of + Laying the Foundations
this Course. | recommend it very hrgh!yf. Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie,
Rafael I. Aponte, DDS * San Juan, PR .

Session 2: Oct. 11-15, 2014 (saturday to Wednesday)
“This Course for myself as an intermediate level implantologist ; » Intravenous Conscious Sedation, Soft Tissue
gives me ‘pearls by the minute’ and a paradigm shift in my clinical Management, Sinus Graft Surgeries - Dr. V. Cardona,
application immediately. The discussion of treatment planning gives Dr. H. Tatum, Dr. Pedroza, Dr. R. Pérez, Dr. R. Giacosie
you a vast jump in utilizing the traditional and advanced concepts Session 3: Nov. 10-15, 2014 (vonaay to Sz

that Dr. Tatum provides in his treatment armamentarium”.

» Sedation (Part Il) and Basic Surgical Techniques
J. Thomas Carroll, DDS « League City, TX

Dr. Daniel Becker, Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie

“The Institute is an oasis for knowledge, both didactic and hands-on. Session 4: Dec. 3-7, 2014 (wednesday to Sunday)
| really feel honored and humbled to be able to work directly with « Principles of Bone Grafting and Segmental Osteotomies
the world’s leading implantologist. You will learn how to be a more Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Pérez, Dr. R. Giacosie,

critical thinker and a more decisive surgeon. This is a Course for
the practitioner who is striving for a higher level and enjoys getting
there. One of the finest courses | have ever taken”.

HKaz Zymantas, DDS = Naperville, Hll.

» Orofacial Applied Anatomy Related to Oral Implant
Dentistry - Dr. W. Shankland, Dr. J. Pedroza, Dr. R. Giacosie

’ . - Session 6: Feb. 4-8, 2015 w fay t0.S
“Personal mentorship, guidance, and repeated hands-on clinical « Maxillary Sinus Augmentation Technlques

experiences are essential to the cultivation of an outstanding Oral

; ; = 4 Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie
Implantologist. Dr. Hilt Tatum and Dr. José Pedroza have put together

an extraordinary program which is the embodiment of these training Session 7: Mar. 4-8, 2015 (wednesday to Sunday)

principles. Simply put, this is the ultimate learning experience for * Non Root Form Implants

those seeking to achieve the highest levels of skill and competency Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie

in Implant Dentistry”. Session 8: Apr. 8-12, 2015 (wednesday to Sunday)
Christopher H. Hughes, DDS * Herrin, Il ’ » Occlusal Considerations and Advanced Restorative

: ; : : iques - Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie,
“The Puerto Rico MaxiCourse with Dr. Tatum and Dr. Pedroza is Tachilmes = v HoTatm Vosh, Gt B B 1t

an excellent experience that | highly recommend. It has expanded i YES . L Bt (!
my surgical skills and improved my ability to treat complex : = Advanced Surgical and Prosthetic Cases

situations. The course is distinguished by the practical surgical - Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Giacosie

orientation. Participants see many different surgical procedures . Session 10: Jun. 3-7, 2015 (wednesday to Saturday)
and management of complications. Thanks to the course |[ : « Bringing It All Together

feel comfortable doing bone grafting procedures and posterior i Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Aponte

mandibular bone manipulation in my office that | had not done
before. | appreciate the camaraderie with all involved in the course.”
Dr. Greg Cyra = WS

About our Sponsors Why in Puerto Rico?

The mission of The Advanced Dental implant Institute
bdisd 1 “ is to personally and comprehensively train Dentists
= - to become proficient and highly skilled in the art and

° science of Oral Implantology. This goal is achieved
ADVANCED DENTAL IMPLANT by: intense hands on surgical and prosthetic training,
I N S T [ T U T E continual mentarship, and the study and application
of scientific research as it applies to Oral Implantology.

To deliver a comprehensive clinical and didactic program
F’ ”m in Implant Dentistry in order to meet and exceed the GDC
Institute International requirements for training standards in Implant Dentistry

for general dental practitioners.The course is recognized
as a stepping stone onto the Diploma and the Master of Science in Implant Dentistry at
the University of Warrick. The course is accredited for 400 hours of CPD. The course is co-
sponsored by the Department of Oral and Maxillofacial Implantology, Lille University Medical
School. In addition to basic and advanced training in Implantology, there is an intensive
surgical anatomy course held in Lilie University Medical School and also training in sedation
technigues and Intermediate Life Support (ILS).

é"' -J The mission of the FILIUS Institute is to improve

the quuality of life of Hispanic individuals with very

|= l Qr"]_ ‘AV u 5 special life conditions within communities in Puerto
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 technology transfer and community
interventions towards better health, education, rehabilitation and community restrenghening.




