
STATE OF VERMONT - BOARD OF MEDICAL PRACTICE 

108 CHERRY STREET 

BURLINGTON, VT  05401 

(802) 657-4220 
 

PRIMARY SUPERVISING PHYSICIAN APPLICATION 

 

Please print.  Incomplete applications will be returned.  Attach additional sheets as needed. 

 

Name in full _________________________________________________________________ 

(Last)    (First)    (Middle) 

 

Mailing Address ______________________________________________________________ 

(Office Name) 

____________________________________________________________________________ 

(Street) 

____________________________________________________________________________ 

(City/State)   (Zip Code)   (Telephone Number) 

 

Vermont License #: ____________ 

 

Hospital(s) where you have privileges:  Hospital(s) Location  Specialty 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

What arrangements have you made for supervision when you are not available or out of town: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

CERTIFICATE OF SUPERVISING PHYSICIAN 
 

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities 

of ________________________________, P.A. while under my supervision.  I further certify that the protocol 

outlining the scope of practice, attached to this application, does not exceed the normal limits of my practice.  I 

further certify that notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31, 

Section 1741. 

 

I further certify that I have read the statutes and Board rules governing physician assistants. 

 

__________________________   _____________________________________________ 

      (Date)          (Signature of Supervising Physician) 

 

Co-signature of PA: ____________________________________ 

 

Note: A PA who prescribes controlled drugs must obtain an ID number from DEA.  PA’s DEA Number _________ 



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE 

108 CHERRY STREET 

BURLINGTON, VT  05401 

(802) 657-4220 
 

SECONDARY SUPERVISING PHYSICIAN APPLICATION 

 

Please print.  Incomplete applications will be returned.  Attach additional sheets as needed. 

 

Name in full _________________________________________________________________ 

(Last)    (First)    (Middle) 

 

Mailing Address ______________________________________________________________ 

(Office Name) 

____________________________________________________________________________ 

(Street) 

____________________________________________________________________________ 

(City/State)   (Zip Code)   (Telephone Number) 

 

Vermont License #: ____________ 

 

Hospital(s) where you have privileges:  Hospital(s) Location  Specialty 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

List all physician’s assistants names and addresses you currently supervise: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN 
 

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities 

of ________________________________, P.A. only when the primary supervising physician is unavailable and 

only when consulted by the aforesaid Physician Assistant.  I further certify that the protocol outlining the scope of 

practice, attached to this application, does not exceed the normal limits of my practice and that in accordance with 26 

VSA, Chapter 31, Section 1741, the use of a physician assistant has been posted. 

 

I further certify that I have read the statutes and Board rules governing physician assistants. 

 
__________________________   _______________________________________________ 

      (Date)           (Signature of Secondary Supervising Physician) 

 


