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e for amending this 
tract is $25.00 
IS AGREEMENT is made this            day of                        , 20               , by and between one or more physicians  

 practice medicine in the State of North Dakota, including __________________________________________,  
         (NAME) 

./D.O., who will act as Primary Supervising Physician and                                                                     , PA-C, of  
        (NAME) 

                                                          ,      ,      . 
(ADDRESS)       (CITY)           (STATE)                         (ZIP)  

 physician assistant will practice in the following locations: 

                                                                                                                                                                          
(NAME OF FACILITY WHERE PHYSICIAN ASSISTANT WILL PRACTICE) 

             
(ADDRESS)                 (CITY)             (STATE)  (ZIP) 

             
(TELEPHONE)                                        (ANTICIPATED STARTING DATE) 

Physician Assistant will be employed (paid) by:         

                            
(NAME OF FACILITY WHERE PHYSICIAN ASSISTANT WILL PRACTICE) 

                                                                                                                       
(ADDRESS)                 (CITY)             (STATE)  (ZIP) 

             
(TELEPHONE)                                        (ANTICIPATED STARTING DATE) 
 

hysician Assistant will be employed (paid) by:                                       

             
(NAME OF FACILITY WHERE PHYSICIAN ASSISTANT WILL PRACTICE) 

             
(ADDRESS)                 (CITY)             (STATE)  (ZIP) 

             
(TELEPHONE)                                        (ANTICIPATED STARTING DATE) 
 

Physician Assistant will be employed (paid) by:          

EREAS, the physician assistant is duly qualified under the applicable rules and regulations of the North Dakota 
e Board of Medical Examiners, it is hereby agreed that: 

 
The physicians who sign this agreement will supervise the physician assistant in accordance with the rules and 
regulations of the North Dakota State Board of Medical Examiners.  The physician assistant agrees to faithfully and to 
the best of his/her knowledge and skill, to assist the physician(s) in the practice of medicine.  By this contract it is 
contemplated that the physician(s) will assign certain duties to be performed by the physician assistant.  The physician 
assistant will perform only those duties and responsibilities that are delegated by the physician(s).  The physician(s) 
will not delegate to the physician assistant any duty or responsibility for which the physician assistant has not been 
adequately trained.  The physician assistant is the agent of the physician(s) in the performance of all practice-related 
activities.  The physician assistant will provide patient care only in those areas of medical practice where the 
physician(s) provides patient care. 

During the term of this agreement, the physician assistant shall comply with all proper directions and orders of the 
physician(s) and shall comply with all rules and regulations of the North Dakota State Board of Medical Examiners 
governing physician assistants. 



 

 

3. The supervising physician(’s) responsibility is to oversee the activities of, and accept the responsibility for, the medical 
services rendered by a physician assistant.  Supervision shall be continuous but shall not be construed as necessarily 
requiring the physical presence of the supervising physician at the time and place that the services are rendered.  It is 
the responsibility of the supervising physician to direct and review the work, records, and practice of the physician 
assistant on a continuous basis to ensure that appropriate and safe treatment is rendered.  The supervising physician 
must be available continuously for contact personally or by telephone or other electronic means.  It is the obligation of 
each team of physicians and physician assistants to ensure that the physician assistant’s scope of practice is identified; 
that delegation of medical tasks is appropriate to the physician assistant’s level of competence; that the relationship of, 
and access to, the supervising physician is defined; and that a process for evaluation of the physicians assistant’s 
performance is established. 

 
4. The physician(s) agrees to designate a substitute supervising physician in the manner designated by the Board of 

Medical Examiners to act under this agreement during any absence or temporary disability of that physician. 
 
This contract may be terminated by either party by giving thirty(30) days notice of that fact in writing to the other.  
(Sec. 50-03-01-03, North Dakota Administrative Code, requires that the State Board of Medical Examiners be 
notified of such termination within 72 hours of the time the termination becomes effective.) 
 
It is expressly understood that this contract is subject to review and approval by the North Dakota State Board of 
Medical Examiners.  Any subsequent amendment to this contract must also be specifically approved by the Board of 
Medical Examiners. 
 
 
                                                                                 
Signature of Primary Supervising Physician  Signature of Physician Assistant 
 
               
Print or Type Name   Date   Print or Type Name   Date 
 

 
1.                                                                                5.        
Signature of Supervising Physician        Signature of Supervising Physician 
 
                     
     Print or Type Name   Date      Print or Type Name   Date 
 
2.                                                                                6.        
Signature of Supervising Physician        Signature of Supervising Physician 
 
                
     Print or Type Name   Date      Print or Type Name   Date 
 
3.                                                                                7.        
Signature of Supervising Physician        Signature of Supervising Physician 
 
                
 Print or Type Name   Date      Print or Type Name   Date 
 
4.                                                                                8.        
    Signature of Supervising Physician        Signature of Supervising Physician 
 
                 
     Print or Type Name   Date      Print or Type Name   Date 
 
 
 Reason for submitting this form: 
   Initial Application 
   New Primary Supervising Physician 

   Addition of (2nd) Primary Supervising Physician 
   Addition of Supervising Physician 
   Deletion of Supervising Physician        (Name)  
   Addition of Practice Location           
   Deletion of Practice Location           


