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General Session Minutes of the North Carolina Medical Board
Meeting held May 18-20, 2011.
The North Carolina Medical Board met May 18-20, 2011, at its office located at 1203 Front
Street, Raleigh, NC. Janice E. Huff, MD, President, called the meeting to order. Board
members in attendance were: Donald E. Jablonski, DO, Past President; Ralph C. Loomis, MD,
President-Elect; William A. Walker, MD, Secretary/Treasurer; Ms. Pamela Blizzard; Thomas R.
Hill, MD; Ms. Thelma Lennon; Peggy R. Robinson, PA-C; Paul S. Camnitz, MD; Karen R.
Gerancher, MD and Eleanor E. Greene, MD. Absent was John B. Lewis, Jr., LLB.
Presidential Remarks
Dr. Huff commenced the meeting by reading from the State Government Ethics Act, “Ethics
awareness and conflict of interest reminder.” No conflicts were reported.
Minute Approval
Motion: A motion passed to approve the March 16, 2011 Board Minutes and the April 14, 2011
Hearing Minutes.

Announcements
1. Mr. Curt Ellis, Director of Investigations, recognized Mr. Jerry Weaver as a new
Investigator with the NCMB.
2. Mr. David Henderson, Executive Director, recognized Mr. Thom Mansfield on his tenyear anniversary at the NCMB.

EXECUTIVE COMMITTEE REPORT
The Executive Committee of the North Carolina Medical Board was called to order at 1:00 pm,
Thursday May 19, 2011, at the offices of the Board. Members present were: Janice E. Huff,
MD, Chair; Ralph C. Loomis, MD, William A. Walker, MD, Pamela L. Blizzard and Donald E.
Jablonski, DO. Also present were R. David Henderson (Executive Director), Hari Gupta
(Director of Operations) and Peter T. Celentano, CPA (Comptroller).
1) Financial Statements
a) Monthly Accounting March 2011
The Committee reviewed the March 2011 compiled financial statements. March is the
fifth month of fiscal year 2011.
Committee Recommendation: Accept the financial statements as reported.
Board Action: The Board accepted the Committee recommendation.
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b) Investment Account Statements
The Committee reviewed the April and March 2011 investment account statements.
Committee Recommendation: Accept the investment account statements as reported.
Board Action: The Board accepted the Committee recommendation.
2) Old Business
a) Investment Advisor Update
The Committee met with our new investment advisors from Fifth Third Bank who
updated the Committee on the transfer of assets from Sterling Capital Management and
reviewed a draft of the proposed Investment Policy Statement.
Committee Recommendation: Accept the Investment Policy Statement as drafted.
Board Action: The Board accepted the Committee recommendation.
3) New Business
a) Legislative Update
The Committee reviewed the legislative update provided by the Board’s Legislative
Liaison.
Committee Recommendation: Accept the report as submitted.
Board Action: The Board accepted the Committee recommendation.
The Committee adjourned at 3:05 pm.
The Committee reconvened at 7:30 am, Friday May 20, 2011.
2) Old Business
b) Closure Letters
At the March 2011 meeting, the Board voted to add the following language to closure
letters:
"In the future, information related to the above referenced investigation should be
disclosed to applicable licensing authorities and credentialing agencies. You may use a
photocopy of this letter in your response to such inquiries.”
Since that time, the Board has received suggested changes to this language.
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Committee Recommendation: Insert the following language in all closure letters,
including “Accept as Information” cases:
“The North Carolina Medical Board considers this to have been an investigation. Under
certain circumstances, other credentialing, regulatory, or licensing boards may require
that you report this investigation. If so, a photocopy of this letter may be used for that
purpose.”
Board Action: The Board accepted the Committee recommendation.
3) New Business
b) Amicus Brief - NC State Board of Dental Examiners v. FTC
The NC Board of Dental Examiners has asked the NC Medical Board to join three other
NC health care licensing boards in support of the Dental Board’s case against the FTC.
Committee Recommendation: Staff is authorized to expend up to $3,500 to hire an
attorney to prepare and file an amicus brief in support of the NC Board of Dental
Examiners.
Board Action: The Board accepted the Committee recommendation.
c) Biannual Meetings with the Executive Director
The Committee would like to meet with the Executive Director twice a year to provide an
opportunity to discuss any medical regulatory issues.
Committee Recommendation: Executive Director to meet with the Board each year
during the May and November Board meetings.
Board Action: The Board accepted the Committee recommendation.
d) Letter from Public Citizen
The Committee discussed a letter from Public Citizen dated March 14, 2011, regarding
the Board’s receipt and handling of hospital change in staff privileges reports and the
response to that letter dated May 18, 2011.
Committee Recommendation: Accept as information. No further action necessary.
Board Action: The Board accepted the Committee recommendation.
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POLICY COMMITTEE REPORT
Committee Members: Dr. Loomis, Chairman; Dr. Camnitz and Dr. Greene
Staff: Todd Brosius, Scott Kirby, MD, Jean Fischer and Wanda Long

1. Old Business
a. Position Statement Review
i. – Office Based Procedures (APPENDIX A)
Issue: In November 2009, the Board approved the Policy Committee’s recommendation
to review Position Statements at least once every four years. A review schedule has
been formulated for the Committee’s consideration.
9/2010 Committee Recommendation: Table this issue to allow comments from the full
Board to be received. All comments will be considered at the November Committee
meeting.
9/2010 Board Action: Adopt the Committee recommendation
11/2010 Committee Recommendation: Table this issue. Request input from standard
distribution list, as well as, plastic surgeon speciality, dermatology speciality, OBGYN
speciality, GI speciality, and insurance companies.
11/2010 Board Action: Adopt Committee recommendation.
1/2011 Committee Discussion: The Committee discussed comments received from
various parties. The Committee agreed that the position statement is lengthy, but
included important and useful information. The Committee instructed the staff to inquire
about the inclusion of language addressing “expenses of accreditation.” The Committee
also suggested that language may be added to better explain what the Board views as
“reasonable proximity.”
1/2011 Committee Recommendation: Table issue until the March 2011 meeting. Legal
will wordsmith the position statement to incorporate suggested changes and attempt to
reorganize the position statement to make it more accessible.
1/2011 Board Action: Adopt Committee recommendation.
3/2011 Committee Discussion: The Committee reviewed the current position statement
with new formatting that the staff felt would make it easier to negotiate its content. The
staff reported that the language addressing “expenses of accreditation” was considered
fundamental at the time of the position statement’s creation. The Committee made
suggestions regarding the formatting of the preface section. It was suggested that
“reasonable proximity” might be 30 minutes. The staff recommended adding
“reasonable proximity” to the definition section. Additionally, it was suggested that the
definition section be renamed Definitions and Acronyms.
3/2011 Committee Recommendation: Remain tabled until a draft encompassing the
suggested changes could be prepared. The proposed position statement will be
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submitted to the Policy Committee prior to the May Board meeting.
3/2011 Board Action: Adopt Committee recommendation.
5/2011 Committee Discussion: The position statement was presented to the Committee
with the suggested changes from the March meeting.
5/2011 Committee Recommendation: Present to the full Board for approval as amended.
5/2011 Board Action: Adopt the Committee recommendation.

ii. Self- Treatment and Treatment of Family Members and Others with Whom Significant
Emotional Relationships Exist (APPENDIX B)
Issue: In November 2009, the Board approved the Policy Committee’s recommendation
to review Position Statements at least once every four years. A review schedule has
been formulated for the Committee’s consideration.
3/2011 Committee Discussion: Mr. Brosius suggested that the Board may need to
establish some bright lines, because the current position statement leaves room for
some treatments that the Board may deem unethical depending on physician
interpretation. Dr. Loomis suggested that he preferred a hardline approach and would
recommend eliminating minor treatment of illness. He indicated that the Board’s interest
is for the patients to receive the best care. Dr. Greene agreed that eliminating treatment
of minor illness would remove any room for confusion, but also felt we should leave the
ability to treat during an emergency in the position statement. Dr. Camnitz indicated
that he did not like the vagueness of the position statement and would prefer it be more
specific regarding over-the-counter medications and prescription medications, possibly
indicating specific schedules that would be restricted. The Committee further discussed
chronic versus acute. It was also recommended that “physician” should be replaced with
“licensee” to be consistent with edits made in previous position statement reviews.
3/2011 Committee Recommendation: Table issue for the Legal Department to
incorporate the recommendations from the Committee discussion.
3/2011 Board Action: No Action necessary.
This Position Statement has now been assigned to a Task Force specifically analyzing
the issue and headed by Dr. Loomis.
5/2011 Committee Discussion: Dr. Loomis reported that the Task Force was scheduled
to meet in June 2011. Dr. Kirby stated that the AMA has a statement regarding
treatment of professional peers and suggested that something similar be included in our
position statement.
5/2011 Committee Recommendation: Table issue until Task Force report is presented to
the Committee. Dr. Kirby is to provide the AMA position prior to the Task Force meeting.
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5/2011 Board Action: Accept Committee recommendation

2. New Business:
a. Position Statement Review (APPENDIX C)
1/2010 Committee Recommendation: (Loomis/Camnitz) Adopt a 4 year review schedule
as presented. All reviews will be offered to the full Board for input. Additionally all
reviews will be documented and will be reported to the full Board, even if no changes are
made.
1/2010 Board Action: Adopt the recommendation of the Policy Committee.

i. Prescribing Legend or Controlled Substances for Other Than Valid Medical or
Therapeutic Purposes, with Particular Reference to Substances or Preparations
with Anabolic Properties (APPENDIX D)
5/2011 Committee Discussion: Dr. Loomis has concerns about the last
paragraph in the General Section. He inquired about why and when this
paragraph was added. Dr. Loomis stated that if there was no good reason for it
to exist, the Committee might consider removing it. Dr. Greene and Dr. Camnitz
both offered alternative wording, instead of removing the paragraph in question.
The Committee discussed the definition of legend drugs.
5/2011 Committee Recommendation: Table issue to provide staff an opportunity
to research the origin of the paragraph in question. Additionally, add a
description of legend drugs to the position statement.
5/2011 Board Action: Accept Committee recommendation

ii. Sale of Goods from Physician Offices (APPENDIX E)
5/2011 Committee Discussion: The Committee reviewed the position statement.
Dr. Kirby remarked that currently Medicare has regulations regarding notification
to patients of other places where products/services can be obtained.
5/2011 Committee Recommendation: Accept position statement as present. No
changes are necessary.
5/2011 Board Action: Accept Committee recommendation

b. Writing of Prescriptions (APPENDIX F)
Issue: See inquiry below.
David,
I’ve received a question from a practice manager lately about the Medical Board’s
Position on e-prescribing of controlled substances. I believe that in the past the NCMB
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has not favored this practice. Can you tell me if I’m correct and if there is any plan to
revisit this policy in the near future? Thanks so much!
Amy Whited

5/2011 Committee Discussion: The current position statement was modified at the
March 2011 meeting of the Medical Board. The Committee discussed e-prescribing and
its increased use in practices. The Committee does not recommend any changes to the
current position statement.
5/2011 Committee Recommendation: Mr. Brosius to notify Ms. Whited that the Board
recognizes that e-prescribing is appropriate and may be the way of the future.
5/2011 Board Action: Accept Committee Recommendation
3. Additional Business:
a. Review of Position Statements
5/2011 Committee Discussion: Mr. Brosius discussed the current process for reviewing
position statements. It was determined that the Committee could review one position
statement per Committee meeting and maintain the 4 year schedule set forth in January
2010.
5/2011 Committee Recommendation: Approve the review of one position statement per
Committee meeting.
5/2011 Board Action: Accept Committee recommendation

b. Amended Position Statements
5/2011 Committee Discussion: The Committee discussed the best way to notify the
Board’s licensees when a position statement has been amended. Dr. Camnitz and Dr.
Greene recommended that the amended position statements be highlighted in the
Forum and on the Board’s website.
5/2011 Committee Recommendation: Ms. Fisher will review the options and present her
findings at the July Policy Committee.
5/2011 Board Action: Accept Committee recommendation

8

CONTINUED COMPETENCE COMMITTEE REPORT
The Continued Competence Committee of the North Carolina Medical Board was called to order
at 8:00am Thursday May 19, 2011, at the office of the Medical Board. Members present were:
Paul S. Camnitz, MD, Chair; Peggy R. Robinson, PA-C; and Eleanor E. Greene, MD. Also
present were: Ralph C. Loomis, MD; Thomas R. Hill, MD; Karen R. Gerancher, MD; Donald E.
Jablonski, DO; William A. Walker, MD; Janice E. Huff, MD; Scott Kirby, MD; David Henderson
and Maureen Bedell.
1.

Old Business
a. There was no old business to discuss.

2.

New Business
a. Maintenance of Licensure Program. The Committee reviewed the options
regarding the NCMB participating in the Federation of State Medical Boards
(FSMB) Maintenance of Licensure (MOL) Pilot Project. A discussion followed.
Committee Recommendations: (1) Postpone participation in the pilot project at
this time, (2) Meet with interested parties (e.g., the medical societies/
associations and the Area Health Education Centers) to discuss MOL, (3)
Consider convening a task force to study this issue, (4) Conduct a financial
analysis to determine the cost to licensees and the Board, and (5) obtain
demographic information to determine how many licensees will be affected by a
MOL program.
Board Action: The Board accepted the Committee recommendations.
b. CME Rules. Proposed changes to the CME Rules were deferred to a later date.

