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GENERAL INFORMATION FOR SUPERVISION AGREEMENTS

In order to practice as a Physician Assistant (PA) in Montana the PA must have on file with Board
in accordance to MCA: 37-20-301, a supervision agreement. The following outlines general
information for a supervision agreement for new applicants to the State of Montana, a new
supervising physician and PA practice relationship or a change in supervising physician.

A. Supervising Physician is defined as a medical doctor or doctor of osteopathy licensed
by the Board who agrees to a supervision agreement and duties and delegation agreement.

B. Qualification of Supervising Physician:
a. possess a current, active Montana license
b. exercises supervision over the physician assistant in accordance with the
rules adopted by the Board

Cc. retains professional and legal responsibility for the care and treatment of patients
by the physician assistant

C. Qualifications for Physician Assistant must have a current active Montana PA
license.
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APPLICATION FOR SUPERVISION AGREEMENT

PHYSICIAN ASSISTANT INFORMATION:

1. FULL NAME:

Last First Middle

2. BUSINESS NAME:
3. BUSINESS ADDRESS:

Street or PO Box # City and State Zip
4. HOME ADDRESS:

Street or PO Box # City and State Zip
PREFERRED MAILING ADDRESS: OBusiness OHOme E-MAIL ADDRESS:
5. TELEPHONE ( ) ( ) ( )
Business Home Fax
6. DEA Registration # LICENSE NUMBER:
SUPERVISION START DATE:
SUPERVISING PHYSICIAN INFORMATION:
1. FULL NAME:
Last First Middle

2. BUSINESS NAME:
3. BUSINESS ADDRESS:

Street or PO Box # City and State Zip
4. HOME ADDRESS:

Street or PO Box # City and State Zip
PREFERRED MAILING ADDRESS: Business Home E-MAIL ADDRESS:

5. TELEPHONE: ( ) ( ) ( )

Business Home Fax
6. DEA REG. # LICENSE NUMBER:

SUPERVISION START DATE:
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AFFIDAVITS AND SIGNATURES

I hereby declare under penalty of perjury the information included in my supervision
agreement application to be true and complete to the best of my knowledge. In
signing this application, I am aware that a false statement or evasive answer to any
question or request for information may lead to a denial of my application or grounds
for subsequent disciplinary action imposed on my licensure. I further affirm that I
have read and accepted the licensing statutes and pursuant to my profession,
including supervision agreement and duties and delegation agreement, and hereby
certify that I will abide by all statues and rules of the Board of Medical Examiners that
pertain to my licensure. I acknowledge and understand that I may not practice
medicine independently pursuant to 37-20-104(2) and 37-20-301, MCA.

Physician Assistant:

(Print Name) (Signature) (Date)

PRIMARY SUPERVISING PHYSICIAN AFFIRMATION

I affirm that I have read and understand the current Board of Medical Examiners
statutes and rules, including those pertaining to physician assistant, supervision
agreements and duties and delegation and my responsibilities as supervising
physician. I acknowledge and agree pursuant to 37-20-101, 37-20-301, 37-20-403,
MCA to exercise appropriate supervision over the above named PA in accordance with
all statues and rules of the Board of Medical Examiners. I acknowledge and agree that
I will retain professional and legal responsibility for the care and treatment of patients
by the above nhamed PA. I understand that duties and responsibilities may be
delegated, or restrictions imposed, at my discretion, including additional limitations
on prescribing and dispensing of drugs above those granted by the Board, pursuant to
37-20-404, MCA, and will be reflected in the duties and delegation agreement.

Supervising Physician:

(Printed name) (Signature) (Date)
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