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ADDITIONAL TASK REQUEST FORM 

 
Pursuant to Section 40-47-938, A supervising physician may determine that there are additional medical acts, tasks, or functions for 
which a physician assistant under the physician’s supervision needs additional training or education to meet the needs of the 
physician’s practice and that the physician would like to incorporate into the physician assistant’s scope of practice guidelines. The 
physician must notify the Board in writing of the requested changes to the physician assistant’s scope of practice guidelines and must 
provide documentation to the Board of the competence of the physician assistant to perform the additional medical acts, tasks, or 
functions. Upon receipt of Board approval of the requested changes, the physician assistant may incorporate these additional medical 
acts, tasks, or functions into practice. Please complete one form per additional act, task, or function that you are requesting to add 
to your scope of practice guidelines. 

  
Physician Assistant’s Name: _______________________________________________________________________________________ 
 
Supervising Physician’s Name: ____________________________________________________________________________________ 
 
 
SPECIFIC TASK REQUESTED: _________________________________________________________________________________ 
 
1.   Number of times performed under direct supervision:________________________________________________________________ 
 
2    Length of time performed (days, weeks, months): ___________________________________________________________________ 
 
3.   Written prior experience and any formal training for this task: _________________________________________________________ 
 
     ____________________________________________________________________________________________________________ 
 
     ____________________________________________________________________________________________________________ 
 
    ____________________________________________________________________________________________________________ 
 
     
4.   Statement from supervising physician that he/she is satisfied with the Physician Assistant’s demonstrated competence to perform                                                                                                                                                                    
      this task: 
 
       __________________________________________________________________________________________________________ 
 
       __________________________________________________________________________________________________________ 
 
       __________________________________________________________________________________________________________
  
 
_________________________________________________  ___________________   _________________ 
Supervising Physician’s Signature     SC License No.    Date 
 
__________________________________________________  ___________________   _________________ 
Physician Assistant’s Signature     PA License No.    Date 
 
__________________________________________________  ____________________ 
Board/Committee  Member’s Signature    Date Approved 
 
  
Please complete this form and return to the South Carolina Medical Board at the address listed above. 

 