LICENSE COMMITTEE REPORT
The License Committee of the North Carolina Medical Board was called to order at 3:00 p.m.,
May 18, 2011, at the office of the Medical Board. Members present were: Thomas Hill, MD,
Chair, Donald Jablonski, DO, Karen Gerancher, MD, Eleanor Greene, MD and Paul Camnitz,
MD. Mr. John Lewis was absent. Also present were: Scott Kirby, MD, Thom Mansfield, Patrick
Balestrieri, Carren Mackiewicz, Josh Albert, Nancy Hemphill, Joy Cooke, Michelle Allen, Mary
Rogers and Lisa Hackney
Open Session
Old Business
1.

Guidelines for Reporting Withdrawal and Denial of Applications to NPDB, HIPDB and
FSMB

Issue: There has been discussion regarding exactly what license application “withdrawals and
denials” should be reported to FSMB, NPDB and HIPDB. We have contacted all three entities
and recently received guidance and direction regarding the reporting issues. See bookmarked
copy of Mr. Balestrieri’s January 4, 2011 memorandum outlining the reporting guidelines.
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Committee Recommendation: Continue discussion at May meeting following FSMB discussion
at the Annual Meeting. Patrick to provide update.
3/2011 Board Action: Table until May meeting.
5/20/22 Update – FSMB House of Delegates referred this issue back to the Board of Directors
(for further study and report back in 2012) as it was still vague and confusing.
Committee Recommendation: Continue handling withdrawals on a case by case basis as it has
been done in the past until further study is done.
Board Action: Continue handling withdrawals on a case by case basis as it has been done in
the past until further study is done.

2.

Proposed changes to RTL rule 21 NCAC 32B. 1402 (limiting number of

attempts

Issue: To be consistent with the rule changes already made to the full license application, the
following modifications need to be made to the RTL rule:
•

Replace (3) with proposed (3) re: immigration status. NCMB does not need to do
this because the GME offices are already doing it.

•

Replace (4) with proposed (4) re: medical school certification form.

•

Edit (11) limiting the number of attempts for passing USMLE 1&2 or COMLEX 1&2 to
3.

21 NCAC 32B .1402 APPLICATION FOR RESIDENT'S TRAINING LICENSE
(a) In order to obtain a Resident's Training License, an applicant shall:
(1) submit a completed application, attesting under oath that the information on the
application is true and complete, and authorizing the release to the Board of all information
pertaining to the application;
(2) submit documentation of a legal name change, if applicable;
(3) supply a certified copy of applicant's birth certificate if the applicant was born in the
United States or a certified copy of a valid and unexpired US passport. If the applicant does
not possess proof of U.S. citizenship, the applicant must provide information about
applicant's immigration and work status which the Board will use to verify applicant's ability
to work lawfully in the United States;
(4) submit a recent photograph, at least two inches by two inches, affixed to the Board's
Medical Education Certification form. The dean or other official of the applicant's medical
school shall certify this as a true likeness of the applicant, and that the applicant has
completed at least 130 weeks of medical education. The applicant's date of graduation from
medical school shall be written in the designated space, and the school seal shall be
stamped over the photograph;
(3) submit a recent photograph, at least two inches by two inches, affixed to the oath, and
attested by a notary public.
(4) submit proof on the Board’s Medical Education Certification form that the applicant has
completed at least 130 weeks of medical education. The applicant’s date of graduation from
medical school shall be written in the designated space, and the school seal shall be
stamped on the form; the dean or other official of the applicant’s medical school shall sign
the form verifying the information.
(5) If the graduate of a medical school other than those approved by LCME, AOA, COCA or
CACMS, shall furnish an original ECFMG certification status report of a currently valid
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certification of the ECFMG. The ECFMG certification status report requirement shall be
waived if:
(A) the applicant has passed the ECFMG examination and successfully completed an
approved Fifth Pathway program (original ECFMG score transcript from the ECFMG
required); or
(B) the applicant has been licensed in another state on the basis of a written
examination before the establishment of the ECFMG in 1958;
(6) submit an appointment letter from the program director of the GME program or his
appointed agent verifying the applicant's appointment and commencement date;
(7) provide two original references from persons with no family or martial relationship to the
applicant. These references must be:
(A) from physicians who have observed the applicant's work in a clinical setting;
(B) on forms supplied by the Board;
(C) dated within six months of the application; and
(D) bearing the original signature of the writer;
(8) submit two completed fingerprint record cards supplied by the Board;
(9) submit a signed consent form allowing a search of local, state, and national files for any
criminal record;
(10) pay a non-refundable fee pursuant to G.S. 90-13.1(b), plus the cost of a criminal
background check;
(11)provide proof that the applicant has taken and passed:
(a) the COMLEX Level 1 and both components of COMLEX Level 2 (cognitive
evaluation and performance evaluation); or
(b) the USMLE Step 1 and both components of the USMLE Step 2 (Clinical Knowledge
and Clinical Skills);
(12) upon request, supply any additional information the Board deems necessary to
evaluate the applicant's competence and character.
(b) An applicant may be required to appear in person for an interview with the Board or
its agent to evaluate the applicant's competence and character.
Committee Recommendation: Accept following changes to the RTL rule:
1. Replace (3) with proposed (3) re: immigration status. NCMB does not need to do this
because the GME offices are already doing it.
2. Replace (4) with proposed (4) re: medical school certification form.
3. Edit (11) limiting the number of attempts for passing USMLE 1&2 or COMLEX 1&2 to 3.
3/ 2011 Board Action:
1. Replace (3) with proposed (3) re: immigration status. NCMB does not need to do this
because the GME offices are already doing it.
2. Replace (4) with proposed (4) re: medical school certification form.
3. Table decision regarding limit USMLE 1&2 and COMLEX 1&2 to 3 attempts until additional
information is obtained from the GME office, USMLE and the Deans of the Medical Schools
regarding how this rule would impact them.
5/2011 Update: Awaiting feedback from stakeholders
Committee Recommendation: Table for discussion at July 2011 meeting.
Board Action: Table for discussion at July 2011 meeting.
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3. Update on application wording regarding pre-populated fields in the on-line application
Issue: There was discussion during the September Board meeting about new applications
being “pre-populated” with information from old applications with regard to misdemeanors,
felonies, malpractice, privileges and regulatory Board actions. This affects licensees who have
previously been licensed by NCMB; applicants who applied in the past and were denied,
expired or withdrew. The general consensus of staff was to not pre-populate this information.
However, because the data for LI (License Information) page, applications and renewals is
stored in one place a majority of the information is pre-populated. The instructions for these
pages are currently being reviewed for necessary modification. Also, pre-populating this
information has been one of the things applicants have requested through our survey.
November 2010 Board Action: Have staff provide an update at the January meeting regarding
the status of changing the instructions.
1/2011 Update: Staff meeting has been scheduled to update instructions. Update will be
provided at Licensing Committee meeting.
1/20/11 Board Action: Task to Hari to implement. Provide updated information to licensing
committee at May meeting.
5/2011 Update: Staff reported that a decision has been made on what language will be used as
well as a procedure for the applicant to update any pre-populated information. These changes
have been submitted to Operations to implement.
Committee Recommendation: Accept as information.
Board Action: Accept as information

New Business:
1.

License Interviews for Reentry Candidates

Issue: Previously the Board voted that all applicants for licensure who met the criteria for a
reentry agreement be required to meet with a member of the Board prior to licensure. The
reason was to make sure the applicant understands what is expected of them and the
importance of adhering to the conditions of the reentry agreement. It has been recommended
that the Board revisit this policy to determine whether the policy should be adjusted.
Committee Recommendation: Continue requiring one-on-one licensing interviews for reentry
candidates and confirm they and mentor understand the expectations outlined in the agreement
as well as the entire reentry process.
Board Action: Continue requiring one-on-one licensing interviews for reentry candidates and
confirm they and mentor understand the expectations outlined in the agreement as well as the
entire reentry process.

12

2.

Medical School Faculty Limited License Fee

Issue: The Board’s action at the March meeting to amend the rule immediately going back to
the $150.00 application fee for Medical School Faculty Limited Licenses was not a viable option
and was recirculated via email to Board Members on March 28th for another vote.
______________
Dear Board Members:
This is a continuation of our discussion about the Medical School Faculty Limited License fee
situation. As it stands, our rule has been approved by the Rules Review Commission with a fee
of $350 per application. The rule is in limbo, and we need to take action to make it go into effect.
We have spoken extensively with rulemaking staff about this, and it appears that our options are
limited.

1.

The Board can eliminate the application fee entirely by amending the existing rule.
That would take 4-5 months.

2.

The Board can lower the fee from $350 to $150 by amending our rule. We would need
to send a request for consultation about the fee to the Joint Legislative Commission on
Governmental Operations (“Gov Ops”).

3.

The simplest thing is to send Gov Ops our request for consultation on the rule as
approved (at the $350 level). No legislators have been assigned to the Gov Ops
Commission. The “request for consultation” must be sent to an email box. The staff at
the Office of Administrative Hearings says that she has never known Gov Ops to
convene during the legislative session. Basically, 90 days pass and agencies’ requests
for fee changes become effective.

Committee Recommendation: Ratify the vote taken March 28th via email which was unanimous
to send the RRC-approved rule to the Joint Legislative Operations Committee for “request for
consultation” on the fee change. The rule, as approved, increased the fee to $350 per
application. The email to “Gov Ops” was sent on 3/31/2011. If Gov Ops does not meet, then the
rule will become effective 90 days later, or roughly June 30.
Board Action: Ratify the vote taken March 28th via email which was unanimous to send the
RRC-approved rule to the Joint Legislative Operations Committee for “request for consultation”
on the fee change. The rule, as approved, increased the fee to $350 per application. The email
to “Gov Ops” was sent on 3/31/2011. If Gov Ops does not meet, then the rule will become
effective 90 days later, or roughly June 30.
3.

Clarification of “clinical practice” required for Expedited License requirement
21 NCAC 32B .2001 (b)(6)

Issue: In order to qualify for an expedited license, the rule requires in part that the applicant be
in active clinical practice for the past two years prior to licensure. Specifically, the applicant
must provide proof of clinical practice for an average of 20 hours or more per week during this
two year period.
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Committee Recommendation: Allow graduate medical training as acceptable clinical practice.
Add statement to the application that applicants may be required to submit proof of the 20 hours
of clinical work.
Board Action: Allow graduate medical training as acceptable clinical practice. Add statement to
the application that applicants may be required to submit proof of the 20 hours of clinical work.
4.

Interventional Radiology in an Ambulatory Setting

Issue: Dr. Hill wishes to bring the Committee members and staff up to date on a corporation–
an outpatient center for vascular access and other invasive procedures. It is not a typical
ambulatory setting, where multiple physicians and proceduralists do a variety of procedures. It
is a single-specialty center. Dr. Hill also wants to share concerns regarding the concept of a
“single-specialty center for procedures”.
Committee Recommendation: Accept as information. Mr. Balestrieri was requested to obtain
web site information on the corporation for the License Committee report on Friday.
Board Action: Accept as information.
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.

Six licensure cases were discussed. A written report was presented for the Board’s review.
The Board adopted the Committee’s recommendation to approve the written report. The
specifics of this report are not included because these actions are not public information.
A motion passed to return to open session.

LICENSE INTERVIEW REPORT
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
Four licensure interviews were conducted. A written report was presented for the Board’s
review. The Board adopted the Committee’s recommendation to approve the written report.
The specifics of this report are not included because these actions are not public
information.
A motion passed to return to open session.
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ALLIED HEALTH COMMITTEE REPORT PA/EMS
The Allied Health Committee of the North Carolina Medical Board was called to order at 1:00
p.m., Wednesday, May 18, 2011 at the office of the Medical Board.
Committee Members present were: Peggy Robinson, PA-C, Chairperson, William Walker, MD,
and Pamela Blizzard. Also present were: Marcus Jimison, Lori King, CPCS, Quanta Williams,
Jane Paige, Katharine Kovacs, PA, Marc Katz, PA, Carren Mackiewicz and Robert Kyle, MD.
Committee Members absent: None.

1. Old business. PAs with Five or More Primary Supervising Physicians.
Issue: Update on the status of PAs with five or more primary supervising physicians and audits
on these PAs. M. Jimison to discuss.
Committee Recommendation:
M. Jimison provided an update. PAs with five or more primary supervising physicians will be
incorporated into the audits each year starting in 2012. An article about the compliance review
program will be included in the next issue of the Forum. L. King informed the committee that the
2010 results of compliance reviews were in the April issue of the Forum and that the
Investigations Department recently sent out a letter requesting active PAs with no current Intent
to Practice on file with the Board to complete an Intent to Practice Form if they are actively
practicing. This same letter also advised the PAs to inactivate any primary supervising
physician with whom they are no longer working. Staff to add FAQ about compliance reviews to
the website. Accept as information.

Board Action:
M. Jimison provided an update. PAs with five or more primary supervising physicians will be
incorporated into the audits each year starting in 2012. An article about the compliance review
program will be included in the next issue of the Forum. L. King informed the committee that the
2010 results of compliance reviews were in the April issue of the Forum and that the
Investigations Department recently sent out a letter requesting active PAs with no current Intent
to Practice on file with the Board to complete an Intent to Practice Form if they are actively
practicing. This same letter also advised the PAs to inactivate any primary supervising
physician with whom they are no longer working. Staff to add FAQ about compliance reviews to
the website. Accept as information.

Open Session NC Emergency Medical Services
1. None.

Committee Adjourned: 2:20 p.m.
The next regular meeting of the Allied Health Committee Meeting is tentatively set for the July,
2011 Board Meeting.
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Allied Health Committee Report – May 2011 – Closed Session
As a result of the Board’s 2009 Retreat, the Board should proceed with extreme caution with
applicants who (1) have a history of substance abuse plus a family history of substance abuse,
multiple relapses and/or coexisting psychiatric illness, and (2) have a history of quality of care
concerns including multiple malpractice payments.
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
One licensee application was reviewed. A written report was presented for the Board’s
review. The Board adopted the Committee’s recommendation to approve the written report.
The specifics of this report are not included because these actions are not public
information.
A motion passed to return to open session.

ALLIED HEALTH COMMITTEE REPORT LP/AA/CPP
The Allied Health Committee of the North Carolina Medical Board was called to order at 1:00
pm, May 18, 2011 at the office of the North Carolina Medical Board. Members present were:
Peggy Robinson, PA-C, Chair; William Walker, MD; and Pamela Blizzard. Also present were
Marcus Jimison, Jane Paige, Lori King, Katharine Kovacs, and Carren Mackiewicz, and Quanta
Williams.

1. Open Session Anesthesiologist Assistants
a. No items for discussion
2.

Open Session Nurse Practitioners
a. No items for discussion

3.

Open Session Clinical Pharmacist Practitioners
a. No Items for discussion

4.

Open Session Perfusionists
a. Open session portion of the minutes of the March PAC meeting.
i.
The open session minutes of the March PAC meeting have been
sent to the Committee members for review.
Committee Recommendation: Accept as information
Board Action: Accept as information
b. Interview for PAC Vacancy
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i.

The AHC interviewed Dr. Robert Kyle for the opening on the
Perfusionist Advisory Committee. Dr. Kyle is a Clinical Associate
Professor at UNC Chapel Hill. He is the section chief of
cardiothoracic surgery in the Department of Anesthesiology.
He has an appreciation for the perfusionist’s role & would like to
be appointed to the PAC because of the insight that he feels he
can offer.
Committee Recommendation: Appoint Dr. Kyle to the PAC
conditioned on the Board not receiving any additional applications
before the May 31, 2011 deadline. If any other letters of interest
are received before the May 31 deadline, the Chair will consider
the application(s) and, in her discretion, determine whether the
Committee should interview the applicant(s).
Board Action: Appoint Dr. Kyle to the PAC conditioned on the
Board not receiving any additional applications before the May 31,
2011 deadline. If any other letters of interest are received before
the May 31 deadline, the Chair will consider the application(s)
and, in her discretion, determine whether the Committee should
interview the applicant(s).

5.

Open Session Polysomnography
a. No items for discussion

NURSE PRACTITIONER JOINT SUBCOMMITTEE
The Nurse Practitioner Joint Subcommittee (NPJS) was called to order at 3:08 pm May 19,
2011 at the office of the NC Board of Nursing. Members present were: Nancy Bruton-Maree,
RN, Chair (NCBON); Peggy Robinson, PA-C (NCMB); Mary Ann Fuchs, RN (NCBON); Dan
Hudgins (NCBON); William Walker, MD (NCMB); and Pamela Blizzard (NCMB). Also present
were: Donna Mooney (NCBON); Julie George (NCBON); Marcus Jimison (NCMB); Anna
(NCBON); David Kalbacker (NCBON); Katharine Kovacs (NCMB); Paulette Young (NCBON);
and Quanta Williams (NCMB).
1. Approval of minutes of January 2011 meeting
a. Motion: To approve the minutes of the January meeting. Passed.
2. Additions to agenda
a. None
3. Old Business
a. Change to NP Interview Policy
i.
Ms. Fuchs requested to amend #1 to say “the Board of Nursing or
the Medical Board”
Motion: To approve the changes with the amendment to #1.
Passed.
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b. Compliance Review Protocol
i.
FYI only
4. New Business
a. Report of any disciplinary actions, including Consent Agreements, taken by
either Board since the last meeting
i.
The Board of Nursing reported 15 public actions taken against a
nurse practitioner since the last meeting.
ii.
The Medical Board didn’t report any public actions taken against a
nurse practitioner since the last meeting.
5. Other Business
a. NPJS Materials
i.
Ms. Robinson requested that the information for NPJS meetings
be sent in time enough to be included on the NCMS Board
Meeting Book. Ms. George will look into this.

A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
Twelve licensee approvals were reviewed. A written report was presented for the Board’s
review. The Board adopted the Committee’s recommendation to approve the written report.
The specifics of this report are not included because these actions are not public
information.
A motion passed to return to open session.

REVIEW (COMPLAINT) COMMITTEE REPORT
Paul Camnitz, MD, Chair; Peggy R. Robinson, PA-C; John B. Lewis
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
The Review (Complaint) Committee reported on twenty complaint cases. A written report
was presented for the Board’s review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public.
A motion passed to return to open session.
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DISCIPLINARY (COMPLAINTS) COMMITTEE REPORT
William Walker, MD, Chair; Dr. Thomas R. Hill, MD; Pamela Blizzard; Karen R. Gerancher, MD;
Eleanor E. Greene, MD
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
The Disciplinary (Complaints) Committee reported on ten complaint cases. A written report
was presented for the Board’s review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public.
A motion passed to return to open session.
DISCIPLINARY (MALPRACTICE) COMMITTEE REPORT
William Walker, MD, Chair; Dr. Thomas R. Hill, MD; Pamela Blizzard; Karen R. Gerancher, MD;
Eleanor E. Greene, MD
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
The Disciplinary (Malpractice) Committee reported on 42 cases. A written report was
presented for the Board’s review. The Board adopted the Committee’s recommendation to
approve the written report. The specifics of this report are not included because these
actions are not public information.
A motion passed to return to open session.
DISCIPLINARY (MEDICAL EXAMINER) COMMITTEE REPORT
William Walker, MD, Chair; Dr. Thomas R. Hill, MD; Pamela Blizzard; Karen R. Gerancher, MD;
Eleanor E. Greene, MD
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
The Disciplinary (Medical Examiner) Committee reported on five cases. A written report was
presented for the Board’s review. The Board adopted the Committee’s recommendation to
approve the written report. The specifics of this report are not included because these
actions are not public information.
A motion passed to return to open session.
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INVESTIGATIVE INTERVIEW REPORT
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
Twenty-one informal interviews were conducted. A written report was presented for the
Board’s review. The Board adopted the recommendations and approved the written report.
The specifics of this report are not included because these actions are not public
information.
A motion passed to return to open session.
DISCIPLINARY (INVESTIGATIVE) COMMITTEE REPORT
William Walker, MD, Chair; Dr. Thomas R. Hill, MD; Pamela Blizzard; Karen R. Gerancher, MD;
Eleanor E. Greene, MD
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
The Disciplinary (Investigative) Committee reported on 39 investigative cases. A written
report was presented for the Board’s review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public information.
A motion passed to return to open session.
REVIEW (INVESTIGATIVE) COMMITTEE REPORT
Paul Camnitz, MD, Chair; Peggy R. Robinson, PA-C; John B. Lewis
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
The Review (Investigative) Committee reported on 45 investigative cases. A written report
was presented for the Board’s review. The Board adopted the Committee’s
recommendation to approve the written report. The specifics of this report are not included
because these actions are not public information.
A motion passed to return to open session.
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NORTH CAROLINA PHYSICIANS HEALTH PROGRAM (NCPHP) COMMITTEE REPORT
Thelma Lennon, Chair; Janice Huff, MD; Ralph C. Loomis, MD
A motion passed to close the session pursuant to Section 143-318.11(a) of the North Carolina
General Statutes to prevent the disclosure of information that is confidential pursuant to
Sections 90-8, 90-14, 90-16, 90-21.22 of the North Carolina General Statutes and not
considered a public record within the meaning of Chapter 132 of the General Statutes and/or to
preserve attorney/client privilege.
The Board reviewed 43 cases involving participants in the NC Physicians Health
Program. The Board adopted the committee’s recommendation to approve the written
report. The specifics of this report are not included as these actions are not public
information.
A motion passed to return to open session.
RETREAT COMMITTEE
The Retreat Committee of the North Carolina Medical Board was called to order at 1:00pm
Wednesday May 18, 2011, at the office of the Medical Board. Members present were: Karen
R. Gerancher, MD, Chair; Janice E. Huff, MD; Ms. Thelma Lennon and Thomas R. Hill, MD.
Also present were: David Henderson, Christina Apperson and Maureen Bedell.
1.

Old Business
a. Approval of Minutes
The minutes of the March 2011 meeting were approved.
b. Retreat Location
A meeting room at the Renaissance Hotel has been reserved.
c. Potential Speakers/Topics
The committee discussed the following possible retreat topics: (1)
maintenance of licensure; (2) current litigation before the FTC challenging
the North Carolina Dental Board’s authority to regulate the practice of
dentistry (and its impact on the NCMB); (3) telemedicine; (4) evaluation of
Board processes, which has the potential to include the results of a
voluntary audit conducted of the NCMB by the AIM Assessment Project if
time permits; (5) legislative update and education on the processes of the
NC General Assembly; and (6) on-site assessments of licensees.
Committee Recommendation: Defer to the full Board.
Board Action: The Board agreed on the following Retreat topics: FTC, telehealth,
AIMAP, legislative update and professional competency assessments.

2. New Business
a. Dinner
Christina Apperson has graciously agreed to host the Board dinner at her home
Friday evening.
b. Other
There was no other business.
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ADJOURNMENT
This meeting was adjourned at 1:10 P.M. May 20, 2011.

_____________________________________________________
William A. Walker, MD
Secretary/Treasurer
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APPENDIX A

OFFICE-BASED PROCEDURES
Preface
This Position Statement on Office-Based Procedures is an interpretive statement that attempts
to identify and explain the standards of practice for Office-Based Procedures in North Carolina.
The Board’s intention is to articulate existing professional standards and not to promulgate a
new standard.
This Position Statement is in the form of guidelines designed to assure patient safety and
identify the criteria by which the Board will assess the conduct of its licensees in considering
disciplinary action arising out of the performance of office-based procedures. Thus, it is
expected that the licensee who follows the guidelines set forth below will avoid disciplinary
action by the Board. However, this Position Statement is not intended to be comprehensive or
to set out exhaustively every standard that might apply in every circumstance. The silence of
the Position Statement on any particular matter should not be construed as the lack of an
enforceable standard.
General Guidelines
The
Physician’s
Professional
and
Legal
Obligation:
The North Carolina Medical Board has adopted the guidelines contained in this Position
Statement in order to assure patients have access to safe, high quality office-based surgical and
special procedures. The guidelines further assure that a licensed physician with appropriate
qualifications takes responsibility for the supervision of all aspects of the perioperative surgical,
procedural and anesthesia care delivered in the office setting, including compliance with all
aspects of these guidelines.
These obligations are to be understood (as explained in the Preface) as existing standards
identified by the Board in an effort to assure patient safety and provide licensees guidance to
avoid practicing below the standards of practice in such a manner that the licensee would be
exposed to possible disciplinary action for unprofessional conduct as contemplated in N.C. Gen.
Stat. § 90-14(a)(6).
Exemptions:
These guidelines do not apply to Level I procedures.
Written Policies and Procedures:
Written policies and procedures should be maintained to assist office-based practices in
providing safe and quality surgical or special procedure care, assure consistent personnel
performance, and promote an awareness and understanding of the inherent rights of patients.
Emergency Procedure and Transfer Protocol:
The physician who performs the surgical or special procedure should assure that a transfer
protocol is in place, preferably with a hospital that is licensed in the jurisdiction in which it is
located and that is within reasonable proximity of the office where the procedure is performed.
All office personnel should be familiar with and capable of carrying out written emergency
instructions. The instructions should be followed in the event of an emergency, any untoward
anesthetic, medical or surgical complications, or other conditions making hospitalization of a
patient necessary. The instructions should include arrangements for immediate contact of

23

emergency medical services when indicated and when advanced cardiac life support is needed.
When emergency medical services are not indicated, the instructions should include procedures
for timely escort of the patient to the hospital or to an appropriate practitioner.
Infection Control:
The practice should comply with state and federal regulations regarding infection control. For all
surgical and special procedures, the level of sterilization should meet applicable industry and
occupational safety requirements. There should be a procedure and schedule for cleaning,
disinfecting and sterilizing equipment and patient care items. Personnel should be trained in
infection control practices, implementation of universal precautions, and disposal of hazardous
waste products. Protective clothing and equipment should be readily available.
Performance Improvement:
A performance improvement program should be implemented to provide a mechanism to review
yearly the current practice activities and quality of care provided to patients.
Performance improvement activities should include, but are not limited to, review of mortalities;
the appropriateness and necessity of procedures performed; emergency transfers; reportable
complications, and resultant outcomes (including all postoperative infections); analysis of patient
satisfaction surveys and complaints; and identification of undesirable trends (such as diagnostic
errors, unacceptable results, follow-up of abnormal test results, medication errors, and system
problems). Findings of the performance improvement program should be incorporated into the
practice’s educational activity.
Medical Records and Informed Consent:
The practice should have a procedure for initiating and maintaining a health record for every
patient evaluated or treated. The record should include a procedure code or suitable narrative
description of the procedure and should have sufficient information to identify the patient,
support the diagnosis, justify the treatment, and document the outcome and required follow-up
care.
Medical history, physical examination, lab studies obtained within 30 days of the scheduled
procedure, and pre-anesthesia examination and evaluation information and data should be
adequately documented in the medical record.
The medical records also should contain documentation of the intraoperative and postoperative
monitoring required by these guidelines.
Written documentation of informed consent should be included in the medical record.
Credentialing of Physicians:
A physician who performs surgical or special procedures in an office requiring the
administration of anesthesia services should be credentialed to perform that surgical or special
procedure by a hospital, an ambulatory surgical facility, or substantially comply with criteria
established by the Board.
Criteria to be considered by the Board in assessing a physician’s competence to perform a
surgical or special procedure include, without limitation:
1. state licensure;
2. procedure specific education, training, experience and successful evaluation
appropriate for the patient population being treated (i.e., pediatrics);
3. for physicians, board certification, board eligibility or completion of a training
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4.
5.
6.
7.