The Advanced Dental Implant Institute and Tatum
Institute International have the pleasure of announcing
the The Puerto Rico MaxiCourse® Program and
Clinical Residency in Implant Dentistry, which will
consist in over 400 hours of continuing education, and
will span from September 2014 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
surgical demonstrations.

Course Objective:

The mission of this course is to provide a comprehensive
didactic and clinical curriculum leading to. a. full

understanding of NIRISAB. (Natural Implants Restored
in Stable Alveolar Bone)

Why this course?

Implant Dentistry training is available from a variety
of sources including Universities or courses run by
individuals or implant companies. Most implant courses
lack supervised clinical training and include a limited
amount of supervised mentor/student contact. However,
in this course you will be trained and mentored by one
of the founders of modern dental implantology (Dr. Hilt
Tatum) supported by a strong team of oral surgeons and
restorative dentists, including Dr. José E. Pedroza.

Hilt Tatum, Jr., DDS

Dr. Hilt Tatum, Jr. is widely regarded as the world's most
skilled and capable dental implant surgeon. Numerous
dentists knowledgeable 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 implan'
dentistry as the discipline matured.

Review of his complete curriculum vitae requires considerable time. In summary
he is the former President of both the American Academy of Implant Dentistry
as well as the American Board of Oral Implantology, and has been a membe
and leader of many professional organizations. Dr Tatum is also a recipient o
the the Aaron Gershkoff and Isiah 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 others
the techniques he developed and perfected. The lives of many patients anc
dentists throughout the world have been significantly enriched as a result of Dr
Hilt Tatum's devoted efforts to improve the art and science of Implant Dentistry

José E. Pedroza, DMD, MSc

“Twenty one years after | placed my first
implant, | am thrilled to pass on the
knowledge and experience that granted
me the opportunity of a specialized
practice, and the amazing responsibility
of offering my patients revolutionary and
life changing dental choices”.

Dr. José E. Pedroza is the founder amn
director of The Advanced Dental Implan
Institute. Dr. Pedroza graduated in 198!
from the University of Puerto Rico (UPR) Medical Science Campus, Schoc
of Dental Medicine. For the past twenty years, he has developed & robus
practice exclusively oriented to oral reconstruction and dental implants. Hi
quest for knowledge and his commitment towards outstanding dental can
for his ‘patients inspired him to continue his pursuit of academic and clinice
excellence. In 1992 Dr. Pedroza received a Full Externship Certificate fror
the Midwest Implant Institute and Center for the Advancement of Dentistr
in Columbus, Ohio. For the next three years he underwent a Comprehensiv
Implant Dentistry Training Course at the Implant Reconstructive Center, i
Florida. Since then, Dr. Pedroza has incorporated the “Hilt Tatum Philosophy
of Implant Dentistry, and has kept a close mentorship relationship with D
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. In 2006 h
received an MSc degree on Clinical Research from the School of Medicine ¢
the same institution. In 2007 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 extensively throughot
the United States, Latin America and Europe to lecture on Implant Dentisti
and has published impressive scientific articles. Dr. Pedroza's passio
for Implant 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 Clinical Residency and Maxicourse® Progral
in Implant Dentistry.

And Our Team of Oral Surgeons, Restorative
Dentists and Clinical Researchers

Hilt Tatum, Jr., DDS Augusto Elias, DMD; MSD

José E. Pedroza, DMD; MSc Ramén Pérez, DMD (Maxillsfacial Surgeon)
Robert Glacosle, PhD Rafael Aponte, DDS (Maxillofaciol Surges
Wesley Shankland, DDS; PhD

Daniel Becker, DDS (Pbarmacology & IV Sedafion)
Victor Cardona, MD (Anesthesiologist & laternal Medicine) - Albert Blasius, DMD (Assistant Professor)

Aleida Burés, DMD (Groduste Assistant)

José A. Roméan, DMD (Groduote Assistant)
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Course Outline

The scope of Implantology

Apply basic science to Implant Dentistry
Medical considerations and patient selection
Patient assessment and treatment planning
Medications

Oral and intravenous sedation course (Following ADA
conscious sedation guidelines)

Basic surgical and restorative concepts

Apply surgical anatomy and imaging techniques
Bone physiology, biomaterials, and biomechanics
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 enhancement techniques
Maintenance in Implantology

Management of surgical and prosthetic
complications

Research applied to Implant Dentistry

Participants will be able
to experience...

mentorship

The development of a personal learning relationship
between student and teacher is rarely encountered
in these fast paced commercial times. However,
mentorship is one of the cornerstones of The Advanced
Dental Implant Institute, and perhaps the key element
for success. The Institute is committed to personally
mentoring each student with the purpose of developing
his or her maximum potential in skill and understanding
of Implant Dentistry.

training

Participants are offered the opportunity to either
observe, assist, or perform live surgical procedures at
every training session. The Institute 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.

