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MEDICAL EXAMINING BOARD
CHANGE IN SUPERVISING PHYSICIAN

Med 8.07(1) Practice. (1) Scope and Limitations. In providing medical care, the entire practice of any physician
assistant shall be under the supervision of one or more licensed physician.

'_i.;registration of licensure thereafter, a
vising physician and shall notify the board

Med 8.05(4) Licensure; Renewal. At the time of licensure and each bienni:
physician assistant shall list with the board the name and address of the st
within 20 days of any change of a supervising physician.

Med 8.02 (6) “Supervision”. means to coordinate, direct, and {the accd’rhﬁ__ lshments of another, or oversee

with powers of direction and decision the implementation of of

, ) :z'duty 2)A supelv 'ﬁ'g physician shall
be available to the physician assistant at all time person or within 15 minutes of contact

by telecommunication or other means.

Med 10.02 (1) “Adequate supe
act, and must have reasonable
under the circumstances.

LICENSE NUMBER:

LICENSE NUMBER:

NAME (Please Print):

STARTING DATE: ENDING DATE:

SUPERVISING PHYSICIAN Med 8.05(4) above {only one supervising physician is required).
NAME (Please Print): SIGNATURE: DATE:
LICENSE NUMBER:

STARTING DATE: ENDING DATE (For Substitute Only):
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Wisconsin Department of Safety and Professional Services

OTHER SUPERVISING PHYSICIAN ON RECORD

NAME (Please Print): SIGNATURE: DATE:
LICENSE NUMBER:
STARTING DATE: ENDING DATE (For Substitute Only);

NAME (Please Print): DATE:

LICENSE NUMBER:

STARTING DATE: “(For Substituie Only):

NAME (Please Print):

SIGNATURE: " DATE:

LICENSE NUMBER:

STARTING DATE:

EN_[_‘)INGLDIATE (For Substitute Only):

NAME (Please Print): SIGNATURE: DATE:

LICENSE NUME

STARTING DATE: ENDING DATE (For Substitute Only):

NAME (Please Print):

SIGNATURE: DATE:

LICENSE NUMBER:
STARTING DATE: ENDING DATE (For Substitute Only):

Return completed form to:

Department of Safety and Professional Services
P.O. Box 8935

Madison, W1 53708-8935
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