8.

program in a field of specialization recognized by the ACGME or by a national
medical specialty board that is recognized by the ABMS for expertise and
proficiency in that field. For purposes of this requirement, board eligibility or
certification is relevant only if the board in question is recognized by the ABMS,
AOA, or equivalent board certification as determined by the Board;
professional misconduct and malpractice history;
participation in peer and quality review;
participation in continuing education consistent with the statutory requirements
and requirements of the physician’s professional organization;
to the extent such coverage is reasonably available in North Carolina,
malpractice insurance coverage for the surgical or special procedures being
performed in the office;
procedure-specific competence (and competence in the use of new procedures
and technology), which should encompass education, training, experience and
evaluation, and which may include the following:
a. adherence to professional society standards;
b. credentials approved by a nationally recognized accrediting or
credentialing entity; or
c. didactic course complemented by hands-on, observed experience; training
is to be followed by a specified number of cases supervised by a
practitioner already competent in the respective procedure, in accordance
with professional society standards.

If the physician administers the anesthetic as part of a surgical or special procedure (Level II
only), he or she also should have documented competence to deliver the level of anesthesia
administered.
Accreditation:
After one year of operation following the adoption of these guidelines, any physician who
performs Level II or Level III procedures in an office should be able to demonstrate, upon
request by the Board, substantial compliance with these guidelines, or should obtain
accreditation of the office setting by an approved accreditation agency or organization. The
approved accreditation agency or organization should submit, upon request by the Board, a
summary report for the office accredited by that agency.
All expenses related to accreditation or compliance with these guidelines shall be paid by the
physician who performs the surgical or special procedures.
Patient Selection:
The physician who performs the surgical or special procedure should evaluate the condition of
the patient and the potential risks associated with the proposed treatment plan. The physician
also is responsible for determining that the patient has an adequate support system to provide
for necessary follow-up care. Patients with pre-existing medical problems or other conditions,
who are at undue risk for complications, should be referred to an appropriate specialist for
preoperative consultation.
ASA Physical Status Classifications:
Patients that are considered high risk or are ASA physical status classification III, IV, or V and
require a general anesthetic for the surgical procedure, should not have the surgical or special
procedure performed in a physician office setting.
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Candidates for Level II Procedures:
Patients with an ASA physical status classification I, II, or III may be acceptable candidates for
office-based surgical or special procedures requiring conscious sedation/ analgesia. ASA
physical status classification III patients should be specifically addressed in the operating
manual for the office. They may be acceptable candidates if deemed so by a physician qualified
to assess the specific disability and its impact on anesthesia and surgical or procedural risks.
Candidates for Level III Procedures:
Only patients with an ASA physical status classification I or II, who have no airway abnormality,
and possess an unremarkable anesthetic history are acceptable candidates for Level III
procedures.
Surgical or Special Procedure Guidelines
Patient Preparation:
A medical history and physical examination to evaluate the risk of anesthesia and of the
proposed surgical or special procedure should be performed by a physician qualified to assess
the impact of co-existing disease processes on surgery and anesthesia. Appropriate laboratory
studies should be obtained within 30 days of the planned surgical procedure.
A pre-procedure examination and evaluation should be conducted prior to the surgical or
special procedure by the physician. The information and data obtained during the course of this
evaluation should be documented in the medical record
The physician performing the surgical or special procedure also should:
1. ensure that an appropriate pre-anesthetic examination and evaluation is
performed proximate to the procedure;
2. prescribe the anesthetic, unless the anesthesia is administered by an
anesthesiologist in which case the anesthesiologist may prescribe the anesthetic;
3. ensure that qualified health care professionals participate;
4. remain physically present during the intraoperative period and be immediately
available for diagnosis, treatment, and management of anesthesia-related
complications or emergencies; and
5. ensure the provision of indicated post-anesthesia care.
Discharge Criteria:
Criteria for discharge for all patients who have received anesthesia should include the following:
1. confirmation of stable vital signs;
2. stable oxygen saturation levels;
3. return to pre-procedure mental status;
4. adequate pain control;
5. minimal bleeding, nausea and vomiting;
6. resolving neural blockade, resolution of the neuraxial blockade; and
7. eligible to be discharged in the company of a competent adult.
Information to the Patient:
The patient should receive verbal instruction understandable to the patient or guardian,
confirmed by written post-operative instructions and emergency contact numbers. The
instructions should include:
1. the procedure performed;
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2.
3.
4.
5.
6.

information about potential complications;
telephone numbers to be used by the patient to discuss complications or should
questions arise;
instructions for medications prescribed and pain management;
information regarding the follow-up visit date, time and location; and
designated treatment hospital in the event of emergency.

Reportable Complications:
Physicians performing surgical or special procedures in the office should maintain timely
records, which should be provided to the Board within three business days of receipt of a Board
inquiry. Records of reportable complications should be in writing and should include:
1.
2.
3.
4.
5.
6.
7.

physician’s name and license number;
date and time of the occurrence;
office where the occurrence took place;
name and address of the patient;
surgical or special procedure involved;
type and dosage of sedation or anesthesia utilized in the procedure; and
circumstances involved in the occurrence.

Equipment Maintenance:
All anesthesia-related equipment and monitors should be maintained to current operating room
standards. All devices should have regular service/maintenance checks at least annually or per
manufacturer recommendations. Service/maintenance checks should be performed by
appropriately qualified biomedical personnel. Prior to the administration of anesthesia, all
equipment/monitors should be checked using the current FDA recommendations as a guideline.
Records of equipment checks should be maintained in a separate, dedicated log which must be
made available to the Board upon request. Documentation of any criteria deemed to be
substandard should include a clear description of the problem and the intervention. If equipment
is utilized despite the problem, documentation should clearly indicate that patient safety is not in
jeopardy.
The emergency supplies should be maintained and inspected by qualified personnel for
presence and function of all appropriate equipment and drugs at intervals established by
protocol to ensure that equipment is functional and present, drugs are not expired, and office
personnel are familiar with equipment and supplies. Records of emergency supply checks
should be maintained in a separate, dedicated log and made available to the Board upon
request.
A physician should not permit anyone to tamper with a safety system or any monitoring device
or disconnect an alarm system.
Compliance with Relevant Health Laws:
Federal and state laws and regulations that affect the practice should be identified and
procedures developed to comply with those requirements.
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Nothing in this position statement affects the scope of activities subject to or exempted from the
North Carolina health care facility licensure laws.1
Patient Rights:
Office personnel should be informed about the basic rights of patients and understand the
importance of maintaining patients’ rights. A patients’ rights document should be readily
available upon request.
Enforcement:
In that the Board believes that these guidelines constitute the accepted and prevailing standards
of practice for office-based procedures in North Carolina, failure to substantially comply with
these guidelines creates the risk of disciplinary action by the Board.

Level II Guidelines
Personnel:
The physician who performs the surgical or special procedure or a health care professional who
is present during the intraoperative and postoperative periods should be ACLS certified, and at
least one other health care professional should be BCLS certified. In an office where anesthesia
services are provided to infants and children, personnel should be appropriately trained to
handle pediatric emergencies (i.e., APLS or PALS certified).
Recovery should be monitored by a registered nurse or other health care professional practicing
within the scope of his or her license or certification who is BCLS certified and has the capability
of administering medications as required for analgesia, nausea/vomiting, or other indications.
Surgical or Special Procedure Guidelines
Intraoperative Care and Monitoring:
• The physician who performs Level II procedures that require conscious sedation in an office
should ensure that monitoring is provided by a separate health care professional not
otherwise involved in the surgical or special procedure. Monitoring should include, when
clinically indicated for the patient:
• direct observation of the patient and, to the extent practicable, observation of the
patient's responses to verbal commands;
• pulse oximetry should be performed continuously (an alternative method of measuring
oxygen saturation may be substituted for pulse oximetry if the method has been
demonstrated to have at least equivalent clinical effectiveness);
• an electrocardiogram monitor should be used continuously on the patient;
• the patient's blood pressure, pulse rate, and respirations should be measured and
recorded at least every five minutes; and
• the body temperature of a pediatric patient should be measured continuously.
•
Clinically relevant findings during intraoperative monitoring should be documented in the
patient’s medical record.
1

See N.C. Gen. Stat. § 131E-145 et seq.
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Postoperative Care and Monitoring:
The physician who performs the surgical or special procedure should evaluate the patient
immediately upon completion of the surgery or special procedure and the anesthesia.
Care of the patient may then be transferred to the care of a qualified health care professional in
the recovery area. A registered nurse or other health care professional practicing within the
scope of his or her license or certification and who is BCLS certified and has the capability of
administering medications as required for analgesia, nausea/vomiting, or other indications
should monitor the patient postoperatively.
At least one health care professional who is ACLS certified should be immediately available until
all patients have met discharge criteria. Prior to leaving the operating room or recovery area,
each patient should meet discharge criteria.
Monitoring in the recovery area should include pulse oximetry and non-invasive blood pressure
measurement. The patient should be assessed periodically for level of consciousness, pain
relief, or any untoward complication. Clinically relevant findings during post-operative monitoring
should be documented in the patient’s medical record.

Equipment and Supplies:
Unless another availability standard is clearly stated, the following equipment and supplies
should be present in all offices where Level II procedures are performed:
1. Full and current crash cart at the location where the anesthetizing is being carried out.
(the crash cart inventory should include appropriate resuscitative equipment and
medications for surgical, procedural or anesthetic complications);
2. age-appropriate sized monitors, resuscitative equipment, supplies, and medication in
accordance with the scope of the surgical or special procedures and the anesthesia
services provided;
3. emergency power source able to produce adequate power to run required equipment for
a minimum of two (2) hours;
4. electrocardiographic monitor;
5. noninvasive blood pressure monitor;
6. pulse oximeter;
7. continuous suction device;
8. endotracheal tubes, laryngoscopes;
9. positive pressure ventilation device (e.g., Ambu);
10. reliable source of oxygen;
11. emergency intubation equipment;
12. adequate operating room lighting;
13. appropriate sterilization equipment; and
14. IV solution and IV equipment.
Level III Guidelines
Personnel:
Anesthesia should be administered by an anesthesiologist or a CRNA supervised by a
physician. The physician who performs the surgical or special procedure should not administer
the anesthesia. The anesthesia provider should not be otherwise involved in the surgical or
special procedure.
The physician or the anesthesia provider should be ACLS certified, and at least one other
health care professional should be BCLS certified. In an office where anesthesia services are
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provided to infants and children, personnel should be appropriately trained to handle pediatric
emergencies (i.e., APLS or PALS certified).

Surgical or Special Procedure Guidelines
Intraoperative Monitoring:
• The physician who performs procedures in an office that require major conduction blockade,
deep sedation/analgesia, or general anesthesia should ensure that monitoring is provided
as follows when clinically indicated for the patient:
• direct observation of the patient and, to the extent practicable, observation of the
patient's responses to verbal commands;
• pulse oximetry should be performed continuously. Any alternative method of measuring
oxygen saturation may be substituted for pulse oximetry if the method has been
demonstrated to have at least equivalent clinical effectiveness;
• an electrocardiogram monitor should be used continuously on the patient;
• the patient's blood pressure, pulse rate, and respirations should be measured and
recorded at least every five minutes;
• monitoring should be provided by a separate health care professional not otherwise
involved in the surgical or special procedure;
• end-tidal carbon dioxide monitoring should be performed on the patient continuously
during endotracheal anesthesia;
• an in-circuit oxygen analyzer should be used to monitor the oxygen concentration within
the breathing circuit, displaying the oxygen percent of the total inspiratory mixture;
• a respirometer (volumeter) should be used to measure exhaled tidal volume whenever
the breathing circuit of a patient allows;
• the body temperature of each patient should be measured continuously; and
• an esophageal or precordial stethoscope should be utilized on the patient.
Clinically relevant findings during intraoperative monitoring should be documented in the
patient’s medical record.
Postoperative Care and Monitoring:
The physician who performs the surgical or special procedure should evaluate the patient
immediately upon completion of the surgery or special procedure and the anesthesia.
Care of the patient may then be transferred to the care of a qualified health care professional in
the recovery area. Qualified health care professionals capable of administering medications as
required for analgesia, nausea/vomiting, or other indications should monitor the patient
postoperatively.
Recovery from a Level III procedure should be monitored by an ACLS certified (PALS or APLS
certified when appropriate) health care professional using appropriate criteria for the level of
anesthesia. At least one health care professional who is ACLS certified should be immediately
available during postoperative monitoring and until the patient meets discharge criteria. Each
patient should meet discharge criteria prior to leaving the operating or recovery area.
Monitoring in the recovery area should include pulse oximetry and non-invasive blood pressure
measurement. The patient should be assessed periodically for level of consciousness, pain
relief, or any untoward complication. Clinically relevant findings during postoperative monitoring
should be documented in the patient’s medical record.
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Equipment and Supplies:
Unless another availability standard is clearly stated, the following equipment and supplies
should be present in all offices where Level III procedures are performed:
1. full and current crash cart at the location where the anesthetizing is being carried out
(the crash cart inventory should include appropriate resuscitative equipment and
medications for surgical, procedural or anesthetic complications);
2. age-appropriate sized monitors, resuscitative equipment, supplies, and medication in
accordance with the scope of the surgical or special procedures and the anesthesia
services provided;
3. emergency power source able to produce adequate power to run required equipment for
a minimum of two (2) hours;
4. electrocardiographic monitor;
5. noninvasive blood pressure monitor;
6. pulse oximeter;
7. continuous suction device;
8. endotracheal tubes, and laryngoscopes;
9. positive pressure ventilation device (e.g., Ambu);
10. reliable source of oxygen;
11. emergency intubation equipment;
12. adequate operating room lighting;
13. appropriate sterilization equipment;
14. IV solution and IV equipment;
15. sufficient ampules of dantrolene sodium should be emergently available;
16. esophageal or precordial stethoscope;
17. emergency resuscitation equipment;
18. temperature monitoring device;
19. end tidal CO2 monitor (for endotracheal anesthesia); and
20. appropriate operating or procedure table.
Definitions and Acronyms
AAAASF – the American Association for the Accreditation of Ambulatory Surgery Facilities.
AAAHC – the Accreditation Association for Ambulatory Health Care
ABMS – the American Board of Medical Specialties
ACGME – the Accreditation Council for Graduate Medical Education
ACLS certified – a person who holds a current “ACLS Provider” credential certifying that they
have successfully completed the national cognitive and skills evaluations in accordance with the
curriculum of the American Heart Association for the Advanced Cardiovascular Life Support
Program.
Advanced cardiac life support certified – a licensee that has successfully completed and
recertified periodically an advanced cardiac life support course offered by a recognized
accrediting organization appropriate to the licensee’s field of practice. For example, for those
licensees treating adult patients, training in ACLS is appropriate; for those treating children,
training in PALS or APLS is appropriate.
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Ambulatory surgical facility – a facility licensed under Article 6, Part D of Chapter 131E of the
North Carolina General Statutes or if the facility is located outside North Carolina, under that
jurisdiction’s relevant facility licensure laws.
Anesthesia provider – an anesthesiologist or CRNA.
Anesthesiologist – a physician who has successfully completed a residency program in
anesthesiology approved by the ACGME or AOA, or who is currently a diplomate of either the
American Board of Anesthesiology or the American Osteopathic Board of Anesthesiology, or
who was made a Fellow of the American College of Anesthesiology before 1982.
AOA – the American Osteopathic Association
APLS certified – a person who holds a current certification in advanced pediatric life support
from a program approved by the American Heart Association.
Approved accrediting agency or organization – a nationally recognized accrediting agency (e.g.,
AAAASF; AAAHC, JCAHO, and HFAP) including any agency approved by the Board.
ASA – the American Society of Anesthesiologists
BCLS certified – a person who holds a current certification in basic cardiac life support from a
program approved by the American Heart Association.
Board – the North Carolina Medical Board.
Conscious sedation – the administration of a drug or drugs in order to induce that state of
consciousness in a patient which allows the patient to tolerate unpleasant medical procedures
without losing defensive reflexes, adequate cardio-respiratory function and the ability to respond
purposefully to verbal command or to tactile stimulation if verbal response is not possible as, for
example, in the case of a small child or deaf person. Conscious sedation does not include an
oral dose of pain medication or minimal pre-procedure tranquilization such as the administration
of a pre-procedure oral dose of a benzodiazepine designed to calm the patient. “Conscious
sedation” should be synonymous with the term “sedation/analgesia” as used by the American
Society of Anesthesiologists.
Credentialed – a physician that has been granted, and continues to maintain, the privilege by a
hospital or ambulatory surgical facility licensed in the jurisdiction in which it is located to provide
specified services, such as surgical or special procedures or the administration of one or more
types of anesthetic agents or procedures, or can show documentation of adequate training and
experience.
CRNA – a registered nurse who is authorized by the North Carolina Board of Nursing to perform
nurse anesthesia activities.
Deep sedation/analgesia – the administration of a drug or drugs which produces depression of
consciousness during which patients cannot be easily aroused but can respond purposefully
following repeated or painful stimulation. The ability to independently maintain ventilatory
function may be impaired. Patients may require assistance in maintaining a patent airway, and
spontaneous ventilation may be inadequate. Cardiovascular function is usually maintained.
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FDA – the Food and Drug Administration.
General anesthesia – a drug-induced loss of consciousness during which patients are not
arousable, even by painful stimulation. The ability to independently maintain ventilatory function
is often impaired. Patients often require assistance in maintaining a patent airway, and positive
pressure ventilation may be required because of depressed spontaneous ventilation or druginduced depression of neuromuscular function. Cardiovascular function may be impaired.
Health care professional – any office staff member who is licensed or certified by a recognized
professional or health care organization.
HFAP – the Health Facilities Accreditation Program, a division of the AOA.
Hospital – a facility licensed under Article 5, Part A of Chapter 131E of the North Carolina
General Statutes or if the facility is located outside North Carolina, under that jurisdiction’s
relevant facility licensure laws.
Immediately available – within the office.
JCAHO – the Joint Commission for the Accreditation of Health Organizations
Level I procedures – any surgical or special procedures:
a. that do not involve drug-induced alteration of consciousness;
b. where preoperative medications are not required or used other than minimal
preoperative tranquilization of the patient (anxiolysis of the patient) ;
c. where the anesthesia required or used is local, topical, digital block, or none; and
d. where the probability of complications requiring hospitalization is remote.
Level II procedures – any surgical or special procedures:
a. that require the administration of local or peripheral nerve block, minor conduction
blockade, Bier block, minimal sedation, or conscious sedation; and
b. where there is only a moderate risk of surgical and/or anesthetic complications and
the need for hospitalization as a result of these complications is unlikely.
Level III procedures – any surgical or special procedures:
a. that require, or reasonably should require, the use of major conduction blockade,
deep sedation/analgesia, or general anesthesia; and
b. where there is only a moderate risk of surgical and/or anesthetic complications
and the need for hospitalization as a result of these complications is unlikely.
Local anesthesia – the administration of an agent which produces a transient and reversible
loss of sensation in a circumscribed portion of the body.
Major conduction blockade – the injection of local anesthesia to stop or prevent a painful
sensation in a region of the body. Major conduction blocks include, but are not limited to,
axillary, interscalene, and supraclavicular block of the brachial plexus; spinal (subarachnoid),
epidural and caudal blocks.
Minimal sedation (anxiolysis) – the administration of a drug or drugs which produces a state of
consciousness that allows the patient to tolerate unpleasant medical procedures while
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responding normally to verbal commands. Cardiovascular or respiratory function should remain
unaffected and defensive airway reflexes should remain intact.
Minor conduction blockade – the injection of local anesthesia to stop or prevent a painful
sensation in a circumscribed area of the body (i.e., infiltration or local nerve block), or the block
of a nerve by direct pressure and refrigeration. Minor conduction blocks include, but are not
limited to, intercostal, retrobulbar, paravertebral, peribulbar, pudendal, sciatic nerve, and ankle
blocks.
Monitoring – continuous, visual observation of a patient and regular observation of the patient
as deemed appropriate by the level of sedation or recovery using instruments to measure,
display, and record physiologic values such as heart rate, blood pressure, respiration and
oxygen saturation.
Office – a location at which incidental, limited ambulatory surgical procedures are performed
and which is not a licensed ambulatory surgical facility pursuant to Article 6, Part D of Chapter
131E of the North Carolina General Statutes.
Operating room – that location in the office dedicated to the performance of surgery or special
procedures.
OSHA – the Occupational Safety and Health Administration.
PALS certified – a person who holds a current certification in pediatric advanced life support
from a program approved by the American Heart Association.
Physical status classification – a description of a patient used in determining if an office surgery
or procedure is appropriate. For purposes of these guidelines, ASA classifications will be used.
The ASA enumerates classification: I-normal, healthy patient; II-a patient with mild systemic
disease; III a patient with severe systemic disease limiting activity but not incapacitating; IV-a
patient with incapacitating systemic disease that is a constant threat to life; and V-moribund,
patients not expected to live 24 hours with or without operation.
Physician – an individual holding an MD or DO degree licensed pursuant to the NC Medical
Practice Act and who performs surgical or special procedures covered by these guidelines.
Reasonable Proximity – The Board recognizes that reasonable proximity is a somewhat
ambiguous standard. The Board believes that the standard often used by hospitals of thirty (30)
minutes travel time is a useful benchmark.
Recovery area – a room or limited access area of an office dedicated to providing medical
services to patients recovering from surgical or special procedures or anesthesia.
Reportable complications – untoward events occurring at any time within forty-eight (48) hours
of any surgical or special procedure or the administration of anesthesia in an office setting
including, but not limited to, any of the following: paralysis, nerve injury, malignant hyperthermia,
seizures, myocardial infarction, pulmonary embolism, renal failure, significant cardiac events,
respiratory arrest, aspiration of gastric contents, cerebral vascular accident, transfusion
reaction, pneumothorax, allergic reaction to anesthesia, unintended hospitalization for more
than twenty-four (24) hours, or death.
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Special procedure – patient care that requires entering the body with instruments in a potentially
painful manner, or that requires the patient to be immobile, for a diagnostic or therapeutic
procedure requiring anesthesia services; for example, diagnostic or therapeutic endoscopy;
invasive radiologic procedures, pediatric magnetic resonance imaging; manipulation under
anesthesia or endoscopic examination with the use of general anesthesia.
Surgical procedure – the revision, destruction, incision, or structural alteration of human tissue
performed using a variety of methods and instruments and includes the operative and nonoperative care of individuals in need of such intervention, and demands pre-operative
assessment, judgment, technical skill, post-operative management, and follow-up.
Topical anesthesia – an anesthetic agent applied directly or by spray to the skin or mucous
membranes, intended to produce a transient and reversible loss of sensation to a circumscribed
area.
[A Position Statement on Office-Based Surgery was adopted by the Board on September 2000.
The statement above (Adopted January 2003) replaces that statement.]
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APPENDIX B
Self-treatment and treatment of family members and others with whom significant
emotional relationships exist*
It is the position of the North Carolina Medical Board that, except for minor illnesses and
emergencies, physicians should not treat, medically or surgically, or prescribe for themselves,
their family members, or others with whom they have significant emotional relationships. The
Board strongly believes that such treatment and prescribing practices are inappropriate and
may result in less than optimal care being provided. A variety of factors, including personal
feelings and attitudes that will inevitably affect judgment, will compromise the objectivity of the
physician and make the delivery of sound medical care problematic in such situations, while real
patient autonomy and informed consent may be sacrificed.
When a minor illness or emergency requires self-treatment or treatment of a family member or
other person with whom the physician has a significant emotional relationship, the physician
must prepare and keep a proper written record of that treatment, including but not limited to
prescriptions written and the medical indications for them. Record keeping is too frequently
neglected when physicians manage such cases.
The Board expects physicians to delegate the medical and surgical care of themselves, their
families, and those with whom they have significant emotional relationships to one or more of
their colleagues in order to ensure appropriate and objective care is provided and to avoid
misunderstandings related to their prescribing practices.
*This position statement was formerly titled, "Treatment of and Prescribing for Family
Members."
(Adopted May 1991) (Amended May 1996; May 2000; March 2002; September 2005)
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APPENDIX C

POSITION
STATEMENT
Office-Based
Procedures
Self- Treatment
and Treatment of
Family Members
and Others With
Whom Significant
Emotional
Relationships
Exist
Prescribing
Legend or
Controlled
Substances for
Other Than Valid
Medical or
Therapeutic
Purposes, with
Particular
Reference to
Substances or
Preparations with
Anabolic
Properties
Sale of Goods
From Physician
Offices
Competence and
Reentry to the
Active Practice of
Medicine
Availability of
Physicians to
Their Patients
Referral Fees and
Fee Splitting
Sexual
Exploitation of
Patients
Care of the Patient
Undergoing
Surgery or Other
Invasive

LAST
SCHEDULED REVISED/
FOR
REVIEWED/ REVISED/
REVISED/
REVISED/
REVISED/
ADOPTED REVIEW
ADOPTED
REVIEWED REVIEWED REVIEWED REVIEWED
Sep-00

May-11

Jan-03

May-91

May-11

Sep-05

Mar-02

May-00

May-98

May-11

Nov-05

Jan-01

Jul-98

Mar-01

May-11

Mar-06

Jan-01

Jul-06

Jul-06

Jul-93

Jul-06

Oct-03

Nov-93

Jul-06

May-96

May-91

Sep-06

Jan-01

Sep-91

Sep-06

Mar-01

May-96

May-96

Apr-96
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Procedure
The PhysicianPatient
Relationship
The Retired
Physician
Physician
Supervision of
Other Licensed
Health Care
Practitioners
Medical Testimony
Advance
Directives and
Patient Autonomy
End-of-Life
Responsibilities
and Palliative Care
Drug Overdose
Prevention
Policy for the Use
of Controlled
Substances for the
Treatment of Pain
Medical Record
Documentation
Retention of
Medical Records
Capital
Punishment
Departures from or
Closings of
Medical
Professional
Obligations
pertaining to
incompetence,
impairment, and
unethical conduct
of healthcare
providers
Unethical
Agreements in
Complaint
Settlements
What Are the
Position
Statements of the
Board and To

Jul-95

Sep-06

Aug-03

Jan-97

Sep-06

Jul-07
Mar-08

Jul-07
Mar-08

Jul-93

Mar-08

May-96

Oct-99

Mar-08

May-07

Sep-08

Sep-08

Sep-96

Sep-08

Jul-05

May-94

May-09

May-96

May-98

May-09

Jan-07

Jul-09

Jan-00

Jul-09

Aug-03

Nov-98

Mar-10

Nov-98

Nov-93

Mar-10

May-96

Nov-99

May-10

Nov-99

Mar-02

Jan-00

38

Jul-98

Whom Do They
Apply?
Telemedicine
Contact With
Patients Before
Prescribing
Guidelines for
Avoiding
Misunderstandings
During Physical
Examinations
Access to
Physician Records
Medical
SupervisorTrainee
Relationship
The Treatment of
Obesity
Advertising and
Publicity
Medical, Nursing,
Pharmacy Boards:
Joint Statement on
Pain Management
in End-of-Life Care
HIV/HBV Infected
Health Care
Workers
Writing of
Prescriptions
Laser Surgery

May-10

May-10

Nov-99

Jul-10

Feb-01

May-91

Jul-10

Oct-02

Feb-01

Jan-01

May-96

Nov-93

Sep-10

Aug-03

Mar-02

Sep-97

May-96

Apr-04

Nov-10

Apr-04

Oct-87

Nov-10

Jan-05

Mar-96

Nov-99

Nov-10

Sep-05

Mar-01

Oct-99

Jan-11

Oct-99

Nov-92

Jan-11

Jan-05

May-96

May-91
Jul-99

Mar-11
Mar-11

Mar-05
Jul-05

Jul-02
Aug-02

Mar-02
Mar-02

May-96
Jan-00
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APPENDIX D
Prescribing legend or controlled substances for other than validated medical or
therapeutic purposes, with particular reference to substance or preparations with
anabolic properties

General
It is the position of the North Carolina Medical Board that prescribing any controlled or legend
substance for other than a validated medical or therapeutic purpose is unprofessional conduct.
The physician shall complete and maintain a medical record that establishes the diagnosis, the
basis for that diagnosis, the purpose and expected response to therapeutic medications, and
the plan for the use of medications in treatment of the diagnosis.
The Board is not opposed to the use of innovative, creative therapeutics; however, treatments
not having a scientifically validated basis for use should be studied under investigational
protocols so as to assist in the establishment of evidence-based, scientific validity for such
treatments.
Substances/Preparations with Anabolic Properties
The use of anabolic steroids, testosterone and its analogs, human growth hormone, human
chorionic gonadotrophin, other preparations with anabolic properties, or autotransfusion in any
form, to enhance athletic performance or muscle development for cosmetic, nontherapeutic
reasons, in the absence of an established disease or deficiency state, is not a medically valid
use of these medications.
The use of these medications under these conditions will subject the person licensed by the
Board to investigation and potential sanctions.
The Board recognizes that most anabolic steroid abuse occurs outside the medical system. It
wishes to emphasize the physician’s role as educator in providing information to individual
patients and the community, and specifically to high school and college athletes, as to the
dangers inherent in the use of these medications.

(Adopted May 1998) (Amended July 1998, January 2001) (Reviewed November 2005)
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APPENDIX E
Sale of goods from physician offices
Inherent in the in-office sale of products is a perceived conflict of interest. On this issue, it is the
position of the North Carolina Medical Board that the following instructions should guide the conduct
of physicians or licensees.
Sale of practice-related items such as ointments, creams and lotions by Dermatologists, splints and
appliances by Orthopedists, spectacles by Ophthalmologists, etc., may be acceptable only after the
patient has been told those or similar items can be obtained locally from other sources. Any charge
made should be reasonable.
Due to the potential for patient exploitation, the Medical Board opposes licensees participating in
exclusive distributorships and/or personal branding, or persuading patients to become dealers or
distributors of profit making goods or services.
Licensees should not sell any non health-related goods from their offices or other treatment
settings. (This does not preclude selling of such low cost items on an occasional basis for the
benefit of charitable or community organizations, provided the licensee receives no share of the
proceeds, and patients are not pressured to purchase.)
All decisions regarding sales of items by the physician or his/her staff from the physician’s office or
other place where health care services are provided must always be guided by what is in the
patient’s best interest.
(Adopted March 2001) (Amended March 2006)
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APPENDIX F
3/2011 Committee Recommendation: (PC/EG) The Committee recommends omitting
from the current position statement: “Quantities should be indicated in both numbers
AND words, e.g., 30 (thirty).”
3/2011 Board Action: Amend position statement to reflect that only hand written
controlled substance prescriptions are required to indicate the quantity in both numbers
and words.
Writing of Prescriptions
It is the position of the North Carolina Medical Board that prescriptions should be written in ink
or indelible pencil or typewritten or electronically printed and should be signed by the
practitioner at the time of issuance. Prescription that are handwritten should indicate the
quantity Quantities should be indicated in both numbers AND words, e.g., 30 (thirty). Such
prescriptions must not be written on pre-signed prescription blanks.
Each prescription for a DEA controlled substance (2, 2N, 3, 3N, 4, and 5) should be written on a
separate prescription blank. Multiple medications may appear on a single prescription blank
only when none are DEA-controlled.
No prescriptions should be issued for a patient in the absence of a documented physicianpatient relationship.
No prescription should be issued by a practitioner for his or her personal use. (See Position
Statement entitled “Self-Treatment and Treatment of Family Members and Others with Whom
Significant Emotional Relationships Exist.”)
The practice of pre-signing prescriptions is unacceptable to the Board.
It is the responsibility of those who prescribe controlled substances to fully comply with
applicable federal and state laws and regulations. Links to these laws and regulations may be
found on the Board’s Web site (www.ncmedboard.org).
(Adopted May 1991, September 1992) (Amended May 1996; March 2002; July 2002)
(Reviewed March 2005)
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APPENDIX G
PHYSICIANS PRESENTED AT THE
MAY 2011 BOARD MEETING
Abawi, Lailah
Abbott, Robert Thomas
Abrams, Jacki
Adeli, Mehdi
Agnello, Robert Nicholas
Agyei-Gyamfi, Kwadwo
Akinli, Timur Can
Akoma, Ugochi Nwanyi
Alexander, Daniel Varkey
Alexander, Lauren Elizabeth
Ali, Adnan Wajid
Alkadhi, Yousif Zaid
Alker, Alisa Patricia
Allen, Bishop
Al Rayyan, Muthana Anwar Ya'Coub
Amann, Kristen Elizabeth
Anderson, Mark Robert
Andrews, John Scott
Antignano, Louis Vincent
Artho, Melanie Renee
Asad, Haider
Auman, Courtney Melton
Bailey, Kathryn Ann
Ballie, Avinash Lutchmidath
Bartel, Alison Dawn
Bartman, Marc Thomas
Basham, Kevin Leo
Baxter Iii, TestMark
Beacham, Brian Lee
Beamon, Carmen Je Vonne
Bearelly, Dilip
Beeghly, Andrew
Bender, Thomas John
Bent, Stephen Wilson
Berg, Thomas Donavon
Bergsman, Aaron Eli
Bernal, Raymond Mark
Bernard, Thomas Norton

Best, Benjamin Joseph
Bice, Thomas Joseph
Bijelac, Marica
Blacker, Melanie Jane
Blackmon, Jawaunna Talon
Blumenthal, Gideon Michael
Bobbitt, Ralph Carter
Bobrov, Alexander A
Boney, Ellen Weinberg
Bourgeois, Tiffany Moore
Bowen-Pasfield, Sarah Danielle
Brammer, Glenn Michael
Brant, Elizabeth Jane
Briggs, Melissa Antoinette
Brooks, Chamaine Renee
Brown, Alaina Marie
Bryant, Allyson Kosterman
Buddam, Asmitha Reddy
Bui, Tuan Le Anh
Burnside, Patrick Russell
Cadena, Rhonda Sue
Cagle, Mary Jo
Cairns, Kevin Douglas
Calain, Jodie April
Cao, Long Bao
Carbonell, David Andres
Carter, Dee H
Caulfield, Christopher Allen Wright
Cerri, Gianluca
Chan, Daniel Tai-Leung
Chandarana, Khushbu Anirudhdha
Charkoudian, Leon David
Charkoudian, Nicole Longanecker
Charles, Melissa Ann
Chawla, Dhruva
Cheng, Lay Har
Cheruvu, Srinivas Sastry
Chidgey, Brooke Alison
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Chiricolo, Antonio
Chong, Gabriel Tsing-Tzong
Christensen, James Anders
Christian, James Dearing
Clark, Susan Christine
Cole, Linda Sue
Connolly, Joanna Miller
Conte, Melissa Ann
Cooper, Lynn Dwayne
Corcoran, William Edward
Cornelius, Deanna Guith
Curtis, Erin Lynn
Dallas, Anthony Vernon
Dallas, Torijaun D'Aundre
De Jesus-Acosta, Carolina
DeGuzman, Dorothy Althea Wadsworth
Del Gaizo, Daniel John
DelMonte, Derek Wills
DePlatchett, Kathryn Middleton
DeRienzo, Christopher Michael
Devlin, Courtney Allison
DeVore, Adam David
Dhiman, Shamly Venus
DiGiuseppe, Robert Michael
Ditty, Jack Foster
Domingus, Jeff Lewis
Donepudi, Sreechandra Kanth
Doucette, Saryn
Dowling, Robert Emmett
Downard, Martina Gomez
Downing, Melissa Lynn
Dubs, Tyler James
Dunai, Judit
Eaton, Ellen Florence
Eckel, Tobin Thomas
Eden Giammaria, Maria Liza
Edenfield, Autumn Lynn
El Djouzi, Sofiane
Ezeagbor, Anthony Nnamdi
Ferguson, Marta Jill
Fiorini, Kasey Kincaid
Fogleman, Corey Dean
Fontes, Manuel Lopes

Forystek, Ashley Lauren
Friedman, Brad Alan
Garrett-Albaugh, Sheli Ruth
Garrigues, Grant Edward
Garza, Gabriel Rudolph
Gebhard, Thomas Andrew
Geiger, Greer Lauren
Ghasia, Fatema Firoz
Glick, Laura Hays
Glotzbach, Kristi Lewis
Goenaga-Diaz, Eduardo Javier
Golembeski, Christopher Paul
Goodman, Rebecca Lynn
Guinn, Nicole Renee
Gupta, Sunita Narendra
Hagerty, Catherine Mary
Hall, Bradley Ross
Hall, Michael Edward
Hamid, Nady
Haque, Shireen
Harnoor, Anjana Vinayak
Harrell, Raymond Martin
Harrison, Michael Roger
Hawkins, Lauren Brian
Henderson, Arthur William
Herion, David William
Hernandez, Alex Javier
Heye, Tobias Johannes
Hilty, Kenneth Chandler
Hines, Marcono Raymond
Hodge, Michael David
Hodgkiss, Joseph Edward
Hodierne, Adam Spencer
Holley, Ariana Citabria
Holt, Lynley Suzanne
Homburger, Jay Alexander
Hsia, Hung-Lun John
Hubbard, Joshua Malcolm
Huffman, Josephine Katherine
Hughes, Jonathan Richard
Hutchens, Kelli Ann
Iqbal, Muhammad Waqas
Isaak, Robert Scott
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Jacobs, Bret Charles
Jain, Louie Anthony Garcia
Jain, Shelly
Jaskowiak, Seth Matthew
Javed, Khurram
Jernigan, Floyd
Johnson, David Paul
Johnson, Katherine Barbara
Johnson, Todd Christopher
Ju, Rujin
Kallidaikurichi Srinivasan, Karthikeyan
Kantak, Kavita Vijayam
Karim, Md Abu Zahed
Katz, David Alan
Kaveti, Ram Kishore
Kent, Ashley Deane
Kessler, Christopher Kirt
Kester, Nurani Michael
Kim, James
Kimball, Suzanne E
Kinninger, Adam Joseph
Kistler, Cara Ruth
Kohli, Rohit Robin
Koontz, Jason Ian
Kulick, Marina V
Kushnir, Michelle Lecher
Kusi, Frank Gyabaa
Lad, Eleonora Georgeta
Lal, Parshotam
Lane, Sara Elizabeth
Lauder, Kimberly Dawn
Lauer, Cynthia Weber
Laurin, Louis-Philippe
Leake, Kristina Ann
Lechner, Logan Leo
Ledoux, Matthew Ronald
Lee, Justin Allen
Lee, Peter Cheng-Yi
Lennon, Robert Patrick
Linkous, Michelle Chidester
Littleton, Amanda Kennedy
Lopez, William Manuel
Lowery, James A

