MA Supervision Registration Form

SDCL 36-9B-1 provides that a medical assistant must be supervised by a licensed physician, licensed physician assistant
or a licensed advanced practice nurse.

Medical Assistant

Medical Assistant
Information

Printed Name License # Date

Practice Facility Practice Facility Name:

Practice Address:

Phone: Email:

Proposed Supervising Provider(s)

Supervising Provider .
Information 1. Name: [IMD/DO [JPA [JCNP []CNM
License #: (If unknown, leave blank)
2. Name: [IMD/DO [JPA [JCNP []JCNM
License #: (If unknown, leave blank)
3. Name: [IMD/DO [JPA [JCNP []CNM
License #: (If unknown, leave blank)
4. Name: [IMD/DO [JPA [JCNP []CNM
License #: (If unknown, leave blank)
5. Name: [IMD/DO [JPA [JCNP []CNM
License #: (If unknown, leave blank)

Proposed Dates

Start Date End Date (if applicable)

Signature

Supervising Provider

. | certify that the above information is true and accurate.
Information

Signature of Medical Assistant Date

MAIL FORM TO:
SDBMOE

101 N. MAIN AVENUE, SUITE 301
SIOUX FALLS, SD 57104

Revision 7/21/2011
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