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KIM REYNOLDS, LT. GOVERNOR 

JILL STUECKER

EXECUTIVE DIRECTOR

STATE OF IOWA
IOWA DENTAL BOARD

ANESTHESIA CREDENTIALS COMMITTEE  

AGENDA 
January 21, 2016 

12:00 P.M. 
 
Location: The public can participate in the public session of the teleconference by speakerphone at 

the Board’s office, 400 SW 8th St., Suite D, Des Moines, Iowa.  The public can also 
participate by telephone using the call-in information below:  

 
 

1. Dial the following number to join the conference call:   1-866-685-1580 
2. When promoted, enter the following conference code:  0009990326# 

 
 
Members: Kaaren Vargas, D.D.S. Chair; Richard Burton, D.D.S.; Steven Clark, D.D.S.; John 
Frank, D.D.S.; Douglas Horton, D.D.S.; Gary Roth, D.D.S.; Kurt Westlund, D.D.S.; Jonathan 
DeJong, D.D.S. (alternate) 
 

I. CALL MEETING TO ORDER – ROLL CALL 
 
 

II. COMMITTEE MINUTES 
a. October 15, 2015 – Teleconference 

 
III. APPLICATION FOR GENERAL ANESTHESIA PERMIT 

a. Michael Zachar, D.D.S. 
 

IV. APPLICATION FOR MODERATE SEDATION PERMIT 
a. Annalee Fencl, D.D.S. 
b. Adam Holton, D.D.S. 

 
V. OTHER BUSINESS 

a. Schedule In-Person Meeting 
 

VI. OPPORTUNITY FOR PUBLIC COMMENT 
 

VII. ADJOURN 



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

Please Note:  At the discretion of the committee chair, agenda items may be taken out of order to accommodate 
scheduling requests of committee members, presenters or attendees or to facilitate meeting efficiency. 
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ANESTHESIA CREDENTIALS COMMITTEE  
MINUTES 

October 15, 2015 
Conference Room 

400 S.W. 8th St., Suite D 
Des Moines, Iowa 

 
Committee Members October 15, 2015 
Kaaren Vargas, D.D.S. 
Richard Burton, D.D.S. 
Steven Clark, D.D.S. 
John Frank, D.D.S. 
Douglas Horton, D.D.S. 
Gary Roth, D.D.S. 
Kurt Westlund, D.D.S. 
Jonathan DeJong, D.D.S. (alternate) 

Present 
Absent 
Absent 
Present 
Absent  
Present  
Present 
Present 

Staff Member 
Christel Braness 
 

I. CALL MEETING TO ORDER – OCTOBER 15, 2015 
 

Ms. Braness called the meeting of the Anesthesia Credentials Committee to order at 12:05 p.m. on 
Thursday, October 15, 2015. This meeting was held by conference call to review committee 
minutes, applications for moderate sedation permits, and other committee business. It was 
impractical for the committee to meet in person with such a short agenda. A quorum was 
established with four (4) members present.   
 
Roll Call: 

 
II. COMMITTEE MEETING MINUTES 
 
 September 10, 2015 – Teleconference 

 
 MOVED by FRANK, SECONDED by VARGAS to APPROVE the minutes as submitted.  

Motion APPROVED unanimously. 

Member Burton Clark DeJong Frank Horton Roth Westlund Vargas
Present   x x  x  x 
Absent x x   x  x  DRAFT



 
Anesthesia Credentials Committee – Subject to ACC Approval 
October 15, 2015 (Draft: 12/18/2015)  2 
 

 
III. APPLICATION FOR GENERAL ANESTHESIA PERMIT 
 

There weren’t any general anesthesia applications received to date. 
 

IV. APPLICATIONS FOR MODERATE SEDATION PERMIT 
 
 Julia A. Stanley, D.D.S. 

 
Ms. Braness provided an overview of the application. 
 
 12:08 p.m.  Dr. Westlund joined the call. 

 
 MOVED by ROTH, SECONDED by VARGAS, to APPROVE the application for 

moderate sedation permit.   
 
Dr. Westlund asked about peer evaluations.  Ms. Braness provided information about the protocol 
related to facility inspections.  Dr. Westlund specified that his question related to peer evaluations.  
Ms. Braness indicated that this would need to be discussed further in the future, specifically, as it 
related to moderate sedation permit holders. 
 
Dr. Frank is in favor of approving the application.  Dr. Frank recommended that the committee 
meet in person to discuss some more of these issues in depth. 
 
Dr. Westlund abstained from the vote as he lived in the area. 
 
 Vote taken.  Motion APPROVED unanimously. 

 
V. OTHER BUSINESS 

 
 2016 Meeting Dates 

 
Ms. Braness provided an overview of the proposed dates.  The committee members discussed 
which dates worked best.  The dates were selected based on the availability for the committee 
members, who were present during the call. 
 
 MOVED by ROTH, SECONDED by VARGAS, to set the meeting dates as discussed.  

Motion APPROVED unanimously. 
 
Ms. Braness stated that she would email the committee members the final list of dates as selected. 
 

VI. OPPORTUNITY FOR PUBLIC COMMENT 
 
No comments were received. 
 

DRAFT
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VII. ADJOURN 
 
 MOVED by WESTLUND, SECONDED by VARGAS, to adjourn.  Motion APPROVED 

unanimously. 
 
The Anesthesia Credentials Committee adjourned its meeting at 12:20 p.m. 
 
NEXT MEETING OF THE COMMITTEE 
 
The next meeting of the Anesthesia Credentials Committee is scheduled for January 21, 2016.  The 
meeting will be held at the Board office, and by teleconference. 
 
These minutes are respectfully submitted by Christel Braness, Program Planner 2, Iowa Dental 
Board. 
 

DRAFT
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APPLTCATION FOR DEEP SEDATION/GENERAL ANESTHESIA PERMIT

SECTION 1 -APPLICANT INFORMATION

lnstructlons - Please read the accompanying instructions prior to compteting this iorm. Answer each question. lf not applicable, mark "N/A "

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

7*a+* r,4Ait*frc p
Other Names Used: (e.9. Maiden) Home E-mail:

t4iA/A) ioed€ ro Ati*,L./o*,
Work E-mail: e .,S.
tA it*tAE/-. ?ka*o-.7-

Home Address:

t Pg,Uq /t),TaV O4\4< fu\
City:

/otofzrn*t KllL-N(.
State:

', (6
zip:

?aQZt
Home Phone:

Z(o -T71 1
License-Nrimber: lssue Date: Expiration Date: fype tif Practice:

sEcTroN 2 - LocATtoN(s) tN towA WHERE SEDATION SERVICES WILL BE PROVIDED

Principal Office Address:

7-9ttt ,.bat*4xr nD #"
City:

fuao'*
Zipt

<2Lq (
Phone:

3(1-crqa -c,/,

Office Hours/Davs:8'5.,.. {lt-f-
Other Office Address: City: zip:

,/
Phone:

I

Office Hours/Days:
,

Other Office Address: City: Zip: J
Phone: 

/

Office Hours/Days:

Other Office Addresy'

,/
,nrr,/ zip: Phone: *,"f"rs/Days:

other 9Yfr6 
adarr"=, w, 26 Phon{. Office Hours/Days:

SECTION 3 - BASTS FOR APPLICATION

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

applv.
DATE(S):

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

Formal training in ainray management
y', fr-

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

approved by the board ,/ L),, -at-)rr:e-bf i
WNcEDcARD!AcLlFESUPPoRT(AGLs)cERTlFlcATloN
Name of Course:

*il-\ EJsrTusraT\rL
Location:

r)N,wD aigtrI A.f fr,rr6 Atlofir+,
Date of Course:

f\€,1- ?of?
Date Gertification ExPires :

DEr Zrt,€
oo3
oo

o

Lic. # Sent to ACC: Peer Eval: Fee d= tt\ 3 6 Sq
Permit# Approved by ACC: State Ver,: ACLS

lssue Date: Temp # lnspection: Res. Ver Form

Brd Approved: T. lssue Date: lnspection Fee: Res. Cert
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NameorApprica " /U;*+"AO ZP*t