Lowery, Shelly Strickland
Lungren, Matthew Preston
Mabry, Frederick Harrison
Mabry, Jennifer Marie
Mahaseth, Harishchandra
Manning, Michael Wayne
Manno, Joseph Anthony
Martel, Joseph Nissim
Masneri, David Arthur
Massey, Gene Matthew
Masters, Shane Christopher
Mathews, James Christopher
Mc Leod, Jamaal Akil
McCollough, Brian Anthony
McCracken, Christopher Lee
McDonald, Philip Brandeis
McGee, James Michael
McKinney, Joshua Daniel
McLaughlin, Daniel William
McMinn, Melanie Christine Truesdale
McNabb, Amanda Renee
McPhail, Ernest Frederick
McRee, Autumn Jackson
Meade, Kristin Elinor
Mendes, Robert Ralph
Mendoza, April Elizabeth
Mercier, Rebecca Jeanne
Messer, Hannah Imwold
Messias, Nidia Cordeiro
Miller, Alan Saul
Miller, Ranford Vanzie
Mills, Sarah Jean
Miriovsky, Benjamin
Mitchell, Daniel Richard
Mody, Rekha Natwar
Moeller, Benjamin James
Moore, Tammy Nicole
Moya, Mario
Mudunuri, Vijay
Muh, Carrie Rebecca
Muhammad, Warees Tabber
Muir, Susie Jane
Mungal, Vishal
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Murray, Adam McLean
Murray, Eleanor Louise
Myers, Erinn Michelle
Naftel, Herman Aronov
Navarro, Fernando Antonio
Nelson, Todd Brandon
Nemetz, Avram Louis
Nissman, Daniel Bavo
Noormohideen, Mohamed Pasi
Rahmathulla
Ofori-Mante, Juliana Atei
Okere, Jacqueline
Oliver, Eric Richard
Onciu, Mihaela
O'Neill, Erica Lynn
Ortiz, Juan Antonio
Painter, Nathan Paul
Palmer, Charles Benjamin
Park, Eliza Myung
Parker, Alison Anne
Parker, Andrew Fletcher
Parker, Marcus William
Patel, Ajaykumar Narandas
Patel, Snehal Ishwar
Paulson, Justin Eric
Pavon, Juliessa Marta
Permar, Sallie Robey
Pierson, Dustin Ryan
Pill, Stephan Geoffrey
Pineo, Caleb Evans
Pinzon, Luis Napoleon
Plitt, David Calvin
Pohl, Stephen Eric
Poynter, David Jeffrey
Price, Kristina Kay
Price, William Griffin
Puleio, Donna Vincene
Punger, Kathleen Webb
Pyle, Meghan Kennelly
Raitz-Cowboy, Elizabethann Nadine
Raju, Dinesh Venkoba
Raju, Shveta Shah
Rao, Jayant David

Rao, Meena Patibandla
Ratliff, Melissa Hancock
Rauch, Gary Don
Rayala, Jade Porciuncula
Read-Smith, Samantha Timmons
Reckson, Mark Wesley
Reed, Tiffany Linn
Renfrow, Stephen Ford
Rennyson, Stephen Louis
Ringeman, Jason Lee
Rittershaus, Ahren Charles Fossett
Roberson, James Roland Grant
Robinson, Rachel Rochelle
Robottom, Bradley James
Rodriguez, Carlos Jose
Rosado-Adames, Noel
Rose, Mathew Joseph
Rose, Rachel Elizabeth
Rosenberg, Brett Michael
Rubach, Matthew Palmer
Rucci, Jennifer Marie
Saenz, Rebecca Lee Creswick
Sakin, Caner
Sanaka, Sirish
Scherer, Marie-France
Schisler, Randall Eugene
Schneider, Kellie Elizabeth
Schoppe, Kurt Alton
Schroder, Jacob Niall
Scott, Angela Lea
Scott, Randolph Dante
Seidensticker, Anne Linn
Shelburne, David Mathisen
Shields, Frank William
Silasi, Ovidiu Gabriel
Silva, Paulo Souza
Silvia, Mary Therese
Smith, Asher O
Smith, Dana Marie
Smith, David Lawrence
Smith, Sarah Elizabeth
Soutter, Alexander Dix
Spicer, Kevin Holmes
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Squire, Sarah Elizabeth
Steward, Ryan Goodson
Story, David James
Strickland, Catherine Michelle
Sullivan, Elizabeth Ann
Sullivan, Margaret Hancock
Swartz, David Keith
Taicher, Brad Matthew
Talikoff, Kimberly Ann Putalik
Tanaka, Ronald Blake
Thompson, Jennifer Ann
Tonne, Brian Michael
Towne, Sarah Patton
Toye, Amanda Diane
Vajzovic, Lejla
Van Den Broek, Jeffery Wayne
Vanderhoef, Kristen Leigh
Varma, Rajat
Vasu, Sujethra
Veazey, Lindsay Carlson
Viviano, Charles John
Wakil, Laura
Walsh, Danielle Saunders
Wenning, Derick Michael
Wenning, Kathleen Joyce Berg
Wheel, Kathryn Lynn
Wilde, Nicole
Williams, Terry Lee
Wilson, Larry Terrell
Wilson, Valerie Marie Kramer
Wilson, Yvonne Jean
Wishnew, Jessica Meredith
Wisler, James William
Woel, Berengere Sybille
Xu, Li
Zeri, Manika Kumar
Zimmerman, Kanecia Obie
Zoueva, Svetlana
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APPENDIX H

Nurse Practitioner & Clinical Pharmacist Practitioner Approvals
May 2011

List of Initial Applicants
NAME

PRIMARY SUPERVISOR

PRACTICE CITY

NP
BANFORD, SUSAN
BIZUNEH, JENNIFER
BRAWLEY, GENA
BROWN, LYNNE
COOLEY, JANICE
CULLEN, SUSAN
EDWARDS, DE ANNE
ELLISON, AMBER
GERITY, SANDRA
HOILAND, STACEY
KALDAS, PAMELA
KING, DIANA
LUM, KAREN
MCQUEEN, JILL
MONTGOMERY, JENNY
NECE, BONNIE
PRESSLER, JANE
RESOR, PAIGE
SLAVEN‐LEE, PAMELA
SWEAT, TNESHIA
WALLENIUS, SARA
ALMOND, RACHEL
BROWN, BEVERLY
BROWN, SHELLEY
BUCKLEY, TRACEY
HANNA, NICOLE
MALONEY, MEGAN
MURPHY, MARCIA
ROBERTS, AMY
STEWART, KATHERINE
THURMAN, ANITA
WILLIAMS, SHARLYN
BUCK, STEPHANIE
CHAVIS, KATARA
CRAWFORD, ANNE
DORSEY, KIMBERLY

SINGH, BRAJENDRA
HAMEL, JOHN
KADIEV, STEVEN
AJJAN, MAHDI
RICH, ROBERT
KNERR, JULIA
BRONSTEIN, DAVID
HAMEL, JOHN
ZAAS, DAVID
KENT, STEVEN
KALDAS, AMIR
RIEMANN, LANA
HUGHES, GARLAND
BOWTON, DAVID
LENFESTEY, ROBERT
EDWARDS, CHRISTOPHER
LINDSAY, THOMAS
GONZALEZ, ANNE
IBEGBU, IKECHUKWU
WIMMER, JOHN
WALLENIUS, STEVEN
LANGSTON, BERNARD
VYAS, DHRUV
RICH, ROBERT
GALLAHER, KEITH
ALEJANDRO, LUIS
RICE, HENRY
RANA, SAMEER
LOWRY, DAVID
PACKMAN, CHARLES
JORDAN, MARK
REED, JOHN
LIN, SHU
ROBERTS, JOSEPH
WENTZ, ELLIOTT
FLOWE, KENNETH

BURGAW
ASHEVILLE
CHARLOTTE
HUNTERSVILLE
ELIZABETHTOWN
CHAPEL HILL
BURLINGTON
ASHEVILLE
DURHAM
PINEHURST
HUNTERSVILLE
LEXINGTON
HICKORY
WINSTON‐SALEM
DURHAM
ASHEVILLE
CASHIERS
HICKORY
JACKSONVILLE
GREENSBORO
ASHEVILLE
BOLIVIA
EDEN
ELIZABETHTOWN
FAYETTEVILLE
GREENSBORO
DURHAM
ST. LOUIS
LENOIR
CHARLOTTE
LUMBERTON
GREENVILLE
DURHAM
PEMBROKE
GREENSBORO
ROXBORO
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ECKSTEIN, MELANIE
EDWARDS, CHARLES
EDWARDS, APRIL
GACUGA, GLADWELL
LEDFORD, CHERIE
LOVE, LAUREN
MALFITANO, JOSEPHINE
MORSEK, AMANDA
NISSEN, MICHAEL
PASTERNAK, CONSTANCE
PLATT, SUSAN
POWERS, SARAH
REAGAN, JENNIFER
TAYLOR, MARY
THURSTON, HEATHER
YORK, LISA

PETERSON, DAVID
KALLENBACH, KENNETH
GULATI, SANJEEV
COX, MITCHELL
VARGAS, CARLOS
LENFESTEY, ROBERT
PATEL, SWETANG
LIN, SHU
BARNES, DANIEL
ALEJANDRO, LUIS
WATTS, JANA
NAGARAJ, RAGHAVA
ROS, JOSE
RUDYK, MARY
CASERIO, JAMES
BOSSE, MICHAEL

CHARLOTTE
RUTHERFORDTON
CHARLOTTE
DURHAM
ASHEVILLE
DURHAM
JACKSONVILLE
DURHAM
PINEHURST
GREENSBORO
ASHEVILLE
LEXINGTON
JACKSONVILLE
WILMINGTON
HENDERSONVILLE
CHARLOTTE

NP ADDITIONAL SUPERVISOR LIST
ABSHER, DARREN
ALEXANDER, KELLI
BAILEY, FRANCES
BARNHARDT, DEBRA
BLAIR‐RUTHERFORD, KRISTIE
BLEVINS, RONDA
BRONSON, KIMBERLY
BYRD, SARAH
CARMICHAEL, ELIZABETH
CARTEE, RHONDA
CASTLE, MARILYN
COOK, ANITA
DEWEY, KATHRYN
EVANS, MARGARET
FARMER, NEDA
GREGORY, DEBORAH
GREINER, SONJA
HAISLIP, DYNITA
HANOBECK VERVILLE, SUSAN
HARMS, TERESA
HATHAWAY, BARBARA
HENRY, TARSHA
HERBST, MCKENZIE
HOLLAND, JILL
JAMES, JANET
JERNIGAN, AMELIEA J

BOWTON, DAVID
SMITH, ROBERT
DERR, JENNIFER
BARNABEI, ROBERT
MCMILLAN, EDWARD
VYBIRAL, TOMAS
JENNINGS, WINSTON
TAAVONI, SHOHREH
BROWN, MICHAEL
GRINTON, STEPHEN
OGG, NICOLE
PETERSON, ERIC
SANCHEZ, JOHN
CIPRIANI, WENDY
MINTZER, MELANIE
ADAN, VICTOR
ROSS, DEBORAH
FIORDALISI, IRMA
EDWARDS, JONATHAN
KORUDA, MARK
MURPHEY, SUSAN
ANDY, CAMILLE
LAWRENCE, MICHAEL
SMITH, MICHAEL
PASS, MICHAEL
WILLIAMSON, SHIRLEY

WINSTON SALEM
CHARLOTTE
NEW BERN
CHARLOTTE
CHARLOTTE
SPARTA
DUNN
DURHAM
WAYNESVILLE
SHELBY
WEAVERVILLE
DURHAM
NAGS HEAD
GOLDSBORO
CARY
FRANKLIN
WILMINGTON
GREENVILLE
CHARLOTTE
CHAPELL HILL
BOONE
KERNERSVILLE
GREENVILLE
DUNN
CLYDE
GREENVILLE
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KING, BETH
LABUS, DONNETTE
LAMBETH, TINISHA
LEWIS, MARGARET
LEWIS, KRISTIE
MAJOR, CATHERINE
MCCLAIN, DAMARIS
MCCULLY, MILDRED
MCGOWAN, KAREN
NORBURY, AMY
ORMOND, MARY
POULOS, LISA
PURVIS, LATASHA
RAYNER, LAKEISHA
RECTOR, ALICIA
REVELS, TIFFANY
ROUNTREE, JANE
SOLOMON, LORA
SPENCER, BROOKE
STIMSON, TAMMY
SWAIM, KATHERINE
TAVAZIVA, PATRICIA
THOMPSON, S. BETH
TIPPETTE, WENDY
WALLACE, MARLENE
WELCH, RUSSELL
WILSON, ANGELA
WILSON, ANGELA
ABIMBOLA, EBUNOLUWA
ABRAMOWITZ, LYNNE
AUSTIN, LEIGH‐TAYLOR
BOARDMAN, CYNTHIA
BOLIN, LINDA
BOWEN, LEIGH ANNE
BUCHANAN, BUFFIE
BURKHALTER, CLAUDIA
CLINKSCALES, TOMEKA
COLE, BARBARA
CULLINAN, SHARON
CURRAN, MARY ALYCE
DIGGINS, KRISTENE
GARDNER, BRAD
GOLD, MELISSA
GOODIN, THOMAS
GOODWIN, CYNTHIA
GREGORY, KENNETH

BASTEK, TARA
VINCENT, MARK
WIMMER, JOHN
HERSHNER, GREGORY
WIMMER, JOHN
GARCIA, PAUL
MCEWEN, LUTHER
MOFRAD, ALI
LEITHE, MARK
PILLAY, MIDESHA
LAWRENCE, MARK
PLOVSKY, GERALD
LUCCERINI, SILVIA
TAMBA, ISMAEL
HODGES, JAMES
KANN, JOEL
BALLARD, WILLIAM
STOUDMIRE, JONATHAN
MILLER, STEPHEN
HALL, WILLIAM
SOLOMON, HEMANT
BEITTEL, TIMOTHY
KANN, JOEL
HAMMER, DOUGLAS
VINCENT, MARK
HAQUE, IMRAN
GARBER, DANIEL
HARKINS, PAUL
HUSSEY, MICHAEL
ALEJANDRO, LUIS
KIMBALL, ROBERT
SINDEN, JOHN
WILLIAMSON, SHIRLEY
MOORE, MICHAEL
COTTON, APRIL
CAPPS, JOHN
BRANDNER, MICHAEL
BREGIER, CHARLES
ABU AHMED, TAHANIE
SUDA, RUSSELL
VINCENT, MARK
CALABRIA, RAFAEL
MORTON, TERRENCE
STOUT, ELMER
SCHECODNIC, HEIDI
WITT, CYNTHIA

RALEIGH
CHARLOTTE
GREENSBORO
JEFFERSON
GREENSBORO
WASHINGTON
CHARLOTTE
LINCOLNTON
RALEIGH
GREENVILLE
WAYNESVILLE
GREENSBORO
CHARLOTTE
RALEIGH
HICKORY
DURHAM
DOBSON
MATTHEWS
CHARLOTTE
MOREHEAD CITY
GREENSBORO
WILMINGTON
CARY
RALEIGH
WAXHAW
ASHEBORO
CONCORD
STATESVILLE
HIGH POINT
GREENSBORO
STATESVILLE
RALEIGH
GREENVILLE
CHAPEL HILL
LENOIR
WARRENSVILLE
CONCORD
CHARLOTTE
RALEIGH
CONCORD
WAXHAW
SHELBY
CONCORD
STATESVILLE
RALEIGH
GREENVILLE
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GRENINGER, LINDA
GRIFFIN, JACKIE
HALL, BARBARA
HALL, BARBARA
HARNEY, KELLIE
HUDIMAC, CAMILLE
JAMES, DEBORAH
KIRK, ANNA
KISTLER‐TETTERTON, LAURA
KNOTTS, SHARON
KUHL, HEATHER
LOWERY, BOBBY
MCCASKILL, SHERRIE
MCGAHA, KARLA
MEHTA, SUSAN
MELVIN, ANNETTE
MERCER, NITA
MORGAN, EILEEN
OKEAGU, CHINYERE
PALMER, JENS
PENNE, KARA
PRESLEY, MELISSA
RANCY JR, JOHN
REVELS, JESSICA
ROSEBAUGH, NANCY
SCHROEDER, MARCIA
SCOTT, WILLIAM
SMITH, LAURA
SMITH, JENNIFER
SMITH, KERRI
SPERLING, PATTI
STANSBURY‐ROLLACK, KATHRYN
STEPHENS, GINA
THONGTEUM, AUMA
VALDES‐HURTADO, VIVIANNE
VICKERS, HELEN
WALKER, LINDSEY
WINSON, KIM
WINTERING, ERIKA
WOOD, ELIZABETH
YOUNG, TARA
YOUNG, BRADLEY
ZULLI, JEANNIE
ADAMS‐WINGATE, DEBORAH
AMOAKO, EMELIA
ARMER, CAROL

CLARK, MICHAEL
HOFFMAN, BYRON
MUNOZ, RIGARDY
RUSS, DONALD
MORTON, TERRENCE
VOLOW, MICHAEL
GUERRINI, JAMES
GOLDSBOROUGH, KELLIE
GACA, JEFFREY
WELLS, WENDELL
MORTON, TERRENCE
JIMENEZ, SHANNON
CLEMENTS, THAD
LAMOND, DAVID
KARTSIMARIS, EVELINA
RISER, MARK
RAWLS, WILLIAM
SPOONER, LINDA
GAMBINO, JOHN
SINGH, PAUL
TYLER, DOUGLAS
HOWARD, WILLARD
SY, ALEXANDER
NETREBKO, PAVLO
WHITE, HEIDI
GARDNER, ELIZABETH
JOY, SCOTT
MARTINEZ, LUCAS
LAMOND, DAVID
WIMMER, JOHN
LAWRENCE, MICHAEL
TAKAHASHI, ERIC
RISER, MARK
COLE, TARA
ZAAS, DAVID
JOHNSON, EARLIE
MORTON, TERRENCE
FARRELL, SUSAN
PEELER, BENJAMIN
JAGARLAMUDI, KIRAN
BYRD, JESSE
GILBERT, BRETT
HYMAN, HENRY
MEYER, ALBERT
SOUFFRONT, WILFREDO
VINCENT, MARK

GREENSBORO
SILER CITY
HICKORY
HICKORY
CHARLOTTE
GARNER
WINSTON‐SALEM
GREENSBORO
DURHAM
ROCKINGHAM
HUNTERSVILLE
GOLDSBORO
MONROE
HENDERSONVILLE
ALBEMARLE
LUMBERTON
MOREHEAD CITY
FAYETTEVILLE
WINSTON SALEM
HAMLET
DURHAM
RUTHERFORDTON
WINSTON SALEM
RALEIGH
DURHAM
ASHEVILLE
DURHAM
ROCKY MOUNT
HENDERSONVILLE
GREENSBORO
GREENVILLE
EDENTON
LUMBERTON
GREENSBORO
DURHAM
JACKSONVILLE
CONCORD
GREENSBORO
CHARLOTTE
SALISBURY
BURLINGTON
RALEIGH
CLINTON
WILMINGTON
WILMINGTON
MATTHEWS
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AVITABILE, AUDREY
BARBER, SYNA
BARRIER, MISTY
BATEMAN, DEBRA
BAXTER, ASHLEY
BLACK, LAURI
BRITTON, TONYA
BROWN, ASADRA
BROWN, SARA
BRUMMETT, ATHENA
BURKE, DIANA
BURNS, KRISTEN
BUSH, TARA
CALLAHAN, THOMAS
CARBALLO, DARLA
CORN, LISA
DEGENNARO, LINDA
DENZER, LISA
DEWALD, KATHARINA
DIGGINS, KRISTENE
DIPERT‐SCOTT, SUSAN
DOWLESS, JULIE
EVERHART, DELPHINE
EVERLY, CAROL
FARRELL, LINDA
HARDCASTLE, LAURA
HATCH, JUDITH
HENSLEY, CHAD
HERBST, MCKENZIE
HICKS, CONNIE
HUCK, KIM‐MARIE
HUNT, SHEILA
JONES, SUSANNE
KAY, DANA
LANIER, CHRISTIAN
LOUX, DIANE
MARTIN WATSON, BETTY
MOORS, BEVERLY
POWELL JR., FRANCIS
PRESLEY, MELISSA
PREVOST‐GILBERT, MARY
PRICE, RENEA
QUEEN, COURTNEY
RAMAGE, MELINDA
RAMSEY, STEPHANIE
REDWOOD‐SAWYERR,
CHRISTIANA

GUMBER, SUBHASH
DEAN, ERIC
LOBDELL, KEVIN
RODRIGUEZ, FABIAN
HALME, JOUKO
SCHULTZ, CURTIS
EL‐KHOURY, SEMAAN
RATCLIFFE, ROBERT
COLLINS, SARA
MCCANTS, DEIDRA
LAWRENCE, MICHAEL
VINCENT, MARK
PETERSON, DAVID
KAKRAKANDY, ARSHAD
KWIATKOWSKI, TIMOTHY
MCCUTCHEN, JEFFREY
OVERBY, JOSEPH
BUNIO, RICHARD
PIECH, TARA
UZOMBA, GODWIN
GOUZENNE, STACEY
ROSS, DEBORAH
BROWN, STEPHANIE
NEWMAN, JACK
VINCENT, MARK
OATES, ELIZABETH
RATHNAM, PUNITHA
MADDURI, MURTHY
PETERS, DOUGLAS
EATON, BERNARD
WU, JUSTIN
DOSS, ASHWIN SEETH
MORTON, TERRENCE
CHAN, BARRY
QUINN, MARSHALL
BUBB, LORI
HEJAZI, MASOUD
POLIDORO, ANGELIQUE
TRIPP, HENRY
VINCENT, MARK
PANG, RICHARD
POLIDORO, ANGELIQUE
HAMAD, MAZEN
HAYES, MARY
MARTIN, MARK

CARY
GREENSBORO
CHARLOTTE
SOUTHERN PINES
RALEIGH
NEWTON
AULANDER
FOREST CITY
WILMINGTON
THOMASVILLE
GREENVILLE
CHARLOTTE
SMITHFIELD
GREENSBORO
CHARLOTTE
CHARLOTTE
NEW BERN
ROBBINSVILLE
GOLDSBORO
CHARLOTTE
GREENSBORO
LUMBERTON
CHARLOTTE
RALEIGH
CHARLOTTE
WILMINGTON
WILMINGTON
MORGANTON
WILMINGTON
LOUISBURG
RALEIGH
PEMBROKE
HUNTERSVILLE
CHARLOTTE
BEULAVILLE
CHEROKEE
GREENSBORO
PLYMOUTH
KERNERSVILLE
MATTHEWS
GREENSBORO
PLYMOUTH
CARY
ASHEVILLE
KINGS

LOUGHRIDGE, CAROLE

CHARLOTTE
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ROACH, ELIZABETH
ROBINSON, GAIL
ROSEBAUGH, NANCY
RYANS, ABREE
SAMPLE, DENISE
SCISM, ELIZABETH
SCRUGGS, LINDSAY
SHARPE, TRIVIA
SHEELER, CORY
SIDIQI, LEE
SMITH, L'ANITA
SMITH, DEBORAH
SNOW, AMY
SPENCER, BROOKE
STANSBURY‐ROLLACK, KATHRYN
STARR, ROBIN
TODD, HEATHER
UPDIKE, CHRISTINA
WEKONY, MELINDA
WILLIS, SHADERIKA
WINN, SHANNON
WOLF, VICKY
WOODY, DELINDA
YOUNG, KELLY

MUELLER, JOHN
LUVIS, L.
COLON‐EMERIC, CATHLEEN
WHITLOCK, GARY
BELCEA, OCTAVIAN
CALABRIA, RAFAEL
SMALL, MARIA
ZAPATA, MARIO
REKUC, GREGORY
WILLIAMS, JENNELLE
MORTON, TERRENCE
MATHIAS, MATTHEW
GOLASZEWSKI, GLENN
REKUC, GREGORY
MADIGAN, TIMOTHY
LAWRENCE, MICHAEL
DESAI, NILAY
VINCENT, MARK
MOORE, DONALD
NORTON, DEBORAH
DAKA, MATTHEW
SOLOVIEFF, GREGORY
ELLIS, MARK
MARCOM, PAUL

WINSTON SALEM
GASTONIA
DURHAM
JACKSONVILLE
RALEIGH
SHELBY
DURHAM
STATESVILLE
CHARLOTTE
CHAPEL HILL
CHARLOTTE
DURHAM
MT AIRY
CHARLOTTE
TYNER
GREENVILLE
ROCKY MOUNT
CHARLOTTE
CHARLOTTE
RALEIGH
FAYETTEVILLE
WHITAKERS
LINVILLE
DURHAM

Clinical Pharmacist Practitioners
Kaczmorski, Scott Adam
Nuzum, Donald Scott
Sauls, Amy Denise

May 18-20, 2011

APPENDIX I

Anesthesiologist Assistant, Perfusionist & Provisional Perfusionist Licenses
May 2011

Perfusionists:
Heath, Michele Marie
Gall, Chandra Janelle (Provisional license converted to Full)

Provisional Perfusionists:
Hawk, Ryan Charles
Anesthesiologist Assistants:
None
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APPENDIX J

North Carolina Medical Board
PA Licenses Approved
May 2011

Initial PA Applicants Licensed 03/01/11 – 04/30/11
PA-Cs
Name
Banks, Sharyce Nicole
Boyce, Mary Neeley
Bradley, Robin Nicole
Burr, Douglas Martin
Busbin, Denise Ellen Marie
Cenizario, Pierre Edson
Denman, Patrick
DiChiara, Tammy Jean
Elder, Jessica Eleanor
Etheridge, William H
Frazer, Chad Allen
Garn, Karen Sue
Hendricks, Jonathan Cleon
Johnson, Sharon Marie
Jones, Erin Christina
Maggi, Kristin Dermody
Mason, Ashley Evans
Mathews, Holly Katherine
Melton, Kathryn Reeves
Mikec, Shauna Ashley
Niese, Megan Suzanne
Octest, Jentest Mtest
Petersen, Scott David
Rhodes, Alison Sue
Roberts, Jessica Kristen
Smith, Jennifer Nicole
Stover, Kristina Marie

04/07/2011
04/05/2011
03/18/2011
03/28/2011
03/21/2011
03/03/2011
04/28/2011
03/14/2011
03/15/2011
03/14/2011
04/01/2011
04/07/2011
04/27/2011
04/08/2011
03/22/2011
03/14/2011
04/12/2011
04/12/2011
03/28/2011
04/13/2011
03/28/2011
03/11/2011
03/31/2011
04/27/2011
03/15/2011
04/12/2011
03/15/2011
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Name
Thams, Julie Ann
Toussaint, Ramona Marie
Treloar, Alan Francis
Troutman, Emily
Tuschl, Christina Marie
Walter, Sharon Hooper
Witt, Chris William
Womble, Mary Hamlin

03/03/2011
03/02/2011
04/25/2011
03/22/2011
03/10/2011
03/10/2011
03/22/2011
04/13/2011

PA-Cs Reactivations/Reinstatements/Re-Entries

Name

Baio, Debra Lynn
Lamm, Greyard Robert
Saxon, Donald Paul
Urban, Julia Irene
Walker, Sarah Cavanagh

04/19/2011
03/29/2011
04/27/2011
03/14/2011
04/11/2011
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