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From: Shigeru K Yokoyama, Ph.D.
Medical Radiation Physicist
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Destination fax #: __ |- § |7 —RLD-KPL3
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Saint Alphonsus
St Alphonsus RMC

1055 N Curfis Rd

Boise. ID 83706
208-367-3124

050CT0%

St. Alphonsus Regional Medical Center
1055 N. Curtis Rd.

Boise, ID 83706

NRC Region IV

611 Ryan Plaza Dr., Suite 400

Arlington, TX 76011

Fax: 817-860-8263

RE: Amendment to License Number # 11-27306-01

Item 1.B Amendment to License number 11-27306-01

Item 2 St. Alphonsus Regional Medical Center
1055 N. Custis Rd.
Boise, ID 83706

Item 3 Same as Item 2

Jtem 4 Timothy B. Stack, MS, DABR, Medical Physicist
208-367-3124

Item 5,6,8  Authorized Users Materials and Use
Add  Michael A, Codina, MD 35.200
(see Form 313A attached)

Sincerely,

NO. 308 P

RECENED
DNMS
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(’:&R%FORM 313A (AUD) (.5, NUCLEAR REGIHL ATORