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Agenda 

4:00 p.m. 1. Call to Order/Roll Call 

4:03 p.m. 2. Review/Approval of Agenda 

4:05 p.m. 3. Ethics Disclosure 

4:10 p.m. 4. Deliberative Case 
a. OAH No. 25-0010-MED, K.L. 

4:30 p.m.  5. Interviews 
a. Gamil Makar, MD   
b. Christopher Melcher, PA 

5:00 p.m. 6. Division Update – Director Sylvan Robb 
a. Administrative Order 360 
b. Legal opinion on expungement matters 
c. Budget Update 

5:30 p.m. 7. New Business 
a. List of proposed regulation changes -compliance with AO 360 

5:45 p.m. 8. Wrap up / Adjourn 

ALASKA STATE MEDICAL BOARD 

MONTHLY MEETING 

THURSDAY, JANUARY 15, 2026 

DRAFT – AGENDA 

Discussion of the following topics may require executive session. Only authorized members will be 
permitted to remain in the Board/Zoom room during executive session. 

Location:  Zoom, register at: 
https://us02web.zoom.us/meeting/register/ZVzhXqWMS4qMSpaTtagffA 

Board Members: 

Brent Taylor, MD 
(Chair) 

David Barnes, DO 

Michael McNamara, 
MD 

   
David Paulson, MD 

David Wilson 
Public Member 

Upcoming Meetings: 

Feb. 20, 8:30 a.m. 
March 19, 4:00 p.m. 
April 16, 4:00 p.m.   

https://us02web.zoom.us/meeting/register/ZVzhXqWMS4qMSpaTtagffA


Department of Commerce, Community, 
and Economic Development 

DIVISION OF CORPORATIONS, BUSINESS 
AND PROFESSIONAL LICENSING 

Juneau Office 

P.O. Box 110806 
Juneau, Alaska 99811-0806 

Main: 907.465.2550 
Fax: 907.465.2974 

MEMORANDUM 

TO: Members of Professional Licensing Boards DATE: October 7, 2025 

FROM: Sylvan Robb, Director RE: Administrative Order 360 

I am providing additional information to clarify the purpose and expectations of Administrative Order 360, 
which was issued by Governor Dunleavy on August 4, 2025, to improve the quality, transparency, and efficiency 
of the State’s regulatory environment. The full language of AO 360 can be found at 
https://gov.alaska.gov/admin-orders/administrative-order-no-360/.  

There are several goals associated with this Administrative Order, but I’d like to highlight #3: “Ensure boards 
and commissions adjust regulatory structures as necessary to maintain critical consumer protection while 
eliminating unnecessary barriers to entry for new professionals.” This goal highlights that all state boards are 
critical components to accomplishing the purpose of this initiative. 

The division is responsible for providing key deliverables throughout this project: 

1. Hold stakeholder meetings: These meetings invite members of the public to provide suggestions on 
regulations that they feel can be removed or improved. The division has scheduled stakeholder meetings 
with corresponding windows for receiving written comments. Input from stakeholders is vitally 
important in the development of the boards’ regulatory reform plans this winter. 

These meetings are different than oral testimony on proposed regulations, so boards themselves are not 
holding these meetings. However, members are welcome to attend and listen.   

We have organized the meetings as follows: 

• Health care professions: Thursday, October 9th, 9:00 - 11:00 a.m.; Monday, October 27th, 6:00 - 
8:00 p.m., Wednesday, October 29th, 11:30 a.m. - 1:30 p.m. 

• Non-health care professions: Thursday, October 9th, 9:00 - 11:00 a.m.; Monday, October 27th, 
6:00 - 8:00 p.m., Wednesday, October 29th, 11:30 a.m. - 1:30 p.m. 

2. Review guidance documents: Documents—such as PDFs and web pages—providing guidance on 
regulatory requirements will be published in the Online Public Notice System (OPN) and moved 
forward for review by the Department of Law. Guidance documents are intended to explain 
requirements contained in statutes or regulations or to provide background information. This includes 
forms, checklists, applications, FAQs, board opinions, and other types of information relating to the 
public process. The legal review will ensure no existing or new documents contain guidance that should 

https://gov.alaska.gov/admin-orders/administrative-order-no-360/


2 

actually be promulgated as a regulation. Once legal reviews are completed next spring, the division and 
its boards may need to address any changes.   

3. Establish a baseline of current regulatory requirements: Using statewide guidance, staff are 
currently reviewing regulations and determining what constitutes a regulatory requirement using the 
guidance provided by the Department of Law. All requirements are counted and identified as 
“mandatory”— required by federal, statutory, or court-ordered mandates—or “discretionary”—those 
that the board has the ability to evaluate, interpret, and adopt. Discretionary requirements with room for 
improvement in quality, transparency, and efficiency will be identified by staff and moved forward for 
each board to consider including it its regulatory reform plan. 

Individual professional licensing boards are responsible for implementing the deliverables of AO 360 now 
through 2027. Meeting these deadlines set by the Office of the Governor will require boards to either hold 
additional meetings or significantly expand their agendas: 

1. Review public and staff recommendations for regulatory reform (starting in November): 
Individual boards will review the input received from the public and additional changes 
recommended by staff. This is the opportunity to jump start any pending board regulations changes 
or plans that have been put “on the back burner.” 

2. Develop a regulatory reform plan (due in February): Design and approve a plan to reduce 
specific regulatory requirements by 15% in calendar year 2026, culminating in a total reduction of 
25% by the end of calendar year 2027. This plan must be completed and provided to me by 
February 13. I will submit it to the department to be included as part of the department’s overall 
plan. After the Office of the Governor has reviewed and approved the proposed plan, it will be 
posted on OPN. At that point, any regulation change included in the board’s plan has the green light 
to move forward through the usual regulations adoption process. (No additional waiver is required.) 

To summarize, AO 360 requires the division to review regulations, count the number of requirements, 
determine which are discretionary, and make a recommendation to each board so it can approve a regulatory 
reform plan. It does not diminish the authority of the board to propose and adopt regulations concerning their 
industry. The Office of the Governor encourages each board and agency to focus on the end goals of regulatory 
transparency and efficiency rather than becoming overly concerned about the specific deliverables along the 
way. All departments of state government are encouraged to use this structured opportunity to work with their 
stakeholders and think deeply about ways to best serve the public through this initiative.   

As required by the initiative, Sara Chambers has been designated by Commissioner Sande as our department’s 
Agency Regulatory Liaison, providing training and guidance, as well as serving as the point of contact with the 
Office of the Governor and the Department of Law for all divisions and corporate agencies within the DCCED 
umbrella. She is assisting us in seeking modifications to the statewide schedule of deadlines, as long as we are 
making progress toward the Governor’s goal. 

Timelines and guidance are fast-moving and subject to change. The key deadlines the board should know are: 
• Informational sessions for board members to hear details and ask questions: 

o Monday, October 13 at 12:00 p.m. 
o Meeting ID: 219 918 166 590 
o Passcode: Hm2TC2ad 

o Thursday, October 16 at 11:00 a.m.   
o Meeting ID: 248 100 560 125 1 

https://gcc02.safelinks.protection.outlook.com/ap/t-59584e83/?url=https%3A%2F%2Fteams.microsoft.com%2Fl%2Fmeetup-join%2F19%253ameeting_YTBlMDYyZjUtYTIyMS00MGVjLTg3ZjEtZmU1NmQxOTNhZTA2%2540thread.v2%2F0%3Fcontext%3D%257b%2522Tid%2522%253a%252220030bf6-7ad9-42f7-9273-59ea83fcfa38%2522%252c%2522Oid%2522%253a%2522e1716c89-c253-48b1-af1d-d93b69c319ae%2522%257d&data=05%7C02%7Csylvan.robb%40alaska.gov%7C71b35e1b7b3b4e144f8208de05c44415%7C20030bf67ad942f7927359ea83fcfa38%7C0%7C0%7C638954537674230711%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dSqFg2UWSrlQg2L2f%2FtudQoPLtF78fCayaSO3VASTwg%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/ap/t-59584e83/?url=https%3A%2F%2Fteams.microsoft.com%2Fl%2Fmeetup-join%2F19%253ameeting_ZGZiNWMyNjQtODBlZi00NmVhLWI4ZjktMDlmYzcxZDNmZWYy%2540thread.v2%2F0%3Fcontext%3D%257b%2522Tid%2522%253a%252220030bf6-7ad9-42f7-9273-59ea83fcfa38%2522%252c%2522Oid%2522%253a%2522e1716c89-c253-48b1-af1d-d93b69c319ae%2522%257d&data=05%7C02%7Csylvan.robb%40alaska.gov%7C71b35e1b7b3b4e144f8208de05c44415%7C20030bf67ad942f7927359ea83fcfa38%7C0%7C0%7C638954537674260412%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=6H7cOLUEO6h7OoOnNwccIJU7FawSX7ViYcTRmso1rRI%3D&reserved=0
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o Passcode: 3tf2oH7t 

o Monday, October 20 at 1:00 p.m. 
o Meeting ID: 289 987 973 913 6 
o Passcode: hh2pX6aD   

• Stakeholder meetings are scheduled for the month of October—see above.  
• Your proposed regulatory reform plan is due by February 13. 

Your board liaison will work with your chair to schedule the meetings necessary for you to review public and 
staff recommendations, discuss merits and potential changes, and ultimately adopt your reform plan. If you have 
questions or concerns, please attend one of the informational sessions or reach out to me so I can provide you 
with timely responses. 

Sincerely, 

Sylvan Robb 
Director 

https://gcc02.safelinks.protection.outlook.com/ap/t-59584e83/?url=https%3A%2F%2Fteams.microsoft.com%2Fl%2Fmeetup-join%2F19%253ameeting_MGIwNWNiMGYtY2E0ZS00OTE5LWEyNTUtNDU4M2NjZTI3NjFk%2540thread.v2%2F0%3Fcontext%3D%257b%2522Tid%2522%253a%252220030bf6-7ad9-42f7-9273-59ea83fcfa38%2522%252c%2522Oid%2522%253a%2522e1716c89-c253-48b1-af1d-d93b69c319ae%2522%257d&data=05%7C02%7Csylvan.robb%40alaska.gov%7C71b35e1b7b3b4e144f8208de05c44415%7C20030bf67ad942f7927359ea83fcfa38%7C0%7C0%7C638954537674277311%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=zx6PzD2UjAwGZjR1Bww9uuYqo0%2BKYDvbZtLBlx%2FR0WM%3D&reserved=0


From: Campbell, Karmen L (CED) 
To: Norberg, Natalie M (CED) 
Cc: Saviers, Glenn A (CED); Robb, Sylvan S (CED) 
Subject: MED - AO360 Requirements 
Date: Friday, October 31, 2025 9:33:59 AM 
Attachments: image001.png 

AO360 Medical Statutes and Regs.pdf 
Medical Board Adopted by Reference Discretionary Requirements.docx 

Good morning, 

Please see your program’s attached AO 360 regulations requirements and adopted by 
reference requirement tracker. 