SECTION 5. DENTAL EDUCATION, TRAINING & EXPERIENCE

Name of Dental School:
rlt$ ;tt{q/'l*SiH nf %u6 l-ot"L6ffi o? Dflv(|(t (4/ From (Mo/Yr):

AttZ.2tu)3
To (Mo/Yr):
/Lk%oz

Gity, State: Degree Received:
.l)-l).(

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

Name of Training Program:

ttAld MA fif?H- (t flAfrn>r t?E-t

Address: L2 o o &?et%Ac*;r$
t€q,r*/

City:

l*ut-<tD ffi State:

TT
Phone:

?-(o-'l-<L-'7?lL
Soecialtv:

D (IJL- Sc,rta;fi4o'7
From (Mo/Yr):

iTix:l. 7N7
To (Mo/Yr):

1TLl,<p Zor<
,rp. otrraii'ng, E rntem RK*ident E Fellow E oonr (Be specific): O (U{- tCS26a n:S
Name of Training Program: Address: Gity: State:

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

Type of Training: n lntern n Resident I Fellow f] Otfrer (Be Specific):

CHRONOLOGY OF ACTIVITIES

@non{entalac-tivitiesfromthedateofyoUrgraduationfromdent]alschoollothepresentdaie,withno
more than a lhree (-3) month gap in time. lnclude months, years, location (city & state), and type of prac'tice. Attach additional sheets of paper, if
necessarv. labeled with vour name and siqned bv vou.

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

fuO6O L fer;(h. tL:/ t (lr"^ep*rto #e 1> 76*, ru>/
2D6P

AAefTrry -, rDUfi',f , O,tr/4{lD ftfl 'T:-- ettz.-r Ot*<n-i%qq*
T
lw ct?aLGna*il, toL),n't% Ghtel A.'rz-fu".G 4u4 ,J'^fu*o -5 ZcXqvf

t-

{f)A,tt:ilA DnQfiDn-.r*ryr*r ?r ff*.w , I vtrfru (I6il?f fbr?&, ....=) ,/_tttzR_a_t
ftlor 'ilF /

SECTION 6 - DEEP SEDATION/GENERAL ANESTHESIA EXPERIENCE

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

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

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

G. Have you ever had any patient mortality or other incident that resulted in the temporary or permanent physical or mental

injury requiring nospitalization of the patient during, or as a resutt of, your use of antianxiety premedication, nitrous

oiia6 inhalation anatgesia, moderate sedation or deep sedation/general anesthesia?

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

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

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

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

F4=r E no

D Yes fi|uo

#r, ! no

yfves E Ho

t'"=r E ruo

ilr, ! *o

What maJor drugs and anestheflc technlqu€ls do you utilize or plan to utilize for sedation purposes? Provide details (M, inhalation, elc.) and

attach a separate sheet if necessary.
a - ,- .r---S. 
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Ltcanao/ v\r/n\#L( Y {z{-[,11-ltc-o4 11

^"r*^o.ffi ftc5563'. 8"1=,i;f/Ti'7 ,5 Date BLS Cedification
Erplrer; tt-3o_ l7"l'za,^fr"b Llcense/ cllnl*( fAilr.b Aqi

Rcolctratlon *:- {J-An A -682-lo
BLS Cenltiestion
Data: tF 4-tS

Drto BLS Cgrtlficrtlon
Erprrea: LF30- t-?Nimrl Lltrrnil,

Rcglstrailon #:
BLS Cortlllcetlon
Date:

Date BLS Ccrtlllcetlon
Erpires:

Name: Llcense/
Reglatration #;

BLS Certificatlon
Drte:

Data Bl,S Certlflcatlon
Expirce:

NamB: I )rU
/*

Licenrs/
Reglotratlon f,:

ELS Cenification
Dsto:

Dato BLS Geftiflcstisn
Erplrcr:N'mci ,ryr, *U

Llcrnrc,
deglstratlon #:

BLE Cortltlcstlon
Date:

Dab BLS Ccnlllcetlon
Erplrce:

-/U--)- 
- t\

\\J
Llcensq/
Registration #:

BLg CoTtlflca$on
Date:

DaE BLS Cortlflcatlon
Erplma:

Name: Llcense/
Rcglrtrrtlon #;

BLS Certification
Dotc:

Dete ELS Ceillflcatlon
Erplllr:

sEcfloN,8r -,FAG!LlTtEt..E EQUTFMENT

Erdr hdl-ity in wtlch you psrform $driton mu{ !s Dropsdy eq_ulpped. Cop, thk pro. .nd co,rpbte for €ach tiClty. you may lpply tor .n 6r6mpt@h
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YEE NO lr yosr dohi.l ofllco Frop.rty in.hhtn.d .nC rqutppad wtth dre ,oltowloD;

d tr l. An-olrnrurrg ioom lrtlo ono.ugh to ad€qu{rty tccoolrnod.t th! p ont on r trblo or in.n cp.?.0a0 chai, and gomlt tnopan ng rlm conrlr ng ot d bt.t thr!! lndtvldu.t! to rnova t.9dy aboul thr p!flent?

V tr 2. an oP!..uni t u. ol.chrtr rhat patmlrr tho pstlent to b€ Forltlomd ao th. cFrrrdng lr.n crn mElntrln lh. rttv.y. qutckly

./ aher thc Prilcnt poslllon ln an mtrgeocy. and provlde E ,lrm plitform lor itli menalement oi caruiJiutmoury niiuie[ationz
{ a 3. A ltlhtl.ig ryrtlm rhrt lr adoq-u$o--lo plnnlt svrtu.ilon ot rh! pcurrfc aktn and muco3|l cotcr and r brcku, Eh ng Eyatam

that it tqtter, gowciEd .hd of tutfioleftt lnhnrity to p.rmit compbiloh ot any gparrtlon sndsrw.y rl the timq o1 gon-tril powcr
lrllur.?

d, Suctlon equlpment that permite aepiration of tha orcl rnd phlryngael cevlttct end o backup sucgon drvlcc?

5. An orygen delivety system with adequate tull faee maslts and appropriste connectors thrt le capable of delivering oxyggn ro
th! potlcnt undsr pocltlve pnolrunc) togothcr wlth an adoquate odctup ryttsm?

6. A recowry rrBr.that hat avallablo o{fgcn, td8qu$r llghilng, ruc$on, tnd electrlsat oUtleto? {The recovsry rm can bc the
oPofatlng room,)

7. lr thr prtlcnt rble 1o ba obrervcd by e mcmbu ol tha rtrtl rt rll tlrnaa durlng thr rccove,y psrlod?
B' Aneethesla or analgeela eyetemt soded to prevent accldental admlntstration ol the wrong ga* and equlpped wlth a fail safe

mschenlrm?

9. EKG monltor?

10. Laryngoscopc and blades?

11. Endotncheallubso?
12. llttrglllforceps?
t9. Oalelrwryr?
14. Stethorcops?

15, A blood pr€Ecuro nronltorlng dcvtce?
lB, A pulrc oxlmsmrT
17. Emergency druge that are not expired?

yf6, aaballdor (aa autornsted doilbrlilator ts rscornmendcd)?

l0' Do you cmploy volttllc llquld cnalthcflc! !nd ! vaportror (1.c. Holothenc, Enflurono, troftunna)?

20. ln the 6pace provided, Uai thc number of nitrsur orido inhehtion rnElgerla unitr ln your frclllty.
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PALS Instructor
" --- 3_esllar_[rs_hee__L_ ___ _
This card certifies that the above individuar is an American Heart
Associalion Pediatric Advanced Lile Support (pALS) lnstructor.

March 20I4 March 2A16
lesue Date Expiralion Date

Sffiilf:*
ACLS
ln st ru cto r

-.- --u-e 
q-- 2019"

" - " U-is-h-ae-l---Z*-a-c-h-a_r- -_- -
This card cerlifies that the above individual is an American Heart
Association Advanced Cardiovascular Lile Supffi (ACLS) lnstructor.
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TC TCID#
Allonmqlt MT N

TC
Address l0 llDG
TC
city, Srare USAFA , CO zpB0B40

TC
Alignment MT N

TCID#

ztP 80840
lnstructor

Association Tampadng with this catd appearancs.90-18t7

lnstructor

lDr L. Chlafamon

:,!"11*o 201 t Anr'lcdrr Hoart ABsociation Tanlnnngiiln this card wiil anot it appearaEl_E6ii?ffi
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Lookup Detail View

Licensee Information
This serves as primary source veri/ication* of the license.
*Primary source verification: License information provided by the Colorado Division oJ'Professions and Occupations,
established W 24-34-102 C.R.S.

Authorit"v Type

Temporary Deep
Sedation/General Anesthesi a

Permit

Deep Sedation/General
Anesthesia

Board/Program Actions

Discipline

There is no Discipline or Bcard Actions on file for this credential.

Generated on: 111512015 l:54:03 PM

Public Address

Monument, CO 80132

C redential Inform ation

License
Number

License
Method

License
Type

Licexrse
Status

Original
lssue Date

Effective
Date

Expiration
Date

DEN.00201973 Examination Dentist Active a5t07 t2013 03/0112014 0212912016

Authority Information

Authority
Number

Original
Issue Date

0912412013 1212312013TMPGEN.0000026 0el24l20t 3

r0t28t2013 r012812013 1012812018GEN.02786093

https://www.colorado.gov/dora./licensing/Lookup/PrintJ-ioenseDetails.aspx?cred:945836&,... 111512015
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The
tlnitcd
States
Air F'orce

C ERTIFI ES THAT

MICHAEL R. ZACHAR, MAJ, USAF, DC
HAS SUCC ESSFU LLY COM PLETED TH E

NITROUS OXIDE-OXYGEN MINIMAL SEDATION TRAINING

AND
(24 DIDACTIC HOURS + 250+ CASES)

IS H E R EW ITH AWAR DED TH IS

Car
7/,H//./
Tcetefffimry

PAIN CONTROL

(A

PAIN CONTROL
27 JUNE 2OI3

tt

AF FORM 1266, NOV i6 Prcvlour.dltlon wlll bi ur.d.

DATE



The
United
States
Air F'orcc

C ERTIFI ES THAT

MICHAEL.IT. ZACHAR, MAJ,USAF, DC
HAS SUCCESSFULLY COMPLETED THE

INTRAVENOUS MODERATE SEDATION TRAINING
(60 D|DACTIC HOURS + 1,004 CASES)

AND IS HEREWITH AWARDED THIS

cnte ry
27 JUNE 20I3

PAIN CONTRO

PAIN CONTROL C

AF FORM l2t!6, NOV Cd Provlour.dltlon wlll b. urad.

DATE



The
United
States
Air f'orce

C ERTIFI ES THAT

MICHAEL R. ZACHAR, MAJ,USAF, DC
HAS SUCCESSFULLY COMPLETED THE

O RAL AI\T}il O LYSI S/C ONS C I O U S SE DATI O N TRAINING
(20 DIDACTTC HOURS + ts CASES)

AND IS HEREWITH AWI\RDED THIS

cntc ry
27 JUNE 2OI3

.,, . lt lOiH llll, NOv al Frrytour.dlilon wnt t,r !,rr{l
&:Hta, _.

PAIN CONTROL C

PAIN CONTROL C
DATE



The
[Jnited
States
Air f-orce

CERTI FI ES THAT

MICHAELR. ZACHAR, MAJ, USAF
HAS SUCCESSFULLY COMPLETED THE

Forensic Dentistry Gourse, LSOZO47G3-08AA
4-6June2013

IS HEREWITH AWARDED THIS

Cer
),frJ'fm ry

I\N D

.,/1

trt

6 June 2013

FORM ltl[, Hov il Frfflour riltltn (lll hl urrd'

DATE



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

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

PLEASE TYPE OR PRINT LEGIBLY IN INK.

SECTION 1 .APPLICANT INFORMATION

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

"^tr yyfrH,,.,"n *;)Hyp 
=A? 

Aht)
5-

DAtc< Q n
MAILING ADDRESS:

I ?Puq /-r-\ttv
GITY:
(aofu (onHt*?

STATE:

<,D
ZIP CODE:

,(aq2-l
PHONE:%.o-nSds>*

to ootain a permit toiiKhister deep sedation/gene\l anesthesia in lor,va, the lowa DerGl BoaA requires that th€ applicant submit evidence of having
completed an approvtd postgraduate training prograrl or other formal training program approved by the Board. The applicant's signature below
authorizes the relea[e ofany information, favorablqfr otherwise, directly to the lowa Dental Board at the address above.

DArE: CaCfl/V,W*<
M DIRECTOR

NAME oF Posrc*'u*fr 
,iT:::fYWtr,u!c,n, tl ils, tLL D

I

THIS POSTGRADUATE PROGMM IS APPROVED OR ACCREDITED TO TEACH POSTGRADUATE DENTAL OR MEDICAL EDUCATION BY
ONE.()F THE FOLLOVUING:

F Amerlcan oental Asaoclation;

E AccEdltation Councilfor Graduate l{€dical Education of the American i,ledical Association (AMA); or

E Education Committee of the Amedcan Osteopathlc Association (AOA).

PHONE:

(-,) o"-gu;{
DATES APPLICANT

PARTICIPATED IN PROGRAM >
FROM (MO/YR):, '

07 / o'1
TO (MO/YR): t

'ob /tj
DATE PROGRAM .
COMPLETED: )o 7" re b

f"=t fl ruo

Dves F*o
E Yes

!3 ves

Sves

F*o
Eruo
fl tto

1. DID THE APPLTCANT SATISFACTORILY COMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM? If NO, PIEASC

explain.

2. DID THE APPLICANT EVER RECEIVE A WARNING OR REPRIMAND, OR BEEN PLACED ON PROBATION DURING THE

TRAINING PROGRAM? lf yes, please explain.

3. WAS THE APPLTCANT EVER REQUESTED TO REPEAT A PORTTON OF THE TRAINING PROGRAM? If YCS, PIEASE CXPIAiN.

4. DOES THE PROGRAM PROVIDE FORMAL TRAINING !N AIRWAY MANAGEMENT? lf no, please explain.

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, PICASC EXPIAiN.

I further certify that ths above named applicant has demonstrated compeEncy in airway management and deep sedatlonrgoneral anesth6ia.

PROGRAM DIRECTOR SIGNATURE:MXU DATE:

{il",t W/{
;r,L fi lr^ 5o,^ , /)tlS, ,,,n

VERIFIGATION OF POSTGRADUATE RESIDENCY PROGRAM,

3

0A, tut



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

Phone (515) 281-5157 Fax (515) 281-7969 :-- 1..1 ,"
http://www.dentalboar#rigwa.qov i o.'.-*'-

r,i"'i

.i

\l i I i
I,,I

^ :^ :-.'., .. ' ,l '

SEDATIOI(I'PTNMITAPPLICATION FOR MODERATE

SECTION 1 - APPLICANT INFORMATION

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

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

Fev""i , A^*^ra.\ee Pahrict a
Other Names Used: (e.9. Maiden)

Rer o\cs
HomeE-mail: A . I

&nn A\ e€ 4e nc\6'S*o' I . co m
Work E-mail:

(samr)
Home Address:

2L1tp ut th6hw*1 5L
City:

Dec oacl^
State:

1A
,ro, 6rr,, Home Phone:

Slq- 2{D -tosoo

License Number:

>DS- 0qt5+
lssue Date:

lt-?-t+
Expiration Date:

$'lt-2 or t.o
Tvoe of Practice:

Pidr aVr c D(r1h s+YV

sEcTtoN 2 - LOCATTON(S) rN IOWA WHERE MODERATE SEDATTON SERVTCES ARE PROVIIIED

Principal Office Address:

EOto Cscrrnero De Sudt B
City:

Decfiah, [A
zip.

6Ztrr t
Phone:

5og - 382-toZdrt
Office Hours/Days:

rfl-F t-5Pr",
Other Office Address: City: zip: Phone: Office Hours/Days:

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

Other Office Address: Gity: zip: Phone: Office Hours/Days:

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

SECTION 3 - BASIS FOR APPLICATION

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

comnleted. DATE(s):

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences flCompteteo

ADA-accredited Residency Program that includes moderate sedation training Mcomptetea
'I -t-ls; tD
lo -30-t5

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

Formal training in airway management; OR

Moderate sedation experience at graduate level, approved by the Board

ffiomptetea
1-\- \5 tl
to- 30"15

! Completed

sEcTtoN 4 - ADVANCED CARDTAC L|FE SUPPORT (ACLS) CERTIFICATION

'"?I[l[F,. AAvan.rd L\k S,^ppu"l [euud
Location: . r

uiifttr-h'{ o[ lwa hq"t"U s, Utntcs
Date orcourse: 

s - zl- zor b
Date Certificafion Expires:

OB f ztot+
oa

J

0)o
i.=

o

Lic. # Sent to ACC: lnspection reek\03t\ (ScP
Permit # Approved by ACC: lnspection Fee Pd: ACLS

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

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



Name of Applicant Ann o,\e e Fln"t

SECTION 5 - MODERATE SEDATION TRAINING INFORMATION
Type of Program:

p eo"toruduate Residency Program I Continuing Education Program I otn"r Board-approved program, specify:

Name of Training Program: Untt/u4t\n{ ffi' [or+a

kA(o$ric hnrhc\^{ Restdl'no'1
Address:

8ol Mwtnn Rd ihnatY
State:

IA

[,e siJ er^cut (A.c..A\k{)Type of Experience:

P.dtafr ic Dan}nl
Length ot rraintns: 

, lq.cq,,lLs ) Date(s)compreted, 
b _ 3 0 - }fr15

Number of Patient Contact Hours:r -50 hes / wk tn,r pt contackhoL,.nl I pe:Total Number of Supervised a OSedationGases: A lC

[VeS A NO l. Did you satiEfactorily complde the above trrining program?

b+gS n NO 2. Does the program include at least sixty (60) hours o, didactic ttaining in pain and anxiety?

VVgs tr No 3, ooes th€ progrem include manageiEnt of at least 20 clinicel p.tients?

A5 part oftha curdculum, arc thc following concepta and proe.dur€t taughti
Xt YEs tr ilo 4. Physical evalu.tion;
tr ves Efuo 5. rv sedation;

E YEs n No 6. Airway management;

EYEs tr No 7. llonitoring; and

^FYgs tr ilo 8. B.sic life rupport and emerg.ncy management.

{!es n No 9. Does lhe program includc clihicsl experiencc in managing compromi3ed airway.?

B vgs tr No ,0. Does the program provide training or exped.nce in managing moderate sedation in pediatric patients?

EV'eS I f\fO 11. Ooesthe p,ogram provid€ training or experiencc in managing moderate sedation in ASA category 3 ot4 patients?

Ploas€ atta.*l lh6 eppropriate form to v6rify your modelab sedaii,on lraining. Applkants who received their lrainlng in a postsraduat€ residenc, flogram
must have lhek postsEdualo program direc{or complah Fom A. ln addition. altacfi a copy ot your certifcata of completion of the posEraduate
program- Applicants who received their training in a formal mod€rate sodation continuing education progEm must have tho Program direclor complete
Form B.

SECTION 6 - MODERATE SEDATION EXPERIENCE

fl YES E"O A. Do you have a license, permit, or registration to perform moderate sedation in any other state?

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

6fves (r,ro B. Do you Gonsider yoursetf engaged in the use of moderate sedetion in your profel3ionrr p.""ti..z (n* CWfC'fft$

tr VESYIO C. Have you ever had any patient mortality or other incident that resulted in the temporary or permanent physical or m-entel' injury rcquiring hospitalization ol the patient during, or as a result of, your u6e olantianxiety premedication, nitrous
oxide inhalation analge3ia, moderete sedation or deep seddion/general anestheaia?

ts YES tr NO O. Do you planto use moderate sedation in pediEtric patients?

tr VeS E f,fO E. Oo you plan to use mode.ale Eedation in medic.lly compromised (ASA category 3 or4) pati€nts?

&YEs tr NO F. oo you plan to engage in enteral mod€raie redation?

tr ves ts' uo G. Do you plan to engage in parentcral roderate aedrtion? '

What mairr daugs and anesthetic techniqu$ do you utilize or plan to utilize in your use of modorate sedation? Provide details (lV, inhalation,*ffiffitil11ffi"I;::*\ 
fte asnnar r,oorlc

Seanhles - ora) s \^\dozo\^hn Nego)
diaft1a,rt^.
hgAr'oig?tn'
deinurzoI

l rntdazo\o.,"^

2



Name of Aoolicant I-Ynf\0"\Qe Faciritv Address SOto Cn'fnfnefCl DK '

SECTION 7 - AUXILIARY PERSONNEL

A dentisl administering moderats sedalion in lowa must doqrment and ensure that all auxiliary p€rsonnel have ce ificaton in basic life supPon (BLS)

and are capable of adminisl€dng basic life support. Please iist belowthe nam€(s), licensg/rogistration number, and BLS cedification status otell
auxiliary p6rsonn6l.

Name:

Juyc< K"r.."a
License/
C"-g-i"t[t"n *: g[ft - 0{ 77I]

BLS Certification
Date: p161 zbr zDlS

Date BLS Certification
Expires:mq Zbl?

Name:

Slrnvr{-e\ Pr rry hJiJHfl""n*' GDA- l2o5 I
BLS Gertification
Date: gY161Ytln 18, zotl

Date BLS Ceftification
Expires: MC\W,ln zDl\,

Name:

Eu'\q $u\\ivar"
License/
Resistration *: Qgp. - \211\,

BLS Certification
oate:ftpf;l lrl , LD t5

Date BLS Certification
Expires: Ap", I ZOlt

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Gertification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

Name: License/
Registration #:

BLS Certification
Date:

Date BLS Certification
Expires:

SECTION 8 - FACILITIES & EQUIPMENT

Each facility in which you perform mod6rat6 s€dation must be prcpe y equipp€d. Copy this page and complote for each faoility. You rmy apply for a
\ /aiver ofany ofthsse provisions. Tho Board may grantthe ,r'laiv€r if it detgrminesthor6 is a reasonable basis forthe waiver.

YES

E
E

d
Y
N
E

E
ET

NO

tr

n

tr

tr
tr

n

trn
FtrErn
En
Frlgtr
rytrryr
Ftr
EN
trN

L

tr
n

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

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

2. An operating table or ,cE!I 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. ls the patient able to be observed by a member of the staff at all times during the recovery period?

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

e. EKG monitor? PAtbt* v\h\S rr,tmitue + AED whtch ana\1aS earArac rhythrnS
l'

10. Laryngoscope and blades?

1 1. Endotracheal tubes?

12. Magillforceps?

13. Oralairways?

14. Stethoscope?

15. A blood pressure monitoring device?

16. A pulse oximeter?

17. Emergency drugs that are not expired?

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

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

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

Suljr B Dmoz.i^,
,A
52lD\

COPY FORM AND SUBMIT FOR EACH FACILITY.



SECTION I - lf you answer Yes to any of th€ queslions b6low, atbch a full explanation. Rsad the insEuctons {or important dsfinitions.
YES

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

NO

,Df

2. Are you currently engaged in the illegal or improper use of drugs or other chemical substances? DF
3. Do you currently use alcohol, drugs, or other chamical substances ihat would in any way impairor lirnit yout ability to A B

practice dentistry with reasonable skill and safety?

,a, lf YES to .ny of the above, are you rec€iving ongoing trcatment or participation in a monitoring progr.m thrt rcducrs or NA
eliminates the limitations or impairmenb cau3ed by either your hedical condition or use ofalclhol, dru93, or othar chamical !
substances?

tr

5. Have you ever been requested to repeat a portion of any professional training program/school? ntr
6, Have you ever rec€ivGd a waming, reprimsnd, or baan placed on paobation during a professional tlainirE prograry'school? I .(
7. Have you ever voluntarily surrendered a license or permit issued to you by any professional licensing agency? trx
7.. lf ye3, was a license disciplinary action pending ag.inst you, or were you under ihvestigation by.liceming agency etthst tr ilA

time the voluntary surrender of license was tendered?
tr

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?

Xn

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?

JTtr

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

.w

t,l. Have you ever been denied a Orug Enforcement Administration (OEA) or state controlled substance registtation certlficatG or n -Is
has your cont,olled substance registration ever been placed on probstion, sllsp€nded, voluntarily rurrendered or revok€d?

SECTION 1O . AFFIDAVIT OF APPLICANT
STATE: t

\orvq
GOUNW:

\'ItnvreshieK
l, the below named applicant, hereby declare undor penaltry ot p€rjury that I am the person described and identified in this epplL.tion and that my
ansvlels and all slatenlenB rEde by me on thB applicadon and accompanying attachmenb are true and corr6d. Should I furni8h any falsd informtioh,
or have subslantial omission. I hereby agrce that suci acl shall conslituls cause for denial, suspension, or revocation o, my licen3a or p€tmit to Provide
moderate sedalion. I also declare that if I did not porsonally complete lh6 foregoing appliaiion thal I have tully r.ad and corfirmed 6.ch quesrion and
accompanying anstt€r. and take firll responsbility tor allansniEls contained lnthis applicatioh.

I undorstand that I have no legal authorily to adminisbr nrodorat. s6dalion until a permit has b€en granbd. I undoFlrnd that rry ihcility is subject io an
on.sile evaluation prior to iie issuance ol a permit and by submitting an application for a rnoderats s€dalion pemlt, I heroby consont to such an
ovafuatlrh. lh addition, I undersbnd that I rray be subject to a professional ovaluation as part of ihe application proce$. The prcf*sioral gvaluation

shall bo coMuciBd by the Anesthesia Cr6denlials Commitbe and include, al a minimum, €valuatbn of nry kno\,vl6dge of case mnagemedt and ainflay
ilta nagellE nt.

lcedify that I am trained and capable ot adminisiering Advanced Cardiac Life Support and lhat I employ sufiicignl auxilhry personnel to assist in
monitoing a patient under rnoderate sedation. Such peEonnel are taained in and capable of monitodng vital signs, assisting ir emeQ€ncy prccedures,
and administerlng basic life support. I understand that a dontist performing a procodure for whidt rnod€rate sodation b boino employod shall not
admlnistorthe phahacologic agents and monitor the patient without the presence and assistanc€ ofat least one quallfiod auxiliary porsonnel.

I am aware that pursuait to lowa Administrative Codg 650-29.9(153) I must report any adveBe occurenc€s related to th€ use of s€dation. I also
understand that if modorate sedation results in a goneral anesthetic state, the rules for deep sedation/geheral anesthggia apply.

I hereby authorize the release of any and all information and records the Board shall do6m 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 administ6r moderate s€dation in the siats of

I understand that based on ovaluation ofcredentials, faoilities, .quiprEnt, pErsohnel, and procedures, the Boad may placo restriotbns on ihq Petmit.

llurther stat6 that I hav6 read the rules relat€d to the use of sedalion and nitrous oxide inhalation analgosia. as de3cdbed in 85O lo$a Administratie
Code Chapter 29. I hereby agree to abide by th€ lav6 ahd rules pertaining to the prac{ice of dentisfy and modeEto ssdation in lh6 state of lowa.

MUST BE SIGNED IN

PRESENCE OF NOTARY >
"'offilffi*flq,^,1 DDS

NOTARY SEAL suBScRtBED AND SwoAru BEFoRE ME, rHts ,5 O DAy oF 
") 

u.n p- , YEAR A0/5
NOTARY PUBTI$SIGNATURE

( !)^*,'7na+r,t"*rH
,0w1.

ANlIA M. FORBES
Commlsslon Number 72E65O

My Commlsslon ExPlres
July 27, 2016

NOTARY PUB[,!C NAME (TypED OR PR|NfED)

firr{o- lU 6n["s
MY COMMISSION EXPIRES:

7 *?-tu/L



ffi@
American
Heart
Assoeiation'

Training
Center Name

TCID#
Americart Acadernv
of Pediatrics ffi*

3 r 9-3 53-7495
trlMqf RC

**&
PHfrL

ffiilffitr
****4h"

Annalee Fencl

This card cerlifies that the above individual has successfully
completed the cognitive and skilts evaluations in accordance with
the curriculum of the American Heart Association Pediatric Advanced
Life Support (PILS) Program.

-.".*-,05/:sl-L-*.
Recommended Henewat Date

Annalee Fencl

249 Woolt Ave.
lowa City lA 5?246

Course
Location

* *'**'"*' 5"&q : nJs+s' -*--
lssue Date

lnstructor
Name

Holder's
Signature ^**.(,
@ 2011 American Heart Association

lnst. lD #

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

PALS Provider



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

Phone (515) 281-5157 Fax (515) 281-7969
h ttp : /1www.d en ta I boa rd. i,o.,Wa. g ov

PLEASE TYPE OR PRINT LEGIBLY IN INK.

FORM A: VERIFICATION OF MODERATE SEDAT]ON TRAINING
IN A POSTGRADUATE RESIDENCY PROGRAM

SECTION 1 - APPLICANT INFORMATION

lmtructions - Use this lorm if you obtainod your iraining in moderate sedation flom an approvod postgEduate residency program. ComPletg Seclion 1

and rnail this form io the PostsEduale Program Direc,tor for vedfication of your having successtully compleiod this training.

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

Fr,rl n\ec Pat ,',r't'a frlr.r)
MAILING ADDRESS:

2z16 US Hnr\\Loc4 5L
ctw: , u l-{rere:DrcDrah I tA

Zlp coDE: bZ I Ot PHONE:

1iE" 2+D *bsrx>
To obtain a permit io administer modgrate sodation in lowa, the lowa Dental Board roqukar that the applicant submit evidence of having complet6d ah
approved postgraduat€ training prograrn or oth€r forntal balning program approv€d by th€ Board. The applicar{'s signature bolow authoriles the
release of any informatioh, favorable or otheMis€, dkec{y to the lo\ ra Dental Board al the address above.

DATE:

tr-3D -zor5
SECTION 2 -TO BE COMPLETED BY POSTGRA,DUATE PROGRAM DIRECTOR

NAME OF POSTGRADUATE PROGRAM DIRECTOR:

Mot\!rr.rn; &<n<SEv-, "Db S
THIS POSTGRADUATE PROORAM IS APPROVEO OR ACCREDITEO TO TEACH POSTCRADUATE DENTAL OR i,!EDICAL EDUCANO BY
ONE OF THE FOLLOWNG:

E American Der*al Associ.lion;

E Accredit.tion Council for G,aduat. Medical Education of the American Medical A!sociation (AtrlA); or

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

D"4rtrsh,U
PHONE:

311-335-l+80
DATES APPLICANT
PARTICIPATED IN PROGRAM >

FROM (MOIfR):'01 
t 20 13

TO {MOffRl:

n[D / 2D l5
DATE PROGRAM

corplEreo, U-30-a0 t5

!f ves

fu ves

pves

n ruo

INo
nruo

E YEs E[ "o
dr=t E no

1. DID THE APPLICANT SATISFACTORILY GOMPLETE THE ABOVE POSTGRADUATE TRAINING PROGRAM?

2. DOES THE PROGRAM INCLUDE AT LEAST S|XTY (60) HOURS OF DIDACTIC TRAINTNG lN PAIN AND ANXIETY?

3. DOES THE PROGRAM COVER THE AMERICAN DENTAL ASSOCTATION GUIDELINES FOR TEACHING PAIN CONTROL AND
SEDATION TO DENTISTS AND DENTAL STUDENTS?

, TYES N No 4. DoEs THE PRoGRAM INcLUDE oLINICAL EXPERIENCE IN MANAGING COMPROMlsEO AIRWAYS?

!/ves D No 6. ooEs rHE eRoGRAM rNcLuDE IANAGEMENT oF ar LEAsr 20 eATTENTs?

(lf no to above, please provide a detailed .xplanation,)

tr ves Ef no 6. DrD THE AppucANT EvER REcEtvE AwARNING oR REpRIMAND, oR wAs rHE AppLrcANT PLAcED oN PRoBATtoN
DURINC Tl{E TRAINING PROGMIT? lf },es, please explain.

7. WAS THE APPLICANT EVER REQUESTED TO REPEAT A PORTION OF THE TRAINING PROGRAM? If YCS, PIEASE EXPIA|N.

8. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROV]DING MODERATE SEDATION FOR
PEDIATRIC (AGE 12.oR YOUNGER) PATIENTS? lf ves. ple-ase pro!'ide details.pdrar-lr,r- trz,,tnin c,Y]DqvA.*V\

JI J
9. DOES THE PROGRAM INCLUDE ADDITIONAL CLINICAL EXPERIENCE IN PROVIDING MODERATE SEDATION FOR

MEDICALLY COMPROMISED (ASA CLASS 3 OR 4) PATIENTS? lf ves. olease orovide details.
E vEsff*o

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

PROGRAM DIRECTQR SIGNATURE:N DATE:

b-so-,.f



to
THr Ur-uvEr$tryoF lowr

ffslJr,gt rf Fn*Iixhrg
THIS IS TO CERTIFY THAT

bnualee Jpatr irix S *nrl

HAS SUCCESSFULLY COMPLETED THE REQUIREMENTS FOR THE

ffBrtifir,wIr in ffieliatrir Fn*tixlrg
TO TIIE SATISFACTION OT THE FACULTY

IN WITNESS WHEREOF, THIS CERTIFICATE IS AWARDED AT IOWA CITY

THIS THIRTIETH DAY OF ITINE, TWO THOUSAND AND FIFTEEN.

qr ur &t-ary orJ$, n$t *nrt*rhepaccedtsor@ohcd
dger-nent is a hte, e4ag comolctc. md urultcmd phaocory mt& by rffi

STAIEOFIOWA
COUNTYOFJOHNSCIN

of fgnfidln fffttftC{tt+ preuontcd ro me by tlre rtoiurncrfr
and, ts the bcn of ny

knowledge, drat the photmopied document is rritherxnqwledge,glat the gotmopieil &cument is rrither a prblic rccmd
nor.agrHicly recudabb document, ccdificd copics of uAi*r are

ao fim a notary prfilic,

il;"*,. ,*. 1-l'l )+,,td'

-ata{ - ANIIA I'r. IO*BES

=# "1f;illTHl, lll,T[] l?,::"

PRESIDENT OF THE LTN TVERSITY



October 29, 2015

Balance

 7:43 am

Adam

Holton

ANES-Moderate Sedation

Internet Wait

$0.00

License Detail Report
First Name:

Last Name:

License Type

License Number

Orginal Issue Date

Balance

Status

License Basic Information

Yes
Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
12

Yes

No
Yes
No

Facility Equipment

Facility Information

Operating room accommodates patient and  3 staff?
Operating table or chair sufficient to maintain airway and 

render emergency aid?
Lighting is sufficient to evaluate patient and has appropriate 

battery backup?
Suction equipment permits aspiration of oral / pharyngeal 

cavities & a backup?
Oxygen delivery system with adequate full face masks & 

adequate backup?
A recovery area that has oxygen, adequate lighting, suction, 

& electric outlets?
Is patient able to be observed by staff at all times during 

recovery?
Anesthesia / analgesia systems coded to prevent incorrect 

administration?
EKG Monitor?

Laryngoscope and blades?
Endotracheal tubes?

Magill forceps?
Oral airways?
Stethoscope

Blood pressure monitoring device?
A pulse oximeter?

Emergency drugs that are not expired?
A defibrillator (an automated defibrillator is recommended)?

Do you employ volatile liquid anesthetics and a vaporizer?
Number of nitrous oxide inhalation analgesia units in facility?

Joining previously inspected facility?
Equipment or exemption details

Provide sedation at more than 1 facility?
Equipment requirements met?

Equipment exemptions?



October 29, 2015

Balance

 7:43 am

Adam

Holton

License Detail Report
First Name:

Last Name:

Yes
Oct 29, 2015 07:43:55
Yes
07/2017

Yes
Yes
Yes
Yes

Yes
Yes

No

Yes

Aug 21, 2015

0
0

No
No

No

Final Acknowledgements

Initial Acknowledgements

MS Restrictions

Other State Licenses

Peer Evaluation

Printing

Renewal Period Option

Sedation Experience

Application Signature
Application Signature Date

ACLS/PALS Certification Acknowledgement
ACLS/PALS Expiration (mm/yyyy)

Sedation / LA Permit Acknowledgement
Public Record Acknowledgement

Non-Refundable App Fee Acknowledgement
App Valid 180 Days Acknowledgement

Authorized to sedate pediatric patients?
Authorized to sedate ASA 3 or 4 patients?

Permitted In Other States?
State

Permit Number
Date Verified

State 2
Permit Number 2

Date Verified 2
State 3

Permit Number 3
Date Verified 3

Peer evaluation conducted?
If no, is one required?

Date of peer evaluation

Number of Extra Certificates ($25 ea.)
Number of Extra Renewal Cards ($25 ea.)

Joint New / Renewal Qualified
Joint New / Renewal Accepted

Any patient mortality or other incident?



October 29, 2015

Balance

 7:43 am

Adam

Holton

License Detail Report
First Name:

Last Name:

University of Iowa College of Dentistry and Dental Clinics Dept. of Oral and Maxillofacial Surgery

No
Yes

Yes
Yes
Jul 27, 2015
Yes
Yes

Intern

Iowa City, IA
Jun 26, 2015
Jun 24, 2016

Yes
UIHC
Jul 27, 2015
Yes
UIHC
Jul 27, 2015

Sedation Training

Details of incident
Use enteral moderate sedation?

Use parenteral moderate sedation?

Mod Sedation training program 60 hrs and 20 patients?
Airway management training?

Airway Training Date
ACLS Certified?

ADA accredited residency program?
Specialty 1

Post Graduate Training Type 1
Post Graduate Training Institution 1

Institution 1 City & State
Post Graduate Training 1 Start Date
Post Graduate Training 1 End Date

Continuing Education Course
Continuing Education Course Location

Continuing Education Course Date Completed
Pediatric Training?

Pediatric Training Location
Pediatric Training Date
Med. Comp. Training?

Med. Comp. Training Location
Med. Comp. Training Date

Marriage/Divorce Decree Submission Method?

License No.State/Country Active Date Issued License Type How Obtained

Out of State License Information

Chronology

No

No

No

No

Question List and Details

Do you currently have a medical condition that in any way impairs or 
limits your ability to practice dentistry with reasonable skill and 
safety?
Are you currently engaged in the illegal or improper use of drugs or 
other chemical substances?
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?
Are you receiving ongoing treatment or participating in a monitoring 
program that reduces or eliminates the limitations or impairments 
caused by either your medical conditions or use of alcohol, drugs, or 
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Balance

 7:43 am

Adam

Holton

License Detail Report
First Name:

Last Name:

other chemical substances?
No

No

No

No

No

No

No

No

Have you ever been requested to repeat a portion of any 
professional training program/school?
Have you ever received a warning, reprimand, or placed on 
probation or disciplined during a professional training 
program/school?
Have you ever voluntarily surrendered a license issued to you by 
any professional licensing agency?
Was a license disciplinary action pending against you, or were you 
under investigation by a licensing agency at the time a voluntary 
surrender of license was tendered?
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?
Has any jurisdiction of the United States or other nation ever 
limited, restricted, warned, censured, placed on probation, 
suspended, or revoked a license you held?
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?
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 suspended, or revoked?

