Department of Insurance
Financial Institutions

and Professional Registration
John M. Huff, Director

Jeremiah W. (Jay) Nixon
Governor
State of Missouri

Kathleen (Katie) Steele Danner, Division Director
DIVISION OF PROFESSIONAL REGISTRATION

STATE BOARD OF REGISTRATION FOR THE HEALING ARTS Connie Clarkston
3605 Missouri Boulevard Executive Director
P.O.Box 4

Jefferson City, MO 65102-0004
573-751-0098

866-289-5753 TOLL FREE
573-751-3166 FAX

800-735-2966 TTY

website: http://pr.mo.gov/healingarts.asp

Dear Licensee,

During the 2009 Legislative Session, the Missouri General Assembly passed Senate Bill 296 granting authority to
physician assistants to prescribe Schedules Ill, IV and V controlled substances when delegated the authority by their
supervising physician. Now, with the passage of House Bill 709 in 2015, physician assistants have been granted the
additional authority to prescribe Schedule Il controlled substances which contain hydrocodone when delegated the
authority by their supervising physician.

Pursuant to the statute, before granting a certificate of controlled substance prescriptive authority by the Board, the
physician assistant must complete and submit an application form, fifty dollar ($50) fee, supervision verification form,
proof of at least one hundred-twenty (120) hours in a four (4)-month period during which time the physician assistant
practiced with the supervising physician continuously present, and provide proof of the following:

1) Successful completion of an advanced pharmacology course that includes clinical training in the
prescription of drugs, medicines, and therapeutic devices. A course or courses with advanced
pharmacological content in a physician assistant program accredited by the Accreditation Review Commission
on Education for the Physician Assistant (ARC-PA) or its predecessor agency shall satisfy such requirement;

2) Completion of a minimum of three hundred (300) clock hours of clinical training by the supervising
physician in the prescription of drugs, medicines, and therapeutic devices;

3) Completion of a minimum of one (1) year of supervised clinical practice or supervised clinical rotations. One
(1) year of clinical rotations in a program accredited by the Accreditation Review Commission on Education for
the Physician Assistant (ARC-PA) or its predecessor agency, which includes pharmacotherapeutics as a
component of its clinical training, shall satisfy such requirement. Proof of such training shall serve to document
experience in the prescribing of drugs, medicines, and therapeutic devices;

The supervising physician maintains the right to limit a specific scheduled drug or scheduled drug category. Schedule
[l controlled substances and Schedule Il - hydrocodone prescriptions shall be limited to a five (5)-day supply without
refill. Physician assistants cannot prescribe controlled substances to themselves or members of their families. The
Board has defined “family” as spouse, parents, grandparents, great-grandparents, children, grandchildren, great-
grandchildren, brothers, sisters, aunts, uncles, nephew, nieces, mother-in-law, father-in-law, brother-in-law, sister-in-
law, daughter-in-law, and son-in-law. Adopted and step members are also included in this definition.

The application for a certificate of controlled substance prescriptive authority and a copy of the statute, rules and
regulations can be found on the Board’s website at http://pr.mo.gov/physicianassistants.asp.

Questions regarding the application can be directed to the Board office at (573) 751-0098 or licensure@pr.mo.gov.

Sincerely,

Licensure Department
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PHYSICIAN ASSISTANT APPLICATION FOR CERTIFICATE OF TOLL FREE. (866) 289.5753
CONTROLLED SUBSTANCE PRESCRIPTIVE AUTHORITY TTY: (800) 735-2966

Please complete and return this application, proof of meeting educational requirements, supervision verification form and fee of
$50, made payable to the Missouri State Board of Healing Arts, to P.O. Box 4, Jefferson City, MO 65102.