Glenn is going to try and review all the boarded programs to share some suggestions; she will 
share that once she finished reviewing MED’s regulations. Given the tight timeline for the 
board to determine what items it can eliminate and streamline, Sylvan noted that you should 
not wait for Glenn’s feedback to get your board working on looking for their reductions. 

The baseline number of requirements for MED is 1,224. 359 of these requirements are from 
the regulations, and 865 requirements are from documents adopted by reference in the 
regulations. The 25% target is against the 1,224 number. 

Please let me know if you have any questions. 

Best regards, 

Karmen Campbell 
Director’s Assistant 
Division of Corporations, Business, and Professional Licensing 
https://www.commerce.alaska.gov/web/cbpl 

mailto:karmen.campbell@alaska.gov
mailto:natalie.norberg@alaska.gov
mailto:glenn.saviers@alaska.gov
mailto:sylvan.robb@alaska.gov
https://www.commerce.alaska.gov/web/cbpl


Medical Board Adopted by Reference Discretionary Requirements: 

Documents Adopted by Reference # of Discretionary Requirements 
Practice Bulletin, Number 135, June 2013, 
Second-Trimester Abortion, Reaffirmed 
2017 

59 

MODEL POLICY FOR THE APPROPRIATE 
USE OF TELEMEDICINE TECHNOLOGIES 
IN THE PRACTICE OF MEDICINE 

53 

Code of Ethics – American Medical 
Association 2016 

525 

Code of Ethics – American Osteopathic 
Association 2016 

33 

Code of Ethics - American Podiatric 
Medical Association 2017 

110 

Guidelines for Ethical Conduct for the 
Physician Assistant Profession 2013 

85 

Total: 865 

Practice Bulletin, Number 135, June 2013, Second-Trimester Abortion, Reaffirmed 

2017: 59 

Requirement Count Summary 

Here is a breakdown of the discrete regulatory-style requirements found in the document: 

Section Requirement Examples Count 

Clinical Recommendations Cervical preparation before D&E, antibiotic 
prophylaxis, uterotonic use, referral 
facilitation, etc. 

18 

Box 1: Medical Abortion 
Regimens 

Specific drug dosages and timing protocols 9 

Postabortion Hemorrhage 
Management 

Primary, secondary, tertiary treatment steps 10 



Section Requirement Examples Count 

Complication Prevention Use of vasopressin, cervical dilation 
protocols, training recommendations 

6 

Contraceptive Guidance Immediate IUD insertion, method eligibility 4 

Summary 
Recommendations (Level 
A, B, C) 

Reiterated clinical directives 12 

MODEL POLICY FOR THE APPROPRIATE USE OF TELEMEDICINE TECHNOLOGIES IN 
THE PRACTICE OF MEDICINE: 53 

Requirement Count Summary 

Section Requirement Examples Count 

Preamble & Expectations Maintain professionalism, supervise non-
physicians, protect confidentiality 

5 

Establishing Physician– 
Patient Relationship 

Verify patient identity, disclose provider 
credentials, obtain consent 

6 

Licensure Must be licensed in the patient’s state 1 

Evaluation & Treatment Must conduct evaluation before treatment or 
prescribing 

3 

Informed Consent Must obtain and document informed consent 
with specific elements 

7 



Section Requirement Examples Count 

Continuity of Care Must provide follow-up access and 
documentation 

2 

Emergency Services Must provide an emergency plan and protocol 2 

Medical Records Must maintain and document all 
telemedicine-related records 

3 

Privacy & Security Must comply with HIPAA, maintain policies, 
ensure secure transmission 

6 

Online Disclosures Must disclose services, fees, credentials, 
privacy practices, etc. 

10 

Patient Rights Must allow access, feedback, and complaint 
mechanisms 

3 

Code of Ethics – American Medical Association 2016: 525 

Requirement Count Summary 

Section Topic Area Approx. Count 

Chapter 1 Patient–Physician Relationships 85 

Chapter 2 Consent, Communication & Decision Making 70 

Chapter 3 Privacy, Confidentiality, Medical Records 25 



Section Topic Area Approx. Count 

Chapter 4 Genetics & Reproductive Medicine 30 

Chapter 5 End-of-Life Care 20 

Chapter 6 Organ Procurement & Transplantation 15 

Chapter 7 Research & Innovation 90 

Chapter 8 Physicians & Public Health 65 

Chapter 9 Professional Self-Regulation 40 

Chapter 10 Interprofessional Relationships 35 

Chapter 11 Financing & Delivery of Health Care 50 

Code of Ethics – American Osteopathic Association 2016: 33 

Requirement Count Summary 

The AOA Code of Ethics includes 19 numbered sections, each containing at least one 
requirement. Some sections contain multiple discrete requirements. Here's a breakdown: 

Section Topic Requirement Count 

1–2 Confidentiality, Disclosure 2 

3 Non-discrimination, Emergency Care 3 

4 Abandonment 2 



Section Topic Requirement Count 

5 Competence, Continuing Education 2 

6 Professional Self-Regulation 2 

7 Advertising 2 

8 Credentials, Representation 3 

9 Consultation 1 

10–11 Disputes Among Physicians 2 

12 Fees, Fee Splitting 2 

13 Respect for Law 2 

14 Community Participation 1 

15–16 Sexual Misconduct, Harassment 2 

17 Gifts from Industry 3 

18 Misrepresentation 1 

19 Research Ethics 2 

Code of Ethics - American Podiatric Medical Association 2017: 110 

Requirement Count Summary 

The APMA Code of Ethics is structured into three main categories: 



• Medical Ethics (ME) 

• Business Ethics (BE) 

• Association Ethics (AE) 

Each category contains multiple subsections with specific obligations. Here's the 

breakdown: 

Section Topic Area Approx. 
Count 

ME1– 
ME7 

Professional judgment, informed consent, confidentiality, 
patient respect, professionalism, physician health, research 
ethics 

45 

BE1– 
BE7 

Advertising, business transactions, referrals, supervision, 
legal compliance, staff respect, managed care 

55 

AE1– 
AE4 

Conflicts of interest, confidentiality, commercial 
relationships, association conduct 

10 

Guidelines for Ethical Conduct for the Physician Assistant Profession 2013: 85 

Requirement Count Summary 

The document is organized into five major sections, each containing multiple ethical 
obligations: 

Section Topic Area Approx. 
Count 

The PA and the Patient Role, consent, confidentiality, end-of-life, 
diversity, reproductive care 

40 

The PA and Individual 
Professionalism 

Conflicts of interest, competency, 
harassment, identity 

15 



Section Topic Area Approx. 
Count 

The PA and Other 
Professionals 

Teamwork, impairment, supervision, 
illegal conduct 

10 

The PA and the Health 
Care System 

Research, education, expert witness, 
workplace actions 

10 

The PA and Society Lawfulness, executions, access to care, 
community well-being 

10 











































































































Department of Commerce Community, and Economic Development 
Corporations, Business and Professional Licensing 

Summary of All Professional Licensing 
Schedule of Revenues and Expenditures 

Medical Board FY 18 FY 19 Biennium  FY 20  FY 21                   Biennium  FY 22  FY 23 Biennium FY 24 FY 25 Biennium 

Revenue   
Revenue from License Fees 347,304 $         2,380,618 $      2,727,922 $      578,308 $         2,597,830 $      3,176,138 $      945,106 $         2,876,309 $      3,821,415 $      852,030 $         2,690,026 $      3,542,056 $      
General Fund Received -$ - 272,744 $         173,090 $         445,834 40,368 $            -$ 40,368 
Allowable Third Party Reimbursements 3,517 184 3,701 -$ -$ - -$ -$ - 1,071 $              -$ 1,071 
TOTAL REVENUE 350,821 $         2,380,802 $      2,731,623 $      578,308 $         2,597,830 $      3,176,138 $      1,217,850 $      3,049,399 $      4,267,249 $      893,469 $         2,690,026 $      3,583,495 $      

Expenditures 
Non Investigation Expenditures 

1000 - Personal Services 488,823 473,122 961,945 420,810 521,976 942,786 446,216 454,584 900,800 507,288 660,375 1,167,663 
2000 - Travel 17,577 15,801 33,378 13,357 - 13,357 8,875 1,471 10,346 3,442 886 4,328 
3000 - Services 44,741 31,730 76,471 23,009 46,044 69,053 69,997 97,210 167,207 93,406 32,007 125,413 
4000 - Commodities 2,016 1,525 3,541 1,252 1,290 2,542 3,278 3,045 6,323 2,972 3,268 6,240 
5000 - Capital Outlay - - - - - - - - - - - 
Total Non-Investigation Expenditures 553,157 522,178 1,075,335 458,428 569,310 1,027,738 528,366 556,310 1,084,676 607,108 696,536 1,303,644 

Investigation Expenditures 
1000-Personal Services 210,010 226,965 436,975 264,001 272,106 536,107 289,348 336,511 625,859 411,332 414,623 825,955 
2000 - Travel 2,104 2,104 2,032 - 2,032 2,655 - 2,655 - - - 
3023 - Expert Witness 1,700 7,577 9,277 16,050 22,775 38,825 31,350 14,000 45,350 39,107 18,209 57,316 
3088 - Inter-Agency Legal 60,885 34,329 95,214 56,267 33,435 89,702 42,629 208,613 251,242 484,830 564,968 1,049,798 
3094 - Inter-Agency Hearing/Mediation 9,299 28,803 38,102 18,640 911 19,551 11,870 61,195 73,065 164,138 265,356 429,494 
3000 - Services other 3,348 3,348 1,919 625 2,544 1,257 2,126 3,383 1,112 1,319 2,431 
 4000 - Commodities - - - - - - - - 126 - 126 
Total Investigation Expenditures 281,894 303,126 585,020 358,909 329,852 688,761 379,109 622,445 1,001,554 1,100,645 1,264,475 2,365,120 

Total Direct Expenditures 835,051 825,304 1,660,355 817,337 899,162 1,716,499 907,475 1,178,755 2,086,230 1,707,753 1,961,011 3,668,764 