Attachments



IOWA DENTAL BOARD 
400 S.W. 81

h Street, Suite 0, Des Moines, Iowa 50309-4687 
Phone (515) 281-5157 Fax (515) 281-7969 

http://www.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, Suffix) 

Holton. f\rlrun . Lee. 
Other Names Used: (e.g. Maiden) Home E-mail: Work E-mail: 

N \A- no \\i>n. \.Uuwl@Amcu\. t1~ o.daJn-n\> \-tro@\A.C\Mll. ell \A. 
Home Address: City: ...... State: Zip: Home Phone: 

q \ o wests ,o.-e. Dv \OWCA.U~ IY\ 52,.1..L\Lt ,lt.:1 .. ~~-1.\~S 
License Number: Issue Date: Expiration Date: Type of Practice: 

l)t>S-OG\ lf>'b ll \ OG\ \ \':> ~l3\\\\J f\tld-cMi\t. 
SECTION 2 - LOCATION(S) IN IOWA WHERE MODERATE SEDATION SERVICES ARE PROVIDED 

Primfal f ffice Adle~l~ o.f })Cnt)\~ City: Zip: Phone: Office Hours/Days: 

W\t -~\Ot~.J~,. tl-rl \OWl. Uhl 512..L\t- ~-~~s-145, t~oo-5!oo t\· 
~ 

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. 
Check if 

DATE(S): completed. 

Moderate Sedation Training Program that meets ADA Guidelines for Teaching Pain _m Completed "~ 1\ ,2..t>\5 
Control and Sedation to Dentists of at least 60 hours and 20 patient experiences 

ADA-accredited Residency Program that includes moderate sedation training D Completed 

You must have training in moderate sedation AND one of the following: 
f\\l.1 l.\ I 2..0 \5 Formal training in airway management; OR .Kl Completed 

Moderate sedation experience at graduate level, approved by the Board D Completed 

SECTION 4 -ADVANCED CARDIAC LIFE SUPPORT (ACLS) CERTIFICATION 

Name of Course: f\C.LS 
un(t!;irs~ of \OWIA. \\OSl)f 1'0l fJ.!\ ... ~ 'fl~\~CJ 

Date of Course: 

1 \ \1 \ \'5 
Date Certification Expires: ~·-·-

()1 \:}0\~ 
Lie.# Sent to ACC: Inspection Fee 

S! 
Approved by ACC: Inspection Fee Pd: ACLS ::::i Permit# 

~ '\ 

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

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

l-

f 



Name of Applicant f\.cioJn L · i\1"b\ tuv\ 
SECTION 5-MODERATE SEDATION TRAINING INFORMATION 
Type of Program: 

D Postgraduate Residency Program ~ Continuing Education Program D Other Board-approved program, specify: 

u 
Name of Training Program: _ I Address: Gt~ \tOS1)fifAA I City: 

nlV. It \OWfA bt~.1f {l.nQ1t\,CS\~ \l..n,l'tM1f\\ ~~~ , trin,'t .1 \ OWl. U~ I St:D\. 

Typ~;;;r~s'l't\tlU.. \V\, ~ OR (U\(l. A:_SC, ' ().\~~ tt\(M\~"::".:.."" c tttCAitlA fV\b\~ 
Length of Training: Date(s) Completed: 

!1. mo~ 'alB.l\ \S 
Number of Patient Contact Hours: Total Number of Supervised 

\ l Ob Sedation Cases: WO 
jZl'YES D NO 1. Did you satisfactorily complete the above training program? 

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

¢YES O 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: 

¢YES ONO 4. Physical evaluation; 

~ES ONO 
5. IV sedation; 

ES ONO 6. Airway management; 

ES ONO 7. Monitoring; and 

ES ONO 8. Basic life support and emergency management. 

~YES O NO 9. Does the program include clinical experience in managing compromised airways? 

yl'°YES O NO 10. Does the program provide training or experience in managing moderate sedation in pediatric patients? 

)l! YES O 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 Ji 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): 

¢YES ONO B. Do you consider yourself engaged in the use of moderate sedation in your professional practice? 

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

¢YES D NO D. Do you plan to use moderate sedation in pediatric patients? 

r/YES o NO E. Do you plan to use moderate sedation in medically compromised (ASA category 3 or 4) patients? 

O YES 1, NO F. Do you plan to engage in enteral moderate sedation? 

j21YES 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. 

'" RnttUl"\ \ 
V(.VS~d 
VOJ.\\M'f\ 
t)tCAr).~ 

~nc~~ 

\n.V\J~ 
\\ \'\1t> ~ O">(\Cl-(. 

2 



Facilit Address 

SECTION 7 - AUXILIARY PERSONNEL 

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

Name: 

License/ 
Registration #: 

License/ 
Registration #: Ol.ii_ "1 ;'.) '-f ·~ 
License/ 
Registration #: 0 I ~ .)... 5 
License/ 
Registration #: Q DA.~ Oo-3 ·lo 

License/ 
Registration#: Q µ f\- 09 .15t.f" 

License/ 
Registration#: QLX"\ · IO< '5 to 

License/ 
Registration #: Q ·w (\ · \ 00 3 -~ 

License/ 
Registration #: 

BLS Certifi,ation, 
Date: 3 5 //5 
BLS Certification 

Date: I).. (J..t+/ i.-t 
BLS Certification 

Date: I J..} ::z._~f If 
BLS Certification 

Date: 3/5/16 

BLS Certification 

Date: 3/t:i /tfl 
BLS Certification 
Date: 1:i-/.)...'-t / 1 ~ 

BLS Certification 
Date: 3/5/1 5 

BLS Certification 
Date: 

Date BLS Cert"fication 
Expires: ;: 31 / ? 
Date BLS Certification 

Expires: l >-/ 3 1/ 1~ 

Date BLS Certification 

Expires: I 2-, / 3 1 / / lD 

Date BLS Certification 
Expires: 3/3,/t l 
Date BLS Certification 

Expires: '3/3 i/t 7 
Date BLS Certification 
Expires: 12 ( 3 1/1 \0 

Date BLS Certification 
Expires: 3/3 1/t 1 

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 

JZ D 

JZ D 

% D 

¢ D 

~ D 

¢' D 

Ji1 D 
D 

{ D 
D 

J2( D 

~ 
D 
D 

)1" D 
~ D 
~ D 

.0' D 

JZ D 

D ji1 
1a:.. 

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 mucosa! 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, lsoflurane)? 

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

COPY FORM AND SUBMIT FOR EACH FACILITY. 3 



SECTION 9 - If you answer Yes to any of the questions below, attach a full explanation. Read the instructions for important definitions. 
YES NO 

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

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

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

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

time the voluntary surrender of license was tendered? 

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

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

10. Have you ever been notified of any charges filed against you by a licensing or disciplinary agency of any jurisdiction of the D '§l1 
U.S. or other nation? 

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

SECTION 10-AFFIDAVIT OF APPLICANT 
STATE: 

l 1o~~SO'n :[OWll 
I, the below named applicant, hereby declare under penalty of perjury that I am the person described and identified in this application and that my 
answers and all statements made by me on this application and accompanying attachments are true and correct. Should I furnish any false information, 
or have substantial omission, I hereby agree that such act shall constitute cause for denial, suspension, or revocation of my license or permit to provide 
moderate sedation. I also declare that if I did not personally complete the foregoing application that I have fully read and confirmed each question and 
accompanying answer, and take full responsibility for all answers contained in this application. 

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

I certify that I am trained and capable of administering Advanced Cardiac Life Support and that I employ sufficient auxiliary personnel to assist in 
monitoring a patient under moderate sedation. Such personnel are trained in and capable of monitoring vital signs, assisting in emergency procedures, 
and administering basic life support. I understand that a dentist performing a procedure for which 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 Iowa Administrative Code 650-29.9(153) I must report any adverse occurrences related to the use of sedation. I 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 
Iowa. 