PHYSICIAN ASSISTANT NAME (LAST, FIRST, MIDDLE, MAIDEN) (PLEASE PRINT) MISSOURI LICENSE NUMBER EMAIL ADDRESS

SUPERVISING PHYSICIAN NAME (PLEASE PRINT) MISSOURI LICENSE NUMBER

THIS SECTION TO BE COMPLETED BY PHYSICIAN ASSISTANT
| hereby certify that | have attached proof of one of the following (please check one):

|:| 1. Official, with School Seal Affixed, Educational Transcripts evidencing successful completion of:

a) course(s) with advanced pharmacological content in a physician assistant program accredited by the Accreditation Review
Commission on Education for the Physician Assistant (If pharmacology course is not specifically listed on the transcript, it will be
necessary for the department director to forward a letter stating how pharmacology was integrated into the program); and,

b) one year of clinical rotations in a program accredited by the Accreditation Review Commission on Education for the Physician
Assistant.

|:| 2. Proof of successful completion of a Board approved advanced pharmacology course which includes clinical training in the

prescription of drugs, medication and therapeutic devices and proof, in the form of educational transcripts, certifications or affidavits

of completion of (please check one):

|:|a) Completion of one year of clinical rotations in a program accredited by the Accreditation Review Commission on Physician
Assistant which includes pharmacotherapeutics as a component of clinical training: or

|:|b) Completion of a minimum of three hundred clock hours of clinical training by the supervising physician in the prescription of
drugs, medicines and therapeutic devices and proof of completion of a minimum of one year of supervised clinical practice or
supervised clinical rotation.

APPLICANT’S OATH
STATE/PROVINCE OF

COUNTY/PARISH OF

l, , hereby certify
under oath that | am the person named in this application for a CERTIFICATE OF CONTROLLED SUBSTANCE PRESCRIPTIVE
AUTHORITY; that all statements | have made herein are true and that | have personally read, reviewed and answered each of these
questions; | understand that:

I may prescribe any controlled substances listed in Schedule lll, 1V, or V of section 195.017, and may have restricted authority in
Schedule Il - hydrocodone as delegated to me by my supervising physician and as stated in my supervision verification form;

Schedule Il controlled substances and Schedule Il - hydrocodone prescriptions shall be limited to a five day supply without refill;
| shall not prescribe controlled substances for myself or members of my family as defined in the Board’s Rule 20 CSR 2150-7.010(1);

| must obtain a registration from the Drug Enforcement Administration (DEA) and the State Bureau of Narcotics and Dangerous
Drugs (BNDD) prior to prescribing controlled substances and shall include such registration numbers on prescriptions for controlled
substances;

| cannot prescribe controlled substances until | have received a certificate of controlled substance prescriptive authority from the Board
and registrations from the DEA and BNDD;

The delegated authority to prescribe is consistent with my and my supervising physician’s education, knowledge, skill and competence;
Any limitations on my supervising physician or my ability to practice shall be listed on the supervision verification form;
| have practiced at least 120 hours in a four month period with my supervising physician continuously present;

If my supervising physician changes, then | must provide the Board with a new supervision verification form prior to prescribing
controlled substances under the new supervising physician’s authority.

All documents submitted with this application or as part of the application process that are original, or duplicated copies of the originals,
have not been altered in any fashion whatsoever;
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| am the original and lawful possessor of and person named in the various documents and credentials furnished to the Board in
connection with this application.

I have read Chapter 334 RSMo, Chapter 195 RSMo, 20 CSR 2150-7 and 19 CSR 30 which contains the Statutes, Rules and Regulations
governing the prescribing of controlled substances and the practice of physician assistants;

I have answered all questions truthfully and in compliance with the instructions provided:
| understand that the application fee submitted with this application is non-refundable and cannot be transferred to another application.

| further state that by filing this application for certificate of controlled substance prescriptive authority, | hereby authorize and consent to
have an investigation made as to my moral character, professional reputation and fitness, when in the opinion of the Missouri Board such an
investigation is deemed necessary. | agree to give any further information which may be required in reference to my past record. | authorize and
request every person, hospital, clinic, community, governmental agency (local, state, federal or international), court, association, institution,
or other organization having control of any documents, records, and other information pertaining to me to furnish to the Missouri State Board
of Healing Arts any such information, including documents, records regarding charges or complaints filed against me, formal or informal,
pending or closed, or any other pertinent data to permit the Missouri State Board of Healing Arts or any of its agents or representatives to
inspect and make copies of such documents, records, and other information, in connection with this application.

MUST BE SIGNED IN THE PRESENCE OF NOTARY

APPLICANT’S SIGNATURE

DATE

NOTARY PUBLIC EMBOSSER OR
BLACK INK RUBBER STAMP SEAL

STATE

SUBSCRIBED AND SWORN BEFORE ME, THIS
DAY OF

YEAR

COUNTY (OR CITY OF ST. LOUIS)

USE RUBBER STAMP IN CLEAR AREA BELOW.

NOTARY PUBLIC SIGNATURE

MY COMMISSION
EXPIRES

NOTARY PUBLIC NAME (TYPED OR PRINTED)
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STATE OF MISSOURI

DIVISION OF PROFESSIONAL REGISTRATION STATE BOARD OF REGISTRATION FOR HEALING ARTS

3605 MISSOURI BLVD, PO BOX 4

STATE BOARD OF REGISTRATION FOR THE HEALING ARTS JEFFERSON CITY, MO 65102
SUPERVISION VERIFICATION FORM TEEEFL’HF‘;';E Eggg ;g;gggg
(TO BE COMPLETED BY THE SUPERVISING PHYSICIAN) TTY: (800) 735-2966

SUPERVISING PHYSICIAN NAME MISSOURI LICENSE NUMBER

NAME OF PHYSICIAN ASSISTANT

| hereby certify that | have continuously practiced at the same practice site and continuously supervised the above named physician assistant
for the four month period of to
(MONTH/DAY/YEAR) (MONTH/DAY/YEAR)

| hereby certify that | have delegated the authority to prescribe the below listed Schedule IlI, IV and/or V of section 195.017 and Schedule
Il - hydrocodone controlled substances to the above named physician assistant (please mark all that apply).

D Schedule Ill, IV and V of section 195.017 and Schedule Il - hydrocodone with no limitations;
[ schedule Il IV and V of section 195.017 and Schedule Il - hydrocodone with the below listed limitations:

| Schedule Ill and IV of section 195.017 and Schedule Il - hydrocodone only with no limitations;
[ schedule 11 and IV of section 195.017 and Schedule Ii - hydrocodone with the below listed limitations:

] Schedule Il - hydrocodone only;
[ schedule 11 - hydrocodone with the below listed limitations:

D Schedule Il only;
I:l Schedule 11l with the below listed limitations:

|:| Schedule IV only;
|:| Schedule IV with the below listed limitations:

DScheduIe V only;
DScheduIe V with the below listed limitations:

|:|Other (list below, add additional sheets if necessary);

In addition to the above, please list any limitations on your practice or the physician assistant’s practice (i.e. physician is restricted from
prescribing Schedule Ill, physician required to complete triplicate prescription forms, etc.)
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| further certify that:

The above named physician assistant shall prescribe any controlled substances listed in Schedule I, 1V, or V of section 195.017, and
may have restricted authority in Section Il - hydrocodone as delegated by me to the physician assistant and as stated in the supervision
verification form;

I will confirm that the Board of Healing Arts has issued a certificate of controlled substance prescriptive authority and that the DEA and
BNDD has issued registrations to the above named physician assistant, prior to the prescribing of controlled substances;

Schedule 11l controlled substances and Schedule Il - hydrocodone prescriptions prescribed by the above named physician assistant
shall be limited to a five day supply without refill;

The above named physician assistant shall not prescribe controlled substances for themselves or members of their family as defined
in the Board’s Rule 20 CSR 2150-7.010(1);

The above named physician assistant must register with the Drug Enforcement Administration and the State Bureau of Narcotics and
Dangerous Drugs and shall include such registration numbers on prescriptions for controlled substances;

The delegated authority to prescribe is consistent with each professional’s education, knowledge, skill and competence;
Any limitations on me or the physician assistant’s ability to practice shall be listed on the supervision verification form;

In accordance with Rule 20 CSR 2150-7.122, | will notify the Board within 15 days if my supervision of the above named physician
assistant ceases;

| have read Chapter 334 and Chapter 195, RSMo, which contains the Statutes, Rules and Regulations governing the prescribing of
controlled substances by physician assistants.

MUST BE SIGNED IN THE PRESENCE OF NOTARY

SUPERVISING PHYSICIAN’S SIGNATURE DATE

NOTARY PUBLIC EMBOSSER OR STATE COUNTY (OR CITY OF ST. LOUIS)
BLACK INK RUBBER STAMP SEAL

SUBSCRIBED AND SWORN BEFORE ME, THIS

DAY OF YEAR USE RUBBER STAMP IN CLEAR AREA BELOW.
NOTARY PUBLIC SIGNATURE MY COMMISSION
EXPIRES

NOTARY PUBLIC NAME (TYPED OR PRINTED)

MO 375-0850 (12-15)
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