Indirect Expenditures 
Internal Administrative Costs 225,669 263,046 488,715 285,614 316,771 602,385 250,301 286,502 536,803 250,148 321,608 571,756 
Departmental Costs 150,736 168,176 318,912 123,361 143,500 266,861 122,427 120,114 242,541 143,482 178,470 321,952 
Statewide Costs 78,101 72,595 150,696 90,219 108,989 199,208 92,456 86,033 178,489 88,909 91,726 180,635 

   Total Indirect Expenditures 454,506 503,817 958,323 499,194 569,260 1,068,454 465,184 492,649 957,833 482,539 591,804 1,074,343 
- - 

TOTAL EXPENDITURES 1,289,557 $      1,329,121 $      2,618,678 $      1,316,531 $      1,468,422 $      2,784,953 $      1,372,659 $      1,671,404 $      3,044,063 $      2,190,292 $      2,552,815 $      4,743,107 $      

Cumulative Surplus (Deficit) 
Beginning Cumulative Surplus (Deficit) 137,265 $         (801,471) $        250,210 $         (488,013) $        641,395 $         486,586 $         1,864,582 $      567,759 $         
Annual Increase/(Decrease) (938,736) 1,051,681 (738,223) 1,129,408 (154,809) 1,377,996 (1,296,823) 137,210 

Ending Cumulative Surplus (Deficit) (801,471) $        250,210 (488,013) $        641,395 $         486,586 $         1,864,582 $      567,759 $         704,969 $         

Statistical Information 
Number of Licenses for Indirect calculation 7,138 8,421 9,801 12,808 8,259 9,221 7,676 10,199 

Additional information: 

• Most recent fee change: Fee reduction FY25 
• Annual license fee analysis will include consideration of other factors such as board and licensee input, potential investigation load, court cases, multiple license and fee types under one program, and program changes per AS 08.01.065. 

• General fund dollars were received in FY21-FY24 to offset increases in personal services and help prevent programs from going into deficit or increase fees. 

FY25 4th Qtr Board Report by Profession MED 



Sub Unit (Multiple Items) 
PL Task Code MED1 

Sum of Budgetary Expenditures Object Type Name (Ex) 
Object Name (Ex) 1000 - Personal Services 2000 - Travel 3000 - Services 4000 - Commodities Grand Total 
1011 - Regular Compensation 559,210.50 559,210.50 
1014 - Overtime 873.80 873.80 
1021 - Allowances to Employees 432.00 432.00 
1023 - Leave Taken 91,890.33 91,890.33 
1028 - Alaska Supplemental Benefit 40,012.16 40,012.16 
1029 - Public Employee's Retirement System Defined Benefits 44,557.65 44,557.65 
1030 - Public Employee's Retirement System Defined Contribution 25,551.63 25,551.63 
1034 - Public Employee's Retirement System Defined Cont Health Reim 16,258.60 16,258.60 
1035 - Public Employee's Retiremnt Sys Defined Cont Retiree Medical 4,034.62 4,034.62 
1037 - Public Employee's Retiremnt Sys Defined Benefit Unfnd Liab 84,317.93 84,317.93 
1039 - Unemployment Insurance 1,324.40 1,324.40 
1040 - Group Health Insurance 173,203.74 173,203.74 
1041 - Basic Life and Travel 35.28 35.28 
1042 - Worker's Compensation Insurance 2,861.12 2,861.12 
1047 - Leave Cash In Employer Charge 15,039.50 15,039.50 
1048 - Terminal Leave Employer Charge 8,791.93 8,791.93 
1053 - Medicare Tax 9,144.19 9,144.19 
1069 - SU Business Leave Bank Contributions 186.00 186.00 
1077 - ASEA Legal Trust 531.65 531.65 
1079 - ASEA Injury Leave Usage 40.39 40.39 
1080 - SU Legal Trst 254.36 254.36 
1970 - Personal Services Transfer (3,553.99) (3,553.99) 
2000 - In-State Employee Airfare 395.80 395.80 
2001 - In-State Employee Surface Transportation 121.56 121.56 
2002 - In-State Employee Lodging 279.00 279.00 
2003 - In-State Employee Meals and Incidentals 90.00 90.00 
2012 - Out-State Employee Airfare 1,471.14 1,471.14 
2970 - Travel Cost Transfer (1,471.14) (1,471.14) 
3000 - Training/Conferences - - 
3002 - Memberships 3,881.00 3,881.00 
3023 - Expert Witness 18,209.17 18,209.17 
3026 - Transcription/Record 93.77 93.77 
3035 - Long Distance 133.57 133.57 
3036 - Local/Equipment Charges 12.78 12.78 
3045 - Postage 1,267.07 1,267.07 
3057 - Structure, Infrastructure and Land - Rentals/Leases 179.52 179.52 
3085 - Inter-Agency Mail 688.39 688.39 
3088 - Inter-Agency Legal 588,379.95 588,379.95 
3094 - Inter-Agency Hearing/Mediation 269,014.20 269,014.20 
4005 - Subscriptions 3,267.50 3,267.50 
Grand Total 1,074,997.79   886.36 881,859.42 3,267.50 1,961,011.07   

1961011 
0.07 



Project # Citation / Subject 

AO 360 
Stakeholder 
request? 

Proposed # of 
Requirements 

Eliminated Comments/Suggested edits 
#1 Physican Assistants:  12 AAC 40.400 -   12 AAC 40.490 No 57 Changes already approved and submitted by board 

#2 Standards for Telemedicine 12 AAC 40.943 No 1 
Eliminate language made obsolete by new Federal and State Law  - (changes already 
approved and submitted by board) 

#3 
Continuing Medical Education & Certification of 
Compliance  12 AAC 40.200 / 12 AAC 40.940 Yes (+)1 Add CME related to Nutrition / decrease opioid education or overall requirement? 

#4 
Cooperative Practice Agreements With Pharmacists 12 AAC 
40.983 Yes 17 

Changes requested by Pharmacy Assoc: Eliminate approval by the Board, physical 
exam, restrictions on prescribing controlled substances; plus additional changes 
proposed by Division 

#5 

License application requirements; 12 AAC 40.010;  12 AAC 
40.015; 12 AAC 40.025; 12 AAC 40.033; 12 AAC 40.036; 12 
AAC 40.038; 12 AAC 40.045; 12 AAC 40.023 No 12 

1) Eliminate requirement to submit verfication of licensure from each state, where the 
applicant holds or has ever held a license (this info is contained on FMSB report); 2) 
Allow FCVS profile to substitute for a separate photo to of the applicant on a form 
provided by dept ; 3)certified copies of diploma (residency permit); 4)  "direct source" 
verification and attestation of opioid education for podiatrists 

#6 Application Checklists 12 AAC 40.058 No 5 References outdated checklist forms; not efficent to have in regulation 
#7 Standard for Record Keeping 12 AAC 40.940 No 18 Recommend eliminating entire section.  Is it necessary? 

#8 
License Exemptions for Practice in Tribal Health Program 12 
AAC 40.981 No Add language to terminate exemption upon change in status 

#9 Ethical Standards 12 AAC 40.955 No 228 
Professional ethics codes adopted by reference; consider eliminating Oseopath, 
Podiatrist and Physician Assistant codes of ethics 

#10 Standards for Telemedicine 12 AAC 40.943 No 53 
Consider eliminating the entire regulation - FSMB telemedicine guidance adopted by 
reference 

Total = 384 

Medical Regulations -   Chapter 12 AAC 40 - Total # of Discretionary Requirements = 1224 
Discretionary Regulatory Requrements 359 + Requirements adopted by Reference 865 = 1224 

25% Target   = 306 (Requirements to elminate) 



Medical Board Adopted by Reference Discretionary Requirements: 

Documents Adopted by Reference # of Discretionary Requirements 
Practice Bulletin, Number 135, June 2013, 
Second-Trimester Abortion, Reaffirmed 
2017 

59 

MODEL POLICY FOR THE APPROPRIATE 
USE OF TELEMEDICINE TECHNOLOGIES 
IN THE PRACTICE OF MEDICINE 

53 

Code of Ethics – American Medical 
Association 2016 

525 

Code of Ethics – American Osteopathic 
Association 2016 

33 

Code of Ethics - American Podiatric 
Medical Association 2017 

110 

Guidelines for Ethical Conduct for the 
Physician Assistant Profession 2013 

85 

Total: 865 

Practice Bulletin, Number 135, June 2013, Second-Trimester Abortion, Reaffirmed 

2017: 59 

Requirement Count Summary 

Here is a breakdown of the discrete regulatory-style requirements found in the document: 

Section Requirement Examples Count 

Clinical Recommendations Cervical preparation before D&E, antibiotic 
prophylaxis, uterotonic use, referral 
facilitation, etc. 

18 

Box 1: Medical Abortion 
Regimens 

Specific drug dosages and timing protocols 9 

Postabortion Hemorrhage 
Management 

Primary, secondary, tertiary treatment steps 10 



Section Requirement Examples Count 

Complication Prevention Use of vasopressin, cervical dilation 
protocols, training recommendations 

6 

Contraceptive Guidance Immediate IUD insertion, method eligibility 4 

Summary 
Recommendations (Level 
A, B, C) 

Reiterated clinical directives 12 

MODEL POLICY FOR THE APPROPRIATE USE OF TELEMEDICINE TECHNOLOGIES IN 
THE PRACTICE OF MEDICINE: 53 

Requirement Count Summary 

Section Requirement Examples Count 

Preamble & Expectations Maintain professionalism, supervise non-
physicians, protect confidentiality 

5 

Establishing Physician– 
Patient Relationship 

Verify patient identity, disclose provider 
credentials, obtain consent 

6 

Licensure Must be licensed in the patient’s state 1 

Evaluation & Treatment Must conduct evaluation before treatment or 
prescribing 

3 

Informed Consent Must obtain and document informed consent 
with specific elements 

7 



Section Requirement Examples Count 

Continuity of Care Must provide follow-up access and 
documentation 

2 

Emergency Services Must provide an emergency plan and protocol 2 

Medical Records Must maintain and document all 
telemedicine-related records 

3 

Privacy & Security Must comply with HIPAA, maintain policies, 
ensure secure transmission 

6 

Online Disclosures Must disclose services, fees, credentials, 
privacy practices, etc. 

10 

Patient Rights Must allow access, feedback, and complaint 
mechanisms 

3 

Code of Ethics – American Medical Association 2016: 525 

Requirement Count Summary 

Section Topic Area Approx. Count 

Chapter 1 Patient–Physician Relationships 85 

Chapter 2 Consent, Communication & Decision Making 70 

Chapter 3 Privacy, Confidentiality, Medical Records 25 



Section Topic Area Approx. Count 

Chapter 4 Genetics & Reproductive Medicine 30 

Chapter 5 End-of-Life Care 20 

Chapter 6 Organ Procurement & Transplantation 15 

Chapter 7 Research & Innovation 90 

Chapter 8 Physicians & Public Health 65 

Chapter 9 Professional Self-Regulation 40 

Chapter 10 Interprofessional Relationships 35 

Chapter 11 Financing & Delivery of Health Care 50 

Code of Ethics – American Osteopathic Association 2016: 33 

Requirement Count Summary 

The AOA Code of Ethics includes 19 numbered sections, each containing at least one 
requirement. Some sections contain multiple discrete requirements. Here's a breakdown: 

Section Topic Requirement Count 

1–2 Confidentiality, Disclosure 2 

3 Non-discrimination, Emergency Care 3 

4 Abandonment 2 



Section Topic Requirement Count 

5 Competence, Continuing Education 2 

6 Professional Self-Regulation 2 

7 Advertising 2 

8 Credentials, Representation 3 

9 Consultation 1 

10–11 Disputes Among Physicians 2 

12 Fees, Fee Splitting 2 

13 Respect for Law 2 

14 Community Participation 1 

15–16 Sexual Misconduct, Harassment 2 

17 Gifts from Industry 3 

18 Misrepresentation 1 

19 Research Ethics 2 

Code of Ethics - American Podiatric Medical Association 2017: 110 

Requirement Count Summary 

The APMA Code of Ethics is structured into three main categories: 



• Medical Ethics (ME) 

• Business Ethics (BE) 

• Association Ethics (AE) 

Each category contains multiple subsections with specific obligations. Here's the 

breakdown: 

Section Topic Area Approx. 
Count 

ME1– 
ME7 

Professional judgment, informed consent, confidentiality, 
patient respect, professionalism, physician health, research 
ethics 

45 

BE1– 
BE7 

Advertising, business transactions, referrals, supervision, 
legal compliance, staff respect, managed care 

55 

AE1– 
AE4 

Conflicts of interest, confidentiality, commercial 
relationships, association conduct 

10 

Guidelines for Ethical Conduct for the Physician Assistant Profession 2013: 85 

Requirement Count Summary 

The document is organized into five major sections, each containing multiple ethical 
obligations: 

Section Topic Area Approx. 
Count 

The PA and the Patient Role, consent, confidentiality, end-of-life, 
diversity, reproductive care 

40 

The PA and Individual 
Professionalism 

Conflicts of interest, competency, 
harassment, identity 

15 



Section Topic Area Approx. 
Count 

The PA and Other 
Professionals 

Teamwork, impairment, supervision, 
illegal conduct 

10 

The PA and the Health 
Care System 

Research, education, expert witness, 
workplace actions 

10 

The PA and Society Lawfulness, executions, access to care, 
community well-being 

10 



From: Norberg, Natalie M (CED) 
To: Campbell, Karmen L (CED); Davis, Stefanie L (CED) 
Cc: Robb, Sylvan S (CED) 
Subject: FW: Request for Board of Medicine 
Date: Friday, October 3, 2025 8:56:52 AM 
Attachments: Final Medical Board Request Letter.pdf 

Outlook-Logo of th.png 
Outlook-vu3xcmmk.png 
Outlook-2tj3t1xu.png 

Hi, Karmen and Stefanie, 
Here is a regulation change request that should be incorporated as part of the AO 360 
stakeholder feedback for the Medical Board.  The Med Board will be considering this 
request at the November 21 meeting. 

Thank you! 

Natalie Norberg 
Executive Administrator 
Alaska State Medical Board 

From: Chambers, Sara C (CED) <sara.chambers@alaska.gov> 
Sent: Thursday, October 2, 2025 3:49 PM 
To: Norberg, Natalie M (CED) <natalie.norberg@alaska.gov>; Robb, Sylvan S (CED) 
<sylvan.robb@alaska.gov> 
Subject: Fw: Request for Board of Medicine 

Hi, Natalie & Sylvan. It looks like you already received this, but the Governor's office asked if 
you would include this in your stakeholder feedback for AO 360. 

Thank you! 

Sara Chambers 

Boards and Regulations Advisor 

Office of the Commissioner 

sara.chambers@alaska.gov 
907-465-2144 

www.commerce.alaska.gov 
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You don't often get email from akpharmacistsassociation@gmail.com. Learn why this is important 

CAUTION: This email originated from outside the State of Alaska mail system. Do not 
click links or open attachments unless you recognize the sender and know the content 
is safe. 

From: Brandy Seignemartin, AKPhA Executive Director <akpharmacistsassociation@gmail.com> 
Sent: Wednesday, October 1, 2025 8:52 AM 
To: Norberg, Natalie M (CED) <natalie.norberg@alaska.gov> 
Cc: Gallagher, Tyson C (GOV) <tyson.gallagher@alaska.gov>; Hedberg, Heidi R (DOH) 
<heidi.hedberg@alaska.gov>; Robb, Sylvan S (CED) <sylvan.robb@alaska.gov>; Bowles, Michael P 
(CED) <michael.bowles@alaska.gov>; Brittany Keener <blkeener@anthc.org>; Jordan Marshall 
<jm@jordanmarshallalaska.com> 
Subject: Request for Board of Medicine 

Greetings Natalie, 

I hope you are doing well. I am writing to share a regulation change request for the Board of 
Medicine (please see the attached letter). 

In addition, I would like to request the opportunity for myself and a colleague from 
the Cicero Institute to address the Board at their next quarterly meeting regarding SB 147. 
Could you please let me know if Chair Taylor would be open to including us on the agenda? 

Thank you for your time and assistance. 

Best regards, 

Brandy Seignemartin, Pharm.D. 

Executive Director 

Alaska Pharmacy Association 

mailto:akpharmacistsassociation@gmail.com
https://aka.ms/LearnAboutSenderIdentification
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3211 Providence Dr. PSB 111 

Anchorage, Alaska 99508 

akpharmacistsassociation@gmail.com 

Office: (907) 786-0732 

Cell: (509) 808-9197 

mailto:akpharmacistsassociation@gmail.com


October 1, 2025 

Alaska State Medical Board 

Department of Commerce, Community, and Economic Development – CBPL 

P.O. Box 110806 

Juneau, AK 99811-0806 

Re: Urgent Request to Modernize Pharmacist Collaborative Practice Agreement 

Regulations – Compliance with Administrative Order 360 

Dear Members of the Alaska State Medical Board, 

On behalf of the Alaska Pharmacy Association (AKPhA), we are writing to urge you to remove 

antiquated regulatory restrictions that are limiting Alaskans’ access to timely and affordable care. 

The Alaska Pharmacy Association represents pharmacists, pharmacy technicians, student 

pharmacists, and pharmacies statewide who, like you, serve on the front lines of patient care - 

often as the most accessible healthcare providers in rural and underserved areas. 

Over the past three years, we have repeatedly appeared before the Board requesting regulatory 

reforms that would modernize collaborative practice agreements (CPAs) and allow pharmacists 

to practice at the top of their education and training. Now, with new evidence in hand and clear 

direction from the Governor’s office, we believe it is both an opportune and critical moment for 

the Board to act. 

Alaska’s Low National Ranking in Pharmacist Authority & Workforce 
Challenges 

The Cicero Institute’s 2025 report, “Policy Strategies for Full Practice Authority,” ranked Alaska 

near the bottom nationally for pharmacist scope of practice. Alaska earned just 3 points out of 10 

- a near-failing letter grade - placing us among the lowest-scoring states. Nearly half of states 

scored higher, and five states (Idaho, Indiana, Iowa, Montana, and Colorado) earned perfect 

10/10 scores. The current restrictions in place are no longer consistent with best practices and 

place Alaska behind the curve nationally, constraining pharmacists’ ability to manage chronic 
disease, provide preventative care, and respond to public health needs like the opioid epidemic. 

Furthermore, the recruitment and retention of pharmacists in Alaska continues to be a significant 

challenge, in part due to the state's restrictive collaborative practice regulations. These limitations 

hinder pharmacists from practicing at the top of their training, reducing professional autonomy 

and diminishing opportunities for clinical service delivery. As a result, many pharmacists are 

deterred from relocating to or remaining in Alaska, opting instead for states with more 

progressive practice frameworks that support expanded roles in patient care and provider 

collaboration. 



Financial Implications: RHTP Funding Is Tied to Scope of Practice 

Importantly, Alaska’s low scope-of-practice score has direct financial consequences. Under the 

newly authorized Rural Healthcare Transformation Project (RHTP) — funded through the “One 
Big Beautiful Bill” - state technical scores directly determine the share of $25 billion in 

workload funding Alaska can receive each budget period. Scope of practice is a weighted 

technical score factor in this calculation. 

If Alaska fails to modernize its pharmacist practice laws, we risk leaving federal dollars on the 

table that could otherwise strengthen rural health infrastructure, expand access, and improve care 

delivery statewide. Conversely, removing these regulatory barriers could boost Alaska’s score, 

bringing more federal funding to Alaska’s rural and frontier communities. 

Alignment with Executive and Federal Priorities 

Governor Dunleavy’s Administrative Order No. 360 directs state boards to eliminate 
unnecessary regulatory barriers to practice. The order’s stated purpose and goals are clear, 

including: 

• Improve the quality, transparency, and efficiency of the State’s regulatory environment. 
• Ensure all regulations are clearly written, legally sound, and supported by a demonstrated 

need. 
• Regularly evaluate existing regulations for effectiveness, redundancy, clarity, and impact. 
• Reduce the regulatory burden on all Alaskans. 

Current Board of Medicine rules around pharmacist collaborative practice create challenges that 
run counter to these priorities. The requirements for Board approval of each CPA, annual in-

person physician exams, and restrictions on controlled substance prescribing place additional 
strain on limited Board and provider resources without clear evidence of added benefit. 

By contrast, many states and countries have demonstrated that streamlining these processes and 

allowing pharmacists in all settings to practice at the top of their education and training can ease 
administrative workload, expand access to care, and improve efficiency. These proven models 
show that it is possible to ensure safety and oversight while reducing unnecessary regulatory 

burdens. 

These reforms also align with the Trump Administration’s report, “Reforming America’s 
Healthcare System Through Choice and Competition,” which called for state-level scope-of-

practice modernization to increase provider supply, expand choice, and drive down healthcare 
costs. Modernizing Alaska’s CPA regulations now would demonstrate leadership in 

implementing both state and federal priorities, advancing health access and fiscal responsibility 

at the same time. 



Specific Regulatory Changes Requested 

We respectfully request the Alaska State Medical Board take action to: 

• Eliminate Board pre-approval of CPAs and instead allow agreements to be kept on file 

at the practice site, as is common practice in other states. 

• Remove the physician examination requirement, allowing pharmacists to continue 

managing patients under CPA as clinically appropriate. 

• Lift the prohibition on pharmacist prescribing of controlled substances under CPA, 

enabling pharmacists to participate in Medication-Assisted Treatment (MAT) for opioid 

use disorder and manage other clinically appropriate therapies. 

Call to Action 

We urge the Board to seize this timely opportunity to modernize Alaska’s pharmacist 
collaborative practice regulations. These changes will: 

• Improve access to care for patients in every region of Alaska. 

• Strengthen our rural healthcare delivery system. 

• Potentially increase Alaska’s share of federal RHTP funding. 
• Reduce administrative burdens on physicians and the Board itself. 

• Align Alaska with proven models in other states that have safely expanded pharmacist 

authority to practice at the top of their education and training. 

The Alaska Pharmacy Association stands ready to assist in this work by providing model 

language, best practice examples, and stakeholder support. We respectfully request that the 

Board prioritize these regulatory updates at its next meeting and work in collaboration with the 

Board of Pharmacy and Department of Health to implement them without delay. 

Thank you for your attention to this urgent matter. Together, we can ensure that Alaska’s 
healthcare system is ready to meet the needs of our communities now and in the future. 

Sincerely, 

Brandy Seignemartin, PharmD 

Executive Director, Alaska Pharmacy Association 



CC: The Honorable Mike Dunleavy, Governor of Alaska; Heidi Hedberg, Commissioner, Alaska 

Department of Health; Sylvan Robb, Division Director, Corporations, Business and Professional 

Licensing; Michael Bowles, Executive Administrator, Alaska Board of Pharmacy 



CAUTION: This email originated from outside the State of Alaska mail system. Do not 
click links or open attachments unless you recognize the sender and know the content 
is safe. 

From: Carrie Urena 
To: Regulations and Public Comment (CED sponsored) 
Subject: Regulatory Reform Written Comment 
Date: Friday, November 7, 2025 2:08:57 PM 
Attachments: Statement for Regulatory Reform .pdf 

You don't often get email from carrieurena22@gmail.com. Learn why this is important 

Hello, 
I have attached written comment for regulatory reform consideration. 
Respectfully, 
Carrie Urena 

Carrie Urena 
PharmD, BCPS 
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THE STATE 

ALASKA of Department of Commerce, Community, and Economic Development 
Division of Corporations,  Business and Professional Licensing 

Division of Corporations, Business and Professional Licensing 
PO Box 110806, Juneau, AK 99811 

Phone: (907) 465-2550 
Email: RegulationsandPublicComment@Alaska.Gov 

Website: Commerce.Alaska.Gov 

Regulatory Reform Written Comment Form 

Email the completed form to RegulationsandPublicComment@Alaska.Gov by November 7, 2025. 
All comments submitted will be taken under advisement. If your program is governed by a board, the board will review and make 
determinations on implementation. 

Full Name: Date: 

Occupation: 

Profession/Program: 

Regulation Number(s): 
(e.g. 12 AAC 16.930) 

Comment(s): 

08-4989 (Rev. 09/29/2025) Regulatory Reform Written Comment Form Page 1 of 1 

Carrie Urena 11/07/2025 

Pharmacist 
Opioid Treatment Program Pharmacist 
A.S. Sec. 08.80.480(30); A.S. Sec. 08.80.168; A.S. Sec. 08.80.337; 12 AAC 52.995(c)(3) 

As a pharmacist serving rural Alaska through a Tribal Health Organization (THO), I witness firsthand the devastating impact of the opioid crisis on our communities—especially in remote areas where 
access to care is limited. Despite the complexity of this issue, we have an opportunity to improve outcomes for countless families by removing outdated restrictions that prevent pharmacists from fully 
participating in the treatment of opioid use disorder (OUD). I urge our state leaders and regulatory bodies to revise outdated restrictions that prevent pharmacists from fully participating in the treatment 
of opioid use disorder. 

Pharmacists are among the most accessible healthcare professionals in our state, yet current regulations limit our ability to provide life-saving care. I've seen patients struggle to access timely 
treatment, not because the medications aren't available, but because the system doesn't allow pharmacists to help in the ways we are trained to, and providers are either not available or not always 
willing to prescribe medications for opioid use disorder (MOUD). If Alaska truly wants to address the opioid crisis, we must empower pharmacists to use their clinical expertise to support and expand 
access to care. 

Pharmacists earn a Doctor of Pharmacy (PharmD) degree, completing a rigorous and standardized education across all states. To become licensed, we must demonstrate clinical competence by 
passing the North American Pharmacist Licensure Examination (NAPLEX). Our training goes far beyond medication dispensing—it equips us to manage complex therapies, evaluate patients 
holistically, and make informed clinical decisions. We are trained to understand intricate drug-drug and drug-body interactions, recognize when laboratory tests are needed, interpret those results, and 
provide safe, effective follow-up care. The human body is a complex system, and any physiological change can alter how a drug behaves. This foundational knowledge is not peripheral—it is central to 
our education and clinical practice. This overview only scratches the surface of our capabilities, but it should make one thing clear: pharmacists are highly trained healthcare professionals prepared to 
contribute meaningfully to patient care, including in the treatment of opioid use disorder. 

Across the United States—and especially here in Alaska—we continue to hear urgent calls to improve access to medications for opioid use disorder (MOUD). Yet despite this need, our state maintains 
outdated regulations that prevent pharmacists from contributing fully to this effort. These restrictions limit the reach of one of our most accessible and highly trained healthcare workforces. Pharmacists 
possess the education, clinical training, and licensure required to safely and effectively manage MOUD. We are ready and capable of helping expand access to these life-saving treatments, but we are 
held back by antiquated language in our laws and collaborative practice agreements. If Alaska is serious about addressing the opioid crisis, it must modernize these regulations and allow pharmacists 
to practice to the full extent of their training. 

I submitted a formal statement to the Alaska Medical Board requesting revisions to the language used in Collaborative Practice Agreements (CPAs), which currently restrict pharmacists from 
prescribing controlled substances. This outdated language prevents pharmacists from using CPAs to manage medications for opioid use disorder (MOUD), despite our qualifications and the urgent 
need for expanded access to care. At the medical board meeting, one of Alaska's leading addiction medicine physicians voiced support for this change, yet the board continues to uphold these 
restrictive regulations, citing concerns about pharmacists' education. This stance is not only misinformed—it's inconsistent. Advanced Practice Registered Nurses (APRNs) are permitted to prescribe 
controlled substances with only 500–750 hours of clinical patient care, while pharmacists complete approximately 1,740 hours as part of their Doctor of Pharmacy (PharmD) training. It is time for 
Alaska to recognize the depth of pharmacists' clinical education and allow us to contribute fully to the fight against opioid addiction. 

Pharmacists have long played a vital role in managing a wide range of disease states, consistently demonstrating that our interventions lead to improved patient outcomes. These benefits extend 
beyond clinical success—they also result in significant cost savings through reduced emergency room visits, fewer hospital admissions, and less time lost from work due to illness. Alaska faces a 
persistent shortage of physicians, and many are unwilling to practice in rural areas, leaving these communities at a severe disadvantage. This gap in care presents a clear opportunity: we should be 
leveraging the expertise and accessibility of our pharmacist workforce to help fill these critical service needs. 

The Cicero Institute’s 2025 report, Policy Strategies for Full Practice Authority, highlights the significant benefits of granting pharmacists full practice authority under a standard of care framework. 
Using statutory and regulatory analysis, the report evaluates and ranks states based on pharmacist authority—and Alaska scored just 3 out of 10. In contrast, five states earned perfect scores, including 
Idaho—a state with which Alaska maintains strong professional connections through our pharmacy school, Board of Pharmacy (BOP), and state pharmacy association. We have open lines of 
communication with key individuals who helped Idaho achieve its ranking, and their success shows that meaningful reform is both realistic and within reach. Alaska has the opportunity to follow this 
example and empower pharmacists to deliver essential services to communities in need. With the right policy changes, we can improve access to care, especially in underserved areas, and make real 
progress in addressing the opioid crisis. 

If we truly want to make a difference in the devastation caused by the opioid crisis across Alaska, we must utilize every available resource—including pharmacists. While much of the nation has seen a 
decline in fatal opioid overdoses in recent years, Alaska has not followed that trend. In fact, we've experienced some of the highest increases in overdose deaths. We cannot afford to remain passive 
while this crisis continues to ravage our communities. Every data point in these "rates" represents a life lost—a person with loved ones left behind to endure unimaginable grief. This must no longer be 
acceptable. We must act. We must do better. By empowering pharmacists to provide the care we are trained to deliver, we can begin to heal our communities and offer hope where it's desperately 
needed. I sincerely hope you share this commitment to change and are willing to work toward improving the lives of the people we serve. Thank you for taking the time to listen. I look forward to the 
positive changes ahead—and together, we can show just how strong Alaskans truly are. 
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CAUTION: This email originated from outside the State of Alaska mail system. Do not 
click links or open attachments unless you recognize the sender and know the content 
is safe. 

From: Meghan Hall 
To: Regulations and Public Comment (CED sponsored) 
Subject: Alignment of PA Regulatory Workgroup Recommendations with Governor Dunleavy’s Goals 
Date: Monday, October 6, 2025 1:45:11 PM 
Attachments: ASMB_PA Work Group .pdf 

You don't often get email from megcph@gmail.com. Learn why this is important 

To the Division of Corporations, Business and Professional Licensing, 

I am writing to highlight how the Alaska State Medical Board Physician Assistant (PA) Work 
Group’s proposed regulatory updates directly advance Governor Dunleavy’s priorities for 
regulatory reform. The Division of Corporations, Business and Professional Licensing 
emphasized the importance of recommendations that clarify obligations, reduce burdens, 
and improve efficiency, and this document accomplishes all of these. These changes were 
voted on by the State Medical Board and moved unanimously to the legal department for 
review. I believe they align with the Governor’s goals and should be moved to public 
comment. 

Key ways the recommendations meet the Governor’s goals include: 

Clarifying existing obligations: 
The revisions eliminate redundant requirements (e.g., duplicative documentation of 
NCCPA certification and education hours) and update terminology (e.g., “practice 
agreement” rather than “collaborative plan”) to provide clarity and consistency across 
regulations. 

Reducing costs for the public, industry, and government: 
Streamlining documentation—such as maintaining practice agreements at the 
practice level rather than filing with the state—reduces unnecessary administrative 
time for both licensees and regulators, lowering compliance costs. 

Improving and streamlining procedures: 
Proposed changes simplify application and renewal requirements by aligning them 
with national certification standards, reducing delays and duplication. Temporary 
licensing procedures are clarified and standardized, making it faster to bring qualified 
PAs into the workforce. 
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Reducing administrative burdens: 
Outdated license categories (e.g., graduate PA license, student permits) are 
repealed, and unnecessary reporting requirements are removed. These changes 
ease the workload of both applicants and state staff. 

Streamlining permitting/licensing: 
The updated regulations provide clear checklists for temporary permits and 
standardized use of the Federation Credentials Verification Service (FCVS), 
accelerating review and approval timelines. 

Improving communication and transparency: 
By requiring practice agreements to be maintained at the practice level and available 
to the Board upon request, the process ensures transparency while eliminating 
unnecessary filings that slow communication. 

Clarifying interagency roles: 
Consistency is achieved across all licensees with regard to DEA registration, Board 
Action Data Bank checks, and disciplinary procedures, aligning PA requirements with 
physician standards and reducing confusion. 

Taken together, these proposed changes modernize PA regulations in a way that promotes 
workforce access, reduces bureaucratic hurdles, and maintains guardrails for patient safety 
and quality of care—all while advancing the Governor’s commitment to efficient and 
transparent governance. The Alaska Academy of Physician Assistants hopes that these 
changes can move forward to help ensure Alaska is a state where PAs choose to work! 

Sincerely, 

Meghan Hall, PA-C 
President 
Alaska Academy of Physician Assistants 



Article 5  

Physician Assistants  

12 AAC 40.400 Physician assistant license  

(a) An individual who desires to undertake medical  diagnosis and treatment or the practice of 
medicine under AS 08.64.380(6) or AS 08.64.380(7) as a  physician assistant   

(1) shall apply for a permanent renewable license on a form provided by the 

department;   

(2) shall pay the appropriate fees established in 12 AAC 02.250; and   

(3) must be approved by the board or the board's designee. 

(b) The application must contain documented evidence of   

(1) graduation from a physician assistant program accredited by the Accreditation 
Review  Commission on Education for the Physician Assistant (ARC-PA) or, before 
2001, by its predecessor  accrediting agencies the American Medical Association's 
Committee on Allied Health Education  and Accreditation or the Commission on 
Accreditation of Allied Health Education Programs;   

(2) a passing score on the certifying examination administered by the National 
Commission  on Certification of Physician Assistants;  1 

(2) verification of current certification issued by the National Commission on Certification 
of  Physician Assistants (NCCPA);   

(4) compliance with continuing medical education standards established by the 
National  Commission on Certification of Physician Assistants;   2 

(3) verification of registration or licensure in all other states where the applicant is or 
has  been registered or licensed as a physician assistant or any other health care 
professional;   

(6) verification of successful completion of a physician assistant program that meets 
the  requirements of (1) of this subsection; that verification must be sent directly from the 
program to  the board;  3 

(4) attestation  of the applicant's completion of at least two hours of education in 
pain  management and opioid use and addiction earned in a continuing medical 
education program  approved by the National Commission on Certification of Physician 
assistants (NCCPA), a Category  I continuing medical education program accredited by 
the American Medical Association, or a  Category I or II continuing medical education 
program accredited by the American Osteopathic  Association, for an applicant who 
does not currently hold a valid federal Drug Enforcement  Administration registration 
number, the verification will be waived until the applicant applies for a  valid registration 

3 Redundant as NCCPA certification requires this as well 
2 Again redundant due to current NCCPA certification indicating this compliance 
1 Cannot be NCCPA certified without this so it is redundant 



number; 4 

(5) clearance from the Board Action Data Bank maintained by the Federation of 
State  Medical Boards; and   

(6) clearance from the federal Drug Enforcement Administration (DEA).  A true and 
correct attestation whether the applicant has been the subject of a revoked or 
restricted DEA registration.   5 

(c) Repealed 9/1/2007  

(d) Notwithstanding (b) of this section, an applicant for a physician assistant license may 
submit  the credentials verification documents through the Federation Credentials 
Verification Service  (FCVS) of the Federation of State Medical Boards of the United States, 
Inc., sent directly to the  department from FCVS.   

(e) attest that there is an active practice agreement in place maintained at the practice 
level and is available to the ASMB upon request.6 

12 AAC 40.405. Temporary license permit.   7 

(a) A member of the board, the executive secretary, or a person  designated by the board to 
issue temporary permits, may approve a temporary physician assistant permits  license of an 
applicant who meets the requirements of 12 AAC 40.400 or 12 AAC 40.445 and pays  the fee 
set out in 12 AAC 02.250.   

(b) A temporary permit license is valid for six months or until the board meets and 
considers the  application for a permanent renewable license is approved, 
whichever occurs first. 8 

(c) The board may renew a temporary license once only, based on good 

cause.   

(d) Repealed 7/25/2008.   

(e) An applicant who meets the requirements on the checklist established in this section has  
demonstrated the necessary qualifications for the temporary permit applied for and will be  
approved by the board, the executive secretary, or the board's designee for issuance of that 
permit.  An applicant who does not meet the requirements on the checklist established in this 
section for  that permit will not be issued a temporary permit unless the board further reviews 
the application  and determines that the applicant meets the qualifications in AS 08.64 and this 
chapter for that  permit. The form titled Alaska State Medical Board - Checklist, Temporary 
Permit for Physician  Assistant, dated February 2018, is adopted by reference. This form is 
established by the board for  the use by the executive secretary or another employee of the 
division in completing the application  processing for a temporary permit under this section.  9 

(e) A member of the board, the executive secretary, or a person designated by the board to 

9 Making requirements consistent across licensees 
8 Cleaning up language to be consistent 
7 Permit language used throughout all regulations for licensees 
6 Attestation instead of filing as practice agreement maintained at the practice level  
5 Same language that physicians have in their licensing requirements 
4 Language added to all licensee requirements to be consistent 



issue temporary permits, may expedite the issuance of a temporary physician assistant 
permit  to an applicant who has on file with the division: 

(1) a completed application on a form provided by the department; 
(2) current practice address 
(3) a completed authorization for release of records on a form provided by the 

department and signed by the applicant;  
(4) payment of all required application and licensing fees; 
(5) graduation from a physician assistant program accredited by the Accreditation 
Review Commission on Education for the Physician Assistant (ARC-PA) or, before 
2001, by its predecessor accrediting agencies the American Medical Association's 
Committee on Allied Health Education and Accreditation or the Commission on 
Accreditation of Allied Health Education Programs; 
(6) verification of current certification issued by the National Commission on 
Certification of Physician Assistants (NCCPA);  
(7) clearance from the Board Action Data Bank maintained by the Federation of 
State Medical Boards; and 
(8) has no adverse or derogatory history including 

(A) grounds for which the board may impose disciplinary sanctions under 
AS 08.64.326 

(B) malpractice settlements or payment 
(C) any criminal charge or conviction, including conviction based on guilty 

plea or plea of nolo contendere;  
(D) any complaint, investigation, or action regarding the practice of 

medicine, in another state or territory of the United States, a province of Canada, a 
federal agency, the armed forces of the United States, or international jurisdiction; 

(E) any adverse action taken by a hospital, health care facility, or health care 
employer.10 

12 AAC 40.406. Locum tenens authorization to practice. Repealed.   

12 AAC 40.408. Authorization to practice as a physician assistant. Repealed.   

12 AAC 40.410. Collaborative relationship and practice agreement. 11 

(a) A licensed physician assistant may not  practice without at least one collaborative 
relationship established under this chapter. The collaborative relationship must be 
documented by a practice agreement and maintained at the practice level on a form 
provided by the  board and must include 12 

(1) the name, license number, and specialty, if any, for the primary supervising 
physician  and at least one alternate collaborating physician; 13 

(2) the name, place of employment, and both residence and  mailing addresses of 14 

the  physician assistant with whom the physician intends to establish a collaborative 
relationship;  

14 Group felt residential address for providers was not needed in agreement 
13 Specialty not important for practice agreement, alternate physician requirement removed 
12 Group felt it was much better to house practice agreement at the practice level and not file with state 
11 Group felt practice agreement was better terminology. This change is made throughout the document 
10 Added for consistency across all licensees 



(3) the beginning date of employment under the practice agreement and the physical 
location  of practice;  

(4) compliance with 12 AAC 40.415 if the practice location is a remote practice 
location;  and  

(5) The practice agreement will may include a method of assessment between 
practice agreement parties. 15 

(6) prescriptive authority being granted to the physician assistant by the collaborating  
physician under the practice agreement. 16 

(b) The practice agreement must be maintained at the practice location and available to 
the ASMB upon request.  filed with the division within 14 days after the effective date of  17 

the practice agreement or within 14 days after the effective date of any change to that plan.   

(c) Receipt by the board of the practice agreement will be considered documented evidence 
of an  established practice agreement.  18 

(c) Any physician assistant subject to a board order must have their practice agreement 
approved by  the board or its designee in advance of the effective date of the agreement plan 
to ensure that the practice agreement collaborative plan conforms to the terms of the order.   

(e) A copy of the current plan must be retained at the place of employment specified in the plan 
and  must be available for inspection by the public.  19 

(f) A change in a practice agreement automatically suspends a licensed physician assistant's  
authority to practice under that practice agreement unless the change is only to replace the 
primary  collaborating physician with an existing alternate collaborating physician and at least 
one alternate  collaborating physician remains in place. Any change to collaborating physicians 
must be reported  to the board in accordance with (b) of this section.  20 

(d) Nothing in this section prohibits periodic board review and assessment of the 
collaborating  physician and the practice agreement.   

(e) A physician(MD/DO/DPM) who wishes to establish a collaborative relationship with a 
physician assistant must  hold a current, active, and unrestricted license to practice medicine in 
this state and be in active practice of allopathic/osteopathic/podiatric medicine. 21 

(f) A collaborative physician or physician assistant who has any licensing restriction 
placed, by any state medical board, must provide the ASMB written verification the PA 
has been notified of the restrictions within 48 hours.  Physician assistants cannot be 
reprimanded for not complying with 12 AAC 40.410 during that 48 hour period.  If the 
physician assistant does not comply with 12 AAC 40.410 immediately after notification 

21 Added podiatry 
20 See f 
19 Redundant at that is where it will be housed 
18 Not needed with agreement at practice level 
17 Practice agreement is housed at the practice level and available to board upon request 
16 No longer granted in practice agreement 
15 Allows for discretion of the employer to decide how to evaluate practice of physician assistant 



the physician assistant’s collaboration practice agreement will be rendered void.22 

(g) The primary collaborating physician shall maintain in the physician's records a copy of each 
DEA  Form 222 official order form submitted by each physician assistant with whom the 
physician has a  collaborative relationship. The primary collaborating physician is responsible 
for ensuring that the  physician assistant complies with state and federal inventory and record 
keeping requirements.   

(h) In this section, "active practice" means at least 200 hours each year of practicing medicine 
with direct patient contact. 

12 AAC 40.415. Remote practice location.  

(a) To qualify to practice in a remote practice location, a  physician assistant with less than two 
years of full-time clinical experience must work 160 hours in  direct patient care under the 
direct and immediate supervision of the collaborating physician or  alternate collaborating 
physician. The first 40 hours must be completed before the physician  assistant begins 
practice in the remote practice location, and the remaining 120 hours must be  completed 
within 90 days after the date the physician assistant starts practice in the remote  practice 
location.  To qualify to practice in a remote location, a physician assistant with less than two 
years of full-time clinical experience must work 160 hours in direct patient care.23 

The first 40 hours must be completed before the physician assistant begins practice in the 
remote practice location. The remaining 120 hours must be completed within 90 days after the 
physician assistant begins remote practice in the remote location with an advanced 
practice provider (APP) or physician onsite who has two or more years of full-time 
clinical experience. The physician assistant is not required to repeat the first 40 hours 
due to a change in the collaborating physician. This will be outlined in the practice 
agreement prior to initiation of the practice agreement prior to initiation plan and will be 
continued with any change of the practice agreement except termination or violation. 24 

(b) A physician assistant with less than two years of full-time clinical experience who practices 
in a  remote practice location and who has a change of collaborating physician must work 40 
hours  under the direct and immediate supervision of the new collaborating physician within 60 
days after the effective date of the new practice agreement unless the change is only to 
replace the primary  collaborating physician with an existing alternate collaborating physician. 25 

(c) A physician assistant with two or more years of full-time clinical experience who applies for  
authorization to practice in a remote practice location shall submit with the practice agreement 
(1) a  detailed curriculum vitae documenting that the physician assistant's previous experience 
as a  physician assistant is sufficient to meet the requirements of the location assignment; and 
(2) a  written recommendation and approval from the collaborating physician.  26 

(b) In this section, "remote practice location" means a location in which a physician 
assistant  practices that is 30100 or more miles by road from the nearest primary, 

26 It was felt that requiring a CV was no necessary as the new PA will have support per (a) 
25 Removed as it was felt that the skill/experience of the PA does not change with new practice agreement 
24 Increases flexibility for remote clinics while providing support to new remote providers 
23 Changed to simplify requirements for new PAs 

22 Added to make sure that a PA isn’t held liable for a physician not notifying them that their license was 
restricted 



secondary or tertiary care facility. collaborating physician's primary office.  27 

12 AAC 40.420. Currently practicing physician assistant. Repealed.   

12 AAC 40.430. Performance and assessment of practice.   28 

(a) A person may perform medical  diagnosis and treatment as a physician assistant only if 
licensed by the board and only within the  scope of practice of the collaborating physician.   

(b) A periodic method of assessment of the quality of practice must be established by the  
collaborating physician. In this subsection, "periodic method of assessment" means evaluation 
of  medical care and clinic management.  

(c) Repealed 3/27/2003.   

(d) Repealed 3/27/2003.   

(e) Assessments must include annual direct personal contact between the physician assistant 
and  the primary or alternate collaborating physician, at either the physician or physician 
assistant's  work site. The collaborating physician shall document the evaluation on a form 
provided by the  department.   

(f) Except as provided in (h) of this section, practice agreements in effect for less than two years 
must  include at least one direct personal contact visit with the primary or alternate collaborating  
physician per calendar quarter for at least four hours duration.   

(g) Except as provided in (h) of this section, practice agreements in effect for two years or 
more must  include at least two direct personal contact visits with the primary or alternate 
collaborating  physician per year. Each visit must be of at least four hours duration and must 
be at least four  months apart.   

(h) Physician assistants who practice under a practice agreement for a continuous period 
of less  than three months of each year must have at least one direct personal contact visit 
with the  primary or alternate collaborating physician annually.   

(i) practice agreements, regardless of duration, must include at least monthly telephone, radio,  
electronic, or direct personal contact between the physician assistant and the primary or 
alternate  collaborating physician during the period in which the physician assistant is actively 
practicing  under the practice agreement. Dates of active practice under the practice 
agreement and monthly  contact must be documented.    

(j) Contacts, whether direct personal contact or contact by telephone, radio, or other 
electronic  means, must include reviews of patient care and review of health care records.   

(k) The primary collaborating physician shall maintain records of performance assessments. 
The  board may audit those records.   

(l) The primary collaborating physician shall maintain on file the completed records of 
assessment  form for at least seven years after the date of the evaluation.   

(m) If an alternate collaborating physician performs the evaluation, copies of the record of  

28 Entire section felt to be unnecessary with practice agreement at the practice level with individual 
assessments being done 

27 Updated to better reflect the reality of remote medicine in Alaska 



assessment must be provided to the primary collaborating physician for retention in the 
primary  collaborating physician's records.   

(n) The board's executive secretary may initiate audits of performance assessment records. In 
any  one calendar year, the performance assessment records of not more than 10 percent of 
the actively  licensed physician assistants, selected randomly by computer, will be audited. For 
each audit,   

(1) the collaborating physician shall produce records of assessment for the past 
two  calendar years immediately preceding the year of audit; and   

(2) if the practice agreement has been in effect for at least one year, but less than two 
years,  only one year of records will be audited; practice agreements of less than one year's 
duration will not  be audited.   

(o) Repealed 5/8/2013.   

(p) Repealed 5/8/2013.   

(q) Repealed 5/8/2013.   

(r) During an urgent situation as determined by the board, direct personal contact as required 
under  this section may be met by audio and video means; "urgent situation" has the meaning 
given in 12  AAC 40.045.   

12 AAC 40.440. Student physician assistant permit. Repealed.   

12 AAC 40.445. Graduate physician assistant license. 29 

(a) An applicant for a license to practice as  a graduate physician assistant (1) shall apply on a 
form provided by the department; (2) shall pay  the fees established in 12 AAC 02.250; and (3) 
must be approved by the board.   

(b) The application must include   

(1) evidence of having graduated from a physician assistant program accredited by 
the  Accreditation Review Commission on Education for the Physician Assistant (ARC-PA) or, 
before  2001, by its predecessor accrediting agencies the American Medical Association's 
Committee on  Allied Health Education and Accreditation or the Commission on Accreditation 
of Allied Health  Education Programs; and   

(2) evidence of having been accepted to take the next entry level examination of the  National 
Commission on Certification of Physician Assistants, Inc. (NCCPA) for initial certification.    

(c) A graduate physician assistant license is automatically suspended on the date the board  
receives notice that the applicant failed to pass the NCCPA certifying examination required 
under  (b)(2) of this section.   

(d) Upon request, the board will reissue a graduate physician assistant license only if the 
licensee  was prevented from taking a scheduled examination.   

(e) A licensed graduate physician assistant must be under the continuous on-site supervision 
of a  physician assistant licensed in this state or a physician licensed in this state.   

29 Entire section removed as it was felt this type of license is no longer needed 



(f) When licensed, the licensee shall display a nameplate designating that person as a 
"graduate  physician assistant."   

(g) Notwithstanding (b) of this section, an applicant for a graduate physician assistant license 
may  submit the credentials verification documents through the Federation Credentials 
Verification  Service (FCVS) of the Federation of State Medical Boards of the United States, 
Inc., sent directly to  the department from FCVS.   

12 AAC 40.447. Authorization to practice as a graduate physician assistant. Repealed.   

12 AAC 40.450. Authority to prescribe, order, administer, and dispense medications.  

(a) A  physician assistant who prescribes, orders, administers, or dispenses controlled 
substances must   

(1) have a current Drug Enforcement Administration (DEA) registration number., valid for 
that  handling of that controlled substance on file with the department; and  30 

(2) comply with 12 AAC 40.976.   

(b) Repealed 9/1/2007.   

(c) A physician assistant with a valid DEA registration number may order, administer, dispense, 
and  write a prescription for a schedule II, III, IV, or V controlled substance. (f) A physician 
assistant may prescribe, order, administer, or dispense a medication that is not a  controlled 
substance only with the authorization of the physician assistant's primary collaborating 
physician. The authorization must be only with the authorization of  the physician assistant's 
primary collaborating physician. The authorization must be documented  in the physician 
assistant's current practice agreement on file with the division.   

(d) The physician assistant's authority to prescribe may not exceed that of the primary 
collaborating  physician as documented in the practice agreement on file with the division.  

(e) A physician assistant with a valid DEA registration number may request, receive, order, or  
procure schedule II, III, IV, or V controlled substance supplies from a pharmaceutical distributor,  
warehouse, or other entity only with the authorization of the physician assistant's primary  
collaborating physician. If granted this authority, the physician assistant is responsible for  
complying with all state and federal inventory and record keeping requirements. The 
authorization  must be documented in the physician assistant's current practice agreement on 
file with the division.  Within 10 days after the date of issue on the form, the physician assistant 
shall provide to the  primary collaborating physician a copy of each DEA Form 222 official order 
form used to obtain  controlled substances.   

 documented in the physician assistant's current practice  agreement on file with the division.   

(g) A graduate physician assistant licensed under this chapter may not prescribe, order, 
administer,  or dispense a controlled substance.   

(h) Termination of a practice agreement terminates a physician assistant's authority to 
prescribe,  order, administer, and dispense medication under that agreement.   

30 Changed section to make it clear that prescriptive authority is granted with license and DEA registration 



(i) A prescription written under this section by a physician assistant must include 

the  (1) primary collaborating physician's name;   

(2) primary collaborating physician's DEA registration number; 

(3) physician assistant's name; and   

(4) physician assistant's DEA registration number.   

(j) In this section, unless the context requires otherwise,   

(1) "order" means writing instructions on an order sheet to dispense a medication to a  patient 
from an on-site pharmacy or drug storage area; for purposes of this paragraph, "on-site  
pharmacy" means a secured area that provides for the storage and dispensing of controlled  
substances and other drugs and is located in the facility where the physician assistant is 
practicing;   

(2) "prescription" means a written document regarding a medication prepared 
for  transmittal to a licensed pharmacy for the dispensing of the medication;   

(3) "schedule," used in conjunction with a controlled substance, means the relevant  
schedule of controlled substances under 21 U.S.C. 812 (Sec. 202, Federal Controlled 
Substances  Act).   

12 AAC 40.460. Identification.  

A licensed physician assistant authorized to practice shall  conspicuously display on the 
licensee's clothing a nameplate identifying the physician assistant as  a "Physician 
Assistant-Certified (PA-C)" and shall display at the licensee's customary place of  employment   

(1) a current state license; and   

(2) a sign at least five by eight inches informing the public that documents showing 
the  licensed physician assistant's education and a copy of the current practice agreement 
on file with  the division are available for inspection.  31 

12 AAC 40.470. Renewal of a physician assistant license.  

(a) A physician assistant license must  be renewed biennially on the date set by the 
department.   

(b) An application for renewal must be made on the form provided by the department and 
must  include   

(1) payment of the renewal fee established in 12 AAC 02.250;    
(2) attestation and maintenance of documented evidence that the applicant has met 

the continuing medical education and  recertification requirements of the NCCPA, including the 
NCCPA recertification examination, and is  current certification by NCCPA; 32 

(3) verification on a form provided by the department of each  authorization to practice 
issued before September 1, 2007 under which the physician assistant is  practicing.   

32 Keeping the language consistent with initial licensing section 

31 Felt to be redundant as Sec. 08.64.326 already states all licensees must present their credentials and 
identify themselves 



(3) attestation  of the applicant's completion of at least two hours of education in 
pain  management and opioid use and addiction earned in a continuing medical 
education program  approved by the National Commission on Certification of Physician 
assistants (NCCPA), a Category  I continuing medical education program accredited by 
the American Medical Association, or a  Category I or II continuing medical education 
program accredited by the American Osteopathic  Association, for an applicant who 
does not currently hold a valid federal Drug Enforcement  Administration registration 
number, the verification will be waived until the applicant applies for a  valid registration 
number;  33 

12 AAC 40.473. Inactive physician assistant license.  

(a) A physician assistant who is not  practicing in the state may hold an inactive 
license that may be renewed.   

(b) A physician assistant may apply for an inactive license at the time of license 
renewal by   

(1) indicating on the form for license renewal that the physician assistant is requesting 
an  inactive license; and   

(2) paying the inactive biennial license fee established in 12 AAC 02.250.   

(c) A physician assistant licensed as inactive may not practice as a physician assistant in the 
state.   

(d) A physician assistant licensed as inactive who wishes to resume active practice as a 
physician  assistant in the state must   

(1) submit a completed renewal application form indicating request for reactivation;   

(2) pay the physician assistant biennial license renewal fee established in 12 AAC 
02.250,  less any inactive license fee previously paid for the same licensing period;   

(3) attestate to submit a copy of a current and maintenance of certificate issued by the 
National Commission of Certification  of Physician Assistants; and  34 

(4) request a clearance report from the Federation of State Medical Boards's Board 
Action  Data Bank be sent directly to the board.   

(e) Notwithstanding (a) and (b) of this section, the board may refuse to reactivate a 
physician  assistant authorization for the same reasons that it may impose disciplinary 
sanctions against a  licensee under AS 08.64.326 and this chapter.   

12 AAC 40.475. Lapsed physician assistant license.  

(a) A physician assistant license that has  been lapsed for at least 60 days but less than one 
year will be reinstated if the applicant submits   

(1) a complete renewal application form;   

(2) documentation that the continuing medical education requirements of 12 

34 Keeping language consistent in all sections 
33 Same language as initial license section 



AAC 40.470 (b)(2&3) have been met;    

(3) the renewal fees required by 12 AAC 02.250.   

(b) A physician assistant license that has been lapsed for at least one year but less than five 
years  will be reinstated if the applicant submits   

(1) a complete renewal application on a form provided by the department;    

(2) documentation that the continuing medical education requirements of 12 
AAC  40.470(b) (2&3) have been met for the entire period that the authorization has 
been lapsed;   

(3) verification of licensure from the appropriate licensing authority in each state, 
territory,  or province where the applicant holds or has ever held a license as a physician 
assistant or other  health care professional;   

(4) clearance from the Federation of State Medical Boards sent directly to the 

division;   

(5) clearance from the federal Drug Enforcement Administration (DEA); and  35 

(5) the applicable fees required in 12 AAC 02.250.   

(c) Notwithstanding (a) and (b) of this section, the board may refuse to reinstate a physician  
assistant license for the same reasons that it may impose disciplinary sanctions against a 
licensee  under AS 08.64.326 and this chapter.   

12 AAC 40.480. Exemptions.  

(a) Nothing in this chapter prevents or regulates the use of a  community health aide in the 
usual and customary manner in the rural areas of the State of Alaska.   

(b) Nothing in this chapter regulates, restricts, or alters the functions of a person traditionally  
employed in an office, by a physician, performing duties not regulated by the State Medical 
Board  under AS 08.64.106  36 

12 AAC 40.490. Grounds for suspension, revocation, or denial of license.  

The board, after  compliance with the Administrative Procedure Act (AS 44.62), will, in its 
discretion, suspend,  revoke, or deny the license of a physician assistant who   

(1) fails to pay the fees established in 12 AAC 02.250;  

(2) fails to comply with AS Sec 08.64.326 37 

(2) has obtained, or attempted to obtain, a license or authorization to practice 
as a  physician assistant by fraud, deceit, material misrepresentation, or false 
statement;   

(3) habitually abuses alcoholic beverages, or illegally uses depressants, 

37 It was decided that this statute applies to all licensees of the board and covers everything in this section 
36 This section did not make sense to us. Removed and await guidance from legal if needed or not 
35 Removed for all licensees 



hallucinogenic or  stimulant drugs as defined by AS 17.12.150(3), or uses narcotic drugs as 
defined by AS  17.10.230(13);   

(4) consistently fails to comply with 12 AAC 40.460;   

(5) practices without the required practice agreement as required by 12 AAC 40.410;   

(6) represents or uses any signs, figures, or letters to represent himself or herself 
as a  physician, surgeon, doctor, or doctor of medicine;   

(7) violates any section of this chapter;   

(8) is found to have demonstrated professional incompetence as defined in 12 AAC 

40.970;   

(9) in a clinical setting,   

(A) fails to clearly identify oneself as a physician assistant to a patient;  

9   
(B) uses or permits to be used on the physician assistant's behalf the term 

"doctor,"  "Dr.," or "doc"; or   

(C) holds oneself out in any way to be a physician or surgeon; 

(3 10) practices without maintaining certification by the National 
Commission on  Certification of Physician Assistants (NCCPA).38 

38 This could likely also be removed as it is quite redundant 



Additional information that was considered by the working group: 

For comparison - these are the grounds for imposition of disciplinary sanctions in 
the physician statutes.   

Sec. 08.64.326. Grounds for imposition of disciplinary sanctions.  

(a) The board may impose a sanction if the board finds after a hearing that a licensee 

(1) secured a license through deceit, fraud, or intentional misrepresentation; 

(2) engaged in deceit, fraud, or intentional misrepresentation while providing professional 
services or engaging in professional activities; 

(3) advertised professional services in a false or misleading manner; 

(4) has been convicted, including conviction based on a guilty plea or plea of nolo contendere, of 

(A) a class A or unclassified felony or a crime in another jurisdiction with elements similar 
to a class A or unclassified felony in this jurisdiction; 

(B) a class B or class C felony or a crime in another jurisdiction with elements similar to a 
class B or class C felony in this jurisdiction if the felony or other crime is substantially 
related to the qualifications, functions, or duties of the licensee; or 

(C) a crime involving the unlawful procurement, sale, prescription, or dispensing of drugs; 

(5) has procured, sold, prescribed, or dispensed drugs in violation of a law regardless of whether 
there has been a criminal action or harm to the patient; 

(6) intentionally or negligently permitted the performance of patient care by persons under the 
licensee’s supervision that does not conform to minimum professional standards even if the patient 
was not injured; 

(7) failed to comply with this chapter, a regulation adopted under this chapter, or an order of the 
board; 

(8) has demonstrated 

(A) professional incompetence, gross negligence or repeated negligent conduct; the board 
may not base a finding of professional incompetence solely on the basis that a licensee’s 
practice is unconventional or experimental in the absence of demonstrable physical harm 
to a patient; 

(B) addiction to, severe dependency on, or habitual overuse of alcohol or other drugs that 
impairs the licensee’s ability to practice safely; 

(C) unfitness because of physical or mental disability; 

(9) engaged in unprofessional conduct, in sexual misconduct, or in lewd or immoral conduct in 
connection with the delivery of professional services to patients; in this paragraph, “sexual 
misconduct” includes sexual contact, as defined by the board in regulations adopted under this 
chapter, or attempted sexual contact with a patient outside the scope of generally accepted 
methods of examination or treatment of the patient, regardless of the patient's consent or lack of 
consent, during the term of the physician-patient relationship, as defined by the board in regulations 



adopted under this chapter, unless the patient was the licensee's spouse at the time of the contact 
or, immediately preceding the physician-patient relationship, was in a dating, courtship, or 
engagement relationship with the licensee; 

(10) has violated AS 18.16.010; 

(11) has violated any code of ethics adopted by regulation by the board; 

(12) has denied care or treatment to a patient or person seeking assistance from the physician if 
the only reason for the denial is the failure or refusal of the patient to agree to arbitrate as provided 
in AS 09.55.535(a); 

(13) has had a license or certificate to practice medicine in another state or territory of the United 
States, or a province or territory of Canada, denied, suspended, revoked, surrendered while under 
investigation for an alleged violation, restricted, limited, conditioned, or placed on probation unless 
the denial, suspension, revocation, or other action was caused by the failure of the licensee to pay 
fees to that state, territory, or province; or 

(14) prescribed or dispensed an opioid in excess of the maximum dosage authorized under AS 
08.64.363. 

(b) In a case involving (a)(13) of this section, the final findings of fact, conclusions of law and order of the 
authority that suspended or revoked a license or certificate constitutes a prima facie case that the license or 
certificate was suspended or revoked and the grounds under which the suspension or revocation was 
granted. 
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