Technigues taught at The Advanced Dental Implant Institute
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.

Sessions will include:

» An applied head and neck anatomy dissection related to
Implant Dentistry

* Tralning In oral and intravenous sedation techniques

¢ Opportunity to develop clinical research skills and write a
sclentific paper.

* Opportunity to bring your own patients and perform
surgical procedures under the mentor’s close supervision.

= An intensive learning experience with repetitive training
concepts similar to a hospital training program

* Lectures, laboratory exercises, surgical demonstrations
and supervised hands-on surgical sessions used to
develop skills for each procedure

* Closed circult T.V. coverage of live procedures relayed into
the main lecture room to enable all participants to observe
surgical sessions close-up




Course Vemie

» Anatomic sessions will take place in the facilities of the

School of Dental Medicine of the University of Puerto Rico,

San Juan, PR.

» Most Didactic Sessions will be held at the conference room
of The Advanced Dental Implant Institute, San Juan PR.

| ive patients surgeries will be held at the Centro de
Reconstruccion Oral e Implantes, 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 extensfve_CD.

.~ A Non-Refundable deposit of $750.00 (due in or before
il September 3, 2009) will secure your place for the year-long
" course. For the participants’ convenience, we are offering a
' five equal installment option for the balance of the Course
' fees. The first installment is due at the commencement of the
' training on September. The remainder instaliment payments
* are due by October and November 2009, and January and

" March, 2010.

Refunds and Cancellations Policies

‘Deposits and Tuition payments are Non-Refundable.

T S P — £ ————e . R — i e e _
i

Continuing Education Units

This course provides over 360 hours of continuing education
credit. The University of Puerto Rico is an ADA CERP
Recognized Provider.

DA C.E.R.PG) Continuing Education
Recognition Program

Registration

For more information and registration,
please call or write us at:

i e ~ Dr.José E. Pedroza
(787) 644-3890 » jose.pedroza@upr.edu
Tatum Surgical
(888) 360-5550 +tatumimplants@verizon.net,
www.tatumsurgical.com
Mrs. Miriam Montes
(787) 642-2708 * mimontesmock@yahoo.com

MaxiCourse®
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Testimonials

“| can say that this 360 hour course effectively provides the skills

and knowledge necessary in this multidisciplinary field of Dentistry.
The Faculty’s intensive mentorship is a very important aspect of this
Course. | recommend it very highly”.

Rafael I. Aponte, DDS
San Juan, Puerto Rico

“This Course for myself as an intermediate level implantologist
gives me ‘pearis by the minute’ and a paradigm shift in my clinical
application immediately. The discussion of treatment planning gives
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, Texas

The Institute is an oasis for knowledge, both didactic and hand-on.
| really 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 thinker and a more decisive surgeon. This is a Course for
the practitioner who is striving for a higher level and enjoys getting
there. One of the finest courses | have ever taken”.

*personal mentorship, guidance, and repeated hands-on clinical

Kaz Zymantas, DDS
Naperville, HL.

experiences are essential to the cultivation of an outstanding Oral
Implantologist. Dr. Hilt Tatum and Dr. José Pedroza have put together
an extraordinary program which is the embodiment of these training
principles. Simply put, this is the ultimate learning experience for
those seeking to achieve the highest levels of skill and competency
in Implant Dentistry”.

Christopher H. Hughes, DDS
Herrin, lll

Ahout our Sponsors 'ﬁ_
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The mission of T he Advanced Dental Implant
Institute Is to personally and comprehensively
train Dentists to become  proficient and
highly skilled in the art and science of Oral
Implantology. This goal is achieved by: intense
hands on surgical and prosthetic training,
continual mentorship, and the study and
application of scientific research as it applies
to Oral Implantology.
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To deliver a oomp:ehan_swe'pdrmféal anddeacﬂc :

program in Impiant Dentistry in order to meet and

e lternadiame)] inImplant Dentistry forgeneral dental practitioners.

The course is recognized @s a stepping stone onto

the Diploma and the Master of Science in Implant Dentistry at the Unliversity of

Warrick. The course is accredited for 360 hours of CPD. The course fs cosponsored |

by the Department of Oral and Maxillofacial Implantolog Lille University Medical

School: In addition to basic and advanced training in Implantology, there fs an

intensive surgical anatomy course held in Lille University Medical School and also
training in sedation techniques and Intermediate Life SUpPOrt(ILS).