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

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

MUST BE SIGNED IN SIGNATURE OX~~ 
PRESENCE OF NOTARY .... 

NOTARY SEAL SUBSCRIBED AND SWORN BEFORE ME, THIS ~ DAY OF ~~mv,t~ , YEAR Un5 -
NOTARY PUBLIC SIGNATURE 

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

4 



l~.·1 
IOWA 

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

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

http://www.dentalboard.iowa.gov 

PLEASE TYPE OR PRINT LEGIBLY IN INK. 

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): 

~ -n1Y\ 
MAILING ADDRESS: 

q\o ' <.. v 
CITY: \OWl. CA1\.\ STATE: 

~~ 
ZIP CODE: 5U..L\\.f PHONE: 

1\ -~ qq -l\~5 
To obtain a permit to administer moderate sedation in Iowa, the Iowa Dental Board requires that the applicant submit evidence of having completed an 

approved postgraduate training program or other formal training program approved by the Board. The applicant's signature below authorizes the 

release of any information, favorable or otherwise, directly to the Iowa Dental Board at the address above. 

SECTION 2 - TO BE COMPLETED BY TRAINING PROGRAM DIRECTOR 

NAME OF PROGRAM DIRECTOR: 

K,,\<.. L. ~rt'c:l,;ch 
NAME AND LOCATION OF PROGRAM: PHONE: 

---rh.JL- LJ..."'\i\le..r.;:;.,~ o{ Jc,I.J-)c..,._-\-to"5p1~"5 + C,tt' v'\l'c. ~ 
Co\~'!- o~u~.~\'"S~ ·3\c1,3'35·1%o 

=:r::..:n~, ' C- . ::L 

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

PARTICIPATED IN PROGRAM~ 01 .)... I / 5 (..") '8 d. I I t=_j COMPLETED: 0~ (c:l \ I ':) 

1fJ._ YES O NO 1. DID THE APPLICANT SATISFACTORILY COMPLETE THE ABOVE TRAINING PROGRAM? 

tfl. YES O NO 2. 

YJ_ YES O NO 3. 

1J YES O NO 4. 

fiJ. YES O NO 5. 

i
YES ONO 6. 

YES O NO 7. 

YES O NO 8. 

YES O NO 9. 

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

CONTROL AND SEDATION TO DENTISTS OR DENTAL STUDENTS? 

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 

MODERATE SEDATION IN AT LEAST TWENTY (20) PATIENTS? 

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

PHYSICAL EVALUATION; 

IV SEDATION; 

AIRWAY MANAGEMENT; 

MONITORING; AND 

BASIC LIFE SUPPORT AND EMERGENCY MANAGEMENT. 

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

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

PROGRAM DIRECTOR SIGNATURE: 

~~~-------------, 
DATE: 

J o - t- LJ) - 2.._.0 I ...::;-· 
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Anesthesia Rotation 

 

Summary 

  The anesthesia rotation I completed was a competency based full time, four week 

rotation (160 hours) with The University of Iowa Department of Anesthesia. The four week 

rotation entailed didactic, simulation, and clinical experiences. The didactic component was 

completed with forth year medical students and second year anesthesia residents and included 

multiple topics of anesthesia, as detailed below. In addition, simulation exercises provided 

procedural training prior to beginning my advanced clinical experiences in anesthesia. The 

clinical component comprised the vast majority of the rotation. This included one‐on‐one 

patient experiences paired with anesthesiologists or an anesthesia team consisting of an 

anesthesiologist, and a fourth year anesthesia resident, or a certified nurse anesthetist. The 

clinical experience involved all aspects of anesthesia including pre‐anesthesia evaluation, pre‐

induction protocol, management of surgical patients with co‐existing medical problems, clinical 

experience in various forms of anesthesia including general and regional (spinal, epidural, 

peripheral nerve blocks), induction and airway management ( via mask ventilation, 

endotracheal intubation, LMA placement, and other alternative airway techniques), 

maintenance, emergence, and postoperative care. A vast majority of my experiences included 

cases in which patients were undergoing general anesthesia with several surgical disciplines. 

Working closely with the anesthesiologist or anesthesia team I would participate in pre‐

anesthesia evaluations, premedication and pre‐induction protocols, masking patients during 

induction (induction conducted by anesthesiologist), intubation of patients under direct 

supervision of the anesthesiologist, management of maintenance and emergence with the 

primary staff, extubating patients under the direct supervision of the anesthesiologist, and 

concluding the cases with postoperative care in conjunction with the anesthesia and surgical 

teams. In addition to general anesthesia cases I also worked with conscious sedation cases 

where my primary role was assisting in pre‐anesthesia evaluations, maintenance, and 

emergence.  Below is a detailed outline of the procedures I completed, medications I received 

training on and used during my rotation, and didactic course work completed during the 



 

 

rotation.  In addition, my time as a Fellow Associate in the Department of Oral and Maxillofacial 

Surgery at The University of Iowa has provided me with didactic course work and supervised 

sedations as outlined below. 

Simulation Experiences 

  Intravenous catheter placement 

  Arterial line placement with the use of ultrasound 

  Central venous catheter placement with the use of ultrasound 

  Oropharyngeal airway placement 

  Endotracheal intubation  

  Emergency medical situation management with a multidisciplinary team 

 

 

Clinical Experiences 

30+ supervised cases demonstrating proper masking technique  

20 supervised endotracheal and nasotracheal intubations via Direct (Macintosh and 

Miller blades) and Indirect Laryngoscopy (Video Laryngoscopes and Fiberoptics etc), 

including the use of laryngeal mask airways. 

  4 supervised conscious sedations 

  Intravenous catheter placement 

  Use of oropharyngeal airways 

 

 

Pharmacological Training 

Medications used under supervision during rotation: 

    Premedication: midazolam, ketamine 

    Induction: propofol, fentanyl, sevoflurane 

    Neuromuscular Blockade: succinylcholine, rocuronium 

    Reversal of Neuromuscular Blockade: neostigmine, atropine 

    Vasopressors: phenylephrine, ephedrine 

    Vasodilators: labetalol, vasopressin 

    Maintenance (intravenous): propofol, fentanyl, remifentanil, alfentanil 

    Maintenance (inhalational): sevoflurane, isoflurane, desflurane, and    

    nitrous oxide  

     

 



 

 

 

Didactic Coursework  

Topics including but not limited to:  

    History of anesthesia 

    Preoperative evaluation  

    Premedication 

    Intubation and anesthesia complications 

    Intravenous anesthetics 

    Inhalational anesthetics 

Intraoperative monitoring 

Ventilation systems and modes 

Extubation 

    Pediatric anesthesia 

    Obstetric anesthesia 

    Pain medicine 

    Regional anesthesia  

Pharmacology of anesthetics 

    Clinical Case Conferences 

 

 

Supplemental Anesthesia Training 

 

Supervised Patient Procedures (Additional competency based instruction exceeding 60 hours) 

    45 supervised sedations in clinic setting  

    Intravenous catheter placement 

 

 

Didactic Coursework 

  Topics including but not limited to: 

    Capnography use in OMFS 

    Review of anesthetic techniques and complications 

    Physical evaluation of patients 

    The use of conscious sedation in dentistry 

    Pediatric sedation considerations 

    Geriatric sedation considerations 



 

 

    Nitrous oxide 

    Emergency preparation and management 

    Monitoring for conscious sedation 

    Venipuncture anatomy and techniques 

    Intramuscular sedation (pharmacology and technique)  

    Intravenous sedation (pharmacology and technique) 

    Medically compromised patients 

 

*The Department of Oral and Maxillofacial Surgery has arranged this individualized, 

competency based curriculum to benefit the education of our pre‐doctoral students at the 

College of Dentistry.  The individualized curriculum consisted of well over 220 hours of training 

(didactic, clinical and simulation) and included live airway training and intubation experiences.  

It is not our intent (nor is it feasible) to offer such a comprehensive training program to others 

not associated with our Departmental or its mission(s). 
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