Co-Sponsors

A

AMERICAN ACADIMY
OF IMPLANT DENTISTRY

Office of the Assistant Dean of Research
School of Dental Medicine

Medical Sciences Campus

University of Puerto Rico

Founded in 1951, the American Academy of Implant Dentistry is the
oldest dentalimplant organization in the world. Its mission is to advance
the practice of implant dentistry through education, credentialing, and
advocacy on behalf of patients and practitioners. The AAID promotes
both the individual and team approaches to implant dentistry.

exceed the GDC requirements for training standards

. = X _‘. i ; 1 i, ) PIre :.‘.'. ADATLS
"_‘M“nﬂ:}nﬁm!nh“ similar t

Oral Rehabilitation and Implant Dentistry

Course Outline with New Schedule
oni: S 24-27, 2009 Thwrsce :

« [aying the Foundations - Dr. H. Tatum, Dn J. Pedroza

Session 2: Oct. 19-24, 2009 v g

« Intravenous Conscious Sedation, Soft Tissue
Management, Sinus Graft Surgeries - Dr. Victor Cardona
Dr. R. Pérez, Dr. H. Tatum, Dr. J. Pedroza

» Sedation (Part Il) and Basic Surgical Techniques
Dr. D. Becker, Dr. H. Tatum, Dr. J. Pedroza

Session 4: Dec. 2-6, 2009 (wednesday through Sunday)
« Principles of Bone Grafting and Segmental Osteotomit
Dr. H. Tatum, Dr. J. Pedroza, Dr. R. Pérez

Session 5: Jan. 13-17, 2010 (wednesday through Sundsy)
« Orofacial Applied Anatomy Related to Oral Implant
Dentistry - Anatomy Department, UPR, Dr. J. Pedroza

ession 6: Feb, 3-7, 2010 pwea y EroLgh S
Maxillary Sinus Augmentation Techniques
Dr. H. Tatum, Dr. J. Pedroza

Session 7: Mar.3-7, 2010 (e ugh Sunday)
» Non Root Form Implants - Dr. H. Tatum, Dr. J. Pedroza

Session 8: Apr. 7-11, 2010 (wednesday through Sunday)
» Occlusal Considerations and Advanced Restorative
Techniques - Dr. H. Tatum, Dr. J. Pedroza, Dr. A. Blanco

Session 9: May 5-9, 2010 (ve«

« Advanced Surgical and Prosthetic Cases '
Dr. H. Tatum, Dr. J. Pedroza

« Bringing It All Together -Dr. H. Tatum, Dr. J. Pedroza,
Dr. R. Aponte

) vernmeni
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The Advanced Dental Implant Institute, Tatum Institute
International, and the Office of the Assistant Dean of
Research School of Dental Medicine Medical Sciences
Campus University of Puerto Rico, have the pleasure of
announcing the AAID MaxiCourse®: A Comprehensive
Training Program on Oral Rehabilitation and
Implant Dentistry, which will consist in over 360
hours of continuing education, and will span from
September 2009 up to June 2010. 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 surgical
demonstrations.

Course Objective:

The mission of this course is to provide a comprehensive
didactic and clinical curriculum leading to a full understanding
of NIRISAB. (Natural Implants Restored in Stable Alveolar Borie)

Why this course?

Implant Dentistry training Is available from & variety of
sources including Universities or courses run by individuals
or implant companies. Most implant courses lack supervised
clinical training and include a limited amount of supervised
mentor/student contact. However, in this course you will
be trained and mentored by one of the founders of modern
dental implantology (Dr. Hilt Tatum) supparted by a strong\
team of oral surgeons and restorative dentists, including Dl:l'

Dr. Hilt Tatum, 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 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, and sterile operating technique established
the standards for the field of implant dentistry as the discipline matured.

Review of his complete curriculum vitae requires considerable time. In
summary, he is the former President of both the American Academy of Implant
Dentistry as well as the American Board of Oral Implantology, and has been
a member and leader of many professional organizations. Dr Tatum is also a
recipient of the the Aaron Gershkoff and Isiah Lew research awards, and in
recognition of his important contributions to the healing sciences, in 2004 he
was awarded the Chevalier of the French Legion of Honor by the former French
President, Jacques Chirac. However, Dr. Tatum's most important contributions
have been the gifts graciously given to the profession and his students as he
devoted an entire career to advancing the discipline of implant dentistry and
teaching others the technigues he developed and perfected. The lives of many
patients and dentists throughout the world have been significantly enriched
as a result of Dr. Hilt Tatum’s devoted efforts to imprave the art and science
of Implant Dentistry.

“Twenty one years after | placed my
first implant, I am thrilled to pass
on the knowledge and experience
that granted me the opportunity

of a specialized practice, and the
amazing responsibility of offering
my patients revolutionary and life
changing dental choices”.

\/ »

Dr. José E. Pedroza is the founder and director of The Advanced Dental
Implant Institute. Dr. Pedroza graduated in 1983 from the University of Puerto
Rico (UPR) Medical Science Campus, School of Dental Medicine. For the
past twenty years, he has developed a robust practice exclusively oriented
to oral reconstruction and dental implants. His quest for knowledge and his
commitment towards outstanding dental care for his patients inspired him to
continue his pursuit of academic and clinical excellence. In 1992 Dr. Pedroze
received a Full Externship Certificate from the Midwest Implant Institute anc
Center for the Advancement of Dentistry in Columbus, Ohio. For the next three
years he underwent a Comprehensive Implant Dentistry Training Course al
the Implant Reconstructive Center, in Flarida. Since then, Dr. Pedroza has
incorporated the “Hilt Tatum Philosophy” of Implant Dentistry, and has kept £
close mentorship relationship with Dr. Hilt Tatum, Jr.

Ever since 1999, Dr. Pedroza has worked as an Assistant Professor in the
Office of Research of the School of Dental Medicine at the UPR. In 2006 he
received an MSc degree on Clinical Research from the School of Medicine o
the same institution. In 2007 Dr. Pedroza was awarded a Certificate for ar
18 months Residency on Anesthesiology, from the UPR School of Medicine
Anesthesiology Department. Dr. Pedroza has traveled extensively throughou
the United States, Latin America and Europe to lecture on Implant Dentistry anc
has published impressive scientific articles. Dr. Pedroza's passion for Implan
Dentistry and his determination to impart his knowledge and experience t
others are the driving force behind the creation of the course A Comprehensiv
Training Program on Oral Rehabillitation and Implant Dentistry.

= tive

And Our Team of Oral Surgeons, Restorat
Dentists and Clinical Researchers

Augusto Elias, DMD; MSD
Richard Borgner, DDS

Ramén Pérez, DMD {Maxillofagol Surgean)
Javier Arbona, DMD {Periodanfist)

Hilt Tatum, Jr., DDS
José E. Pedroza, DMD; MSc
Arturo Blanco Plaud, DMD (Prasthodontist)

Daniel Becker, DDS (Phamocelogy & IV Sedation)
Victor Cardona, MD (Anesthesiologit & Internal Mediine) - Rafael Aponte, DDS (Ora Surgeon)
Ben Aghabeligi, DDS; MSc; PhD {ailofoal Sergeon}




* The scope of Implantology
» Apply baslc science to Implant Dentistry
® Medical consliderations and patient selection

» Patient assessment and treatment planning
* Medications

* Oral and Intravenous sedation course
(Following ADA conscious sedation guide lines)

* Basic surgical and restorative concepts

* Apply surgical anatomy and imaging techniques

* Bone physiology, biomaterials, and biomechanics

¢ Fundamental surgical principles

* Staff training

» Soft tissues: The Importance of attached gingival
and soft tissue reconstruction

» Root form Implant techniques and hone
expansion techniques

* Vertical bone reconstruction techniques.
with vascularized osteotomies and
inter-positional grafts

+ Onlay bone grafting techniques

# Non-root form implants and inferlor alveolar
nerve repositioning

e Principles of clinical governance in implantology

* Restorative and aesthetic enhancement

techniques

* Maintenance in Implantology

* Management of surgical and prosthetic
complications :

* Research applied to Implant Dentistry

The development of a personal learning relationship between
student and teacher is rarely encountered in these fast
paced commercial times. However, mentorship is one of
the cornerstones of The Advanced Dental Implant Institute,
and perhaps the key element for success. The Institute is
committed to personally mentoring each student with the
purpose of developing his or her maximum potential in skill
and understanding of Implant Dentistry.

Participants are offered the opportunity to either observe,
assist, or perform live surgical procedures at every training
session. The Institute 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.

research

Techniques taught at The Advanced Dental Implant Institute
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.

*An applied head and neck anatomy dissection related to
Implant Dentistry

» Training in oral and intravenous sedation techniques

s A staff training session to prepare each dental practice for
the expanded duties involved in Implant Dentistry.

» An intensive learning experience with repetitive training

concepts similar to a hospital training program

s | ectures, laboratory exercises, surgical demonstrations
and supervised hands-on surgical sessions used to develop
skills for each procedure

» Closed circuit T.V. coverage of live procedures relayed into
the main lecture room to enable all participants to observe
surgical sessions close-up
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Mai ilding-Office #A103B, 1st Floor

San Juan 00936-5067

Dean: Dr. Noel J. Aymat

Phone: 787-758-2525

Accreditation Status: Approval with Reporting Requirements
Next Accreditation Visit: 2020

Last Accreditation Visit: 2013

dental.rcm.upr.edu/

4/28/2014 rch DDS/DMD Programs - American Dental Associa%ADA.org

sC

Medical University of South Carolina 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.edu/dentistry/

TN

University of Tennessee College of Dentistry
University of Tennessee Health Science Ctr;

875 Union Avenue

Memphis 38163

Dean: Dr. Timothy 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 Medical College School of Dentistry

1005 D.B. Todd Bivd.

Nashville 37208

Dean: Dr. Cherae Farmer-Dixon

Phone: 615.327.6784

Accreditation Status: Approval with Reporting Requirements
Next Accreditation Visit: 2014

Last Accreditation Visit: 2013
www.mmec.edu/education/dentistry/

X

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
Next 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:/fwww.ada.org/267.aspx 1113
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Illinois Department of Financial and Professional Regulation

RECEIVED

Pat Quinn JUN 05 ZGM Manuel Flores

Acting Secretary

Division of Professional Regulation

Governor

IOWA DENTAL BOARSlewart
Division of Pro:':::it:;al Regulation

CERTIFICATION OF LICENSURE

lowa Dental Board
400 SW 8" St Ste D
Des Moines |A 50309-4687

Licensee: BRIAN ANTHONY PRUDENT DMD
License Number: 137.000803

Profession: DENTAL SEDATION PERMIT

Date of Issuance: 11/17/2010

Expiration Date: 09/30/2015

License Status: ACTIVE

License Method: NON-EXAM

Disciplinary History: 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.

g,
R
A

St & PROF
3

\ o May 30, 2014
Jay Stewart [W Date
ket Director
R Mot U Division of Professional Regulation

Refer to the Department’s Web Site at www.idfpr.com to verify professional licenses via
License Look-Up.

www.facebook.com/ILDPR www.idfpr.com http://twitter.com/#!/IDFPR
LC2-CERT OF LIC.rtf




State of Illinois
Department of Financial and Professional Regulation
Division of Professional Regulation
320 W. Washington St., 3rd Floor, Springfield, IL 62786

ATTENTION

The attached document is an official
State of Ilinois
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 status from certifications/verifications
of licensure, as passage of an examination is a
requirement 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.

THANK YOU

1L486-2066 8/12




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

IOWA DENTAL BOARD

http://lwww.dentalboard.iowa.gov

APPLICATION FOR MODERATE SEDATION PERMIT

SECTION 1 -~ APPLICANT INFORMATION

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

Full Legal Name: (Last, First, Middle, Suﬁib

Ricrdemeier | RBra

st

Other Names Used: (e.g. Malden) Home E-mail: Work E-mail: )
l:mé r\éﬁbme.\er@‘ihcu\ com |bradve|de ponﬁi o). com

Home Address: Zip: Home Phone:
\4oq NV ow cmmw) TA 00| 515-783-68 2P
License Number: Issue Date: ~ dilm" Date: Type of Practice:

O™ L/35/07 /131714 | General Dem\:mu\
SECTION 2 - LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED
Principal Office Address: City: Zip: Phone: R\fﬁce_F&Jmmays:
1303 & -Pkw“ 4F 30) WesT Des Moines|  503¢5  [B15:234. 1R |713p = 5200
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
Other Office Address: City: Zip: Phone: Office Hours/Days:
SECTION 3 - BASIS FOR APPLICATION
Check each box to indicate the type of training you have completed. c:::;f:‘:d_ DATE(S):
Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain — y
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences Mcmp'e“’d 3/ 7 33 01}
ADA-accredited Residency Program that includes moderate sedation training [[] completed
You must have training in moderate sedation AND one of the following: K
Formal training in airway management; OR [ Completed /7~ 3/‘13 9\13]:.]
Moderate sedation experience at graduate level, approved by the Board [] completed
SECTION 4 - ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION
Name of Course: Location:
LS "T“"\mhbﬁﬁ:’ R&q "aval Hﬁ@ﬂ'c\) Salr Lake CH‘M VIAR
Date of Course: Date Certification Expires:

3/14) 14 3/aoll,

" Lic. # Sent to ACC: Inspection Fee

}: Permit # Approved by ACC: Inspection Fee Pd: ACLS

& | Issue Date: Temp # ASA 3/4? Form A/B

Brd Approved: T. Issue Date: Pediatric? Peer Eval
& l95°

19 S {Jotﬂ’b




e »
Name of Applicant B’f‘aé R\ MSW\Q‘\’e Y

SECTION 5 ~ MODERATE SEDATION TRAINING INFORMATION

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

Name of Training Program: Address: State:

City:
Consclons Sedodion Consultina  |036D Souh 3000 East St Lake ij 0T

Type of Experience: =
Didecce end Clincal

Length of Training: Date(s) Completed: .0 14
4 Days 3/1 ,3/4,3)4, 3/, 35, 3/, 3 /31 ,3)30,3/a
Number of Patient Contact Hours: Total Number of Supervised * ! [ o :
3@ Sedation Cases:

[E’YES [J NO 1. Did you satisfactorily complete the above training program?
IB/YES [0 NO 2. Does the program include at least sixty (60) hours of didactic training in pain and anxiety?

M‘YES [0 NO 3. Does the program include management of at least 20 clinical patients?

As part of the curriculum, are the following concepts and procedures taught:
IZGES [0 NO 4. Physical evaluation;

YES [J NO 5. IV sedation;

YES [] NO 6. Airway management;
ﬁYES [J NO 7. Monitoring; and

YES [J NO 8. Basic life support and emergency management.

YES [J NO 9. Does the program include clinical experience in managing compromised airways?
] YES ErNO 10. Does the program provide training or experience in managing moderate sedation in pediatric patients?
YES [J NO 11. Does the program provide training or experience in managing moderate sedation in ASA catogory@or 4 patients?

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

SECTION 6 - MODERATE SEDATION EXPERIENCE

[ YEs &(NO A. Do you have a license, permit, or registration to perform moderate sedation in any other state?
If yes, specify state(s) and permit number(s):
O YEs [{NO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice?

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

O YES N(NO D. Do you plan to use moderate sedation in pediatric patients?

[ YES E( NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients?

O YEs d NO F. Do you plan to engage in enteral moderate sedation?

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

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

T Plon ho uce  midozolam ond ‘Fe.vﬁ-om_»)\ o achieve
moderare Sedation, T also MY wse N,O Sucine +he

Tnsertion oj\‘ e f_\'_\) for anxions P‘t‘atw\-s, T W\ alse wehljze
loca) awesthetics tn Ahe vouFine manner £, LR P
Nivons oxtde and local amesihefcs os1ce, T pen Fo admwmister all

sedaNes or ""’?“""‘A ““Q\ﬁts‘\c$ View TV, “ye oral sedation ‘o planned .
2 \




o
Name of Applicant %‘%A Rt\Q I\\ 2.4

Facility Address 1903 EP Vine ?kwxq wbDmMm, iﬁ S0y

SECTION 7 — AUXILIARY PERSONNEL

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

auxiliary personnel.

Name: License/ BLS Certification Dal:el BLS Certification
Lene . Regi ion #: Date: Expires:
s G ges~ cosElen® Rowg L2113 ° 15
Name: License/ BLS Certification Date BLS Certification
S"\’er\ (’ k Registration #: Qoqug Date: 5/”//0\ Expires: 5/"_’
Name: S License/ BLS Certification gaula BLS Certification
. . res:
Aubre, MeDoygal [“0en® Q18033 | /0 |* g iy
Name: — =4 License/ - BLS _(:ertlﬂcatlon gat? BI..S Certification
Teas can MCCDI:J Registration #: Rl 143 Date: 1.’/] 3 xpires: t_’/} s
’N_a-me: . License/ i BLS Ferﬂﬂcatlon I:E)ate":sLs Certification
an&f Rer Rﬂgislraﬂorb:t.b‘-\“ 0262 Date: 5/“/',}\ xpires: 5/""
Name: Licensel ] BLS Fert!ﬂcat!on [E):t?r::s Certification
QG\ \hl Q‘ 5C¥\ Reﬂlstmlonﬁbﬂ - 0%087 Date: 5/”/lﬁ pires: 7“1
Name: License/ BLS Certification Datel BLS Certification
:‘ ‘ ! : H E H
Sa““ ~ “ Rogislration;m_.oﬁgs Date %/2—"['}. xpires %/ﬂ-’
Name: License/ BLS Certification Date BLS Certification
Registration #: Date: Expires:

SECTION 8 - FACILITIES & EQUIPMENT

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

YES NO
O

O

O

0 RREEREREA N AR X R & & R X

SO 000D OUa0 00 O OO

-

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

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

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

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

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

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

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

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

9. EKG monitor?

10. Laryngoscope and blades?

11. Endotracheal tubes?

12. Magill forceps?

13. Oral airways?

14. Stethoscope?

15. A blood pressure monitoring device?

16. A pulse oximeter?

17. Emergency drugs that are not expired?

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

19. Do you employ volatile liquid anesthetics and a vaporizer (i.e. Halothane, Enflurane, Isoflurane)?
20. In the space provided, list the number of nitrous oxide inhalation analgesia units in your facility.

COPY FORM AND SUBMIT FOR EACH FACILITY. 3




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

YES NO

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

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

3. Do you currently use alcohol, drugs, or other chemical substances that would in any way impair or limit your ability to 5 |
practice dentistry with reasonable skill and safety?

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

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

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

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

7a. If yes, was a license disciplinary action pending against you, or were you under investigation by a licensing agency at that
time the voluntary surrender of license was tendered?

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

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

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

o 9 8 | R 8 | By&|

O gl O O gooiojg|l o

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

SECTION 10 - AFFIDAVIT OF APPLICANT

STATE: COUNTY:
“Towa Medhaen

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

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

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

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

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

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

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

MUST BE SIGNED IN SIGNATURE OF APPLICANT

PRESENCE OF NOTARY » — L.

NOTARY SEAL SUBSCRIBED AN SWORN BEFORE ME, THIS [}/ DAY OF  [{{jjl/ vear 0
. NOTARY
St CUINCArL ¢ ':(,“ &Zfﬁ
'W] L NGTARY PUBLIC NAME (TYPED OR PRINTED) MY COMMISSION EXPIRES:

Lgam Oy 4\ 1ok




PEEL
HERE

A C L S American

Heart

Provider D s
E T ) g \ (‘\(E\‘-_\)W\{‘j ty”

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

/i Ma /Y Wiz /G

Issue Date Recommended Renewal Date

This card contains unique security features to protect against forgery.

ini . c -
Wiiatosy Timpanogas Regional H{)SpllallDl_’jTODf)ﬁl?

Center Name

Info

i Orem, UT 84058

Course UEMTC 801-562-2663

Location

Name

£ 2011 Amevican Hearl Association

instructor  Arik Campbell 021200804315t 10 #

Holder's _7a - ~ T —
Signature  / -/ ] :

Tampering with this card will alter its appedarance.

90-1806
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« FING
K www.SedationC CMAR: gﬁ\. ,Z[WL
IOWA DENTAL BOARD
lowa Dental Board March 25, 2014

400 SW 8th St. Suite D
Des Moines, IA 50309-4686

Dear Board Members,

This letter is to confirm that Brad E. Richtsmeier, DDS License # DDS-08472 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 The 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 March 7 - 23, 2014 in Salt Lake City, UT.

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.

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

Thank you,

il P
L .'\\

\

Randy Pigg, BSN

CEO, Conscious Sedation Consulting
888-581-4448
randy@sedationconsulting.com




CONSCIOUS SEDATION
7 CONSULTING

www.SedationConsulting.com
B TSR S S ———————————————————— ]

Conscious Sedation Consulting, LLC verifies that
Brad Richtsmeier, DDS

Has successfully completed 100 hours of continuing education and formal training, including
60 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:

1) Principles ensuring patient safety

2) Goals and risks of sedation

3) The continuum of sedation

4) Patient pre-sedation assessment

5) Pertinent pharmacology and physiology of sedative agents
6) Intra-procedure patient management and monitoring

7) Titration to effect techniques

8) Administration of sedative agent combinations

9) Advanced techniques of airway management

10) Preparedness and management of adverse events / emergencies
11) Patient recovery and discharge

12) State Regulations & Facility Requirements

March 7 - March 23, 2014 during the IV 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.

. D.D® | Continuing Education A Conscious Sedation Consulting LLC is designated
Recognition Program \cademy as an Approved PACE Program Provider by the
of General Dentistry

Academy of General Dentistry. The formal

Conscious Sedation Consulting is an approved provider of IPACE =~ continuing dental education programs of this
continuing education by the ADA CERP. Contlnuing Education program provider are accepted by the AGD for
ADA CERP is a service of the American Dental Association Fellowship, Mastership and membership
to assist dental professionals in identifying quality maintenance credit. Approval does not imply

providers of continuing dental education. ADA CERP does

not approve or endorse individual courses or instructors, &

nor does it imply acceptance of credit hours by boards of dentistry or AGD endorsement. The current term
dentistry. of approval extends from January 1, 2013 to

December 31, 2015

acceptance by a state or provincial board of

—1 —_—

el <
4)‘.'-1{ ’7 | } /
Randy Pigg, CEO

Conscious Sedation Consulting

79 Hubble, Suite 102 888.581.4448
O Fallon, MO 63368 fax 866.672.8844




Lifepoint’Dentall
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A Lifetime of Healthy Smiles

RECEIVED
4/16/14 APR 1 8 2014

Anesthesia Credentials Committee, IOWA DENTAL BOARD

| 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,

e

Brad Richtsmeier, DDS

www.LifepointDental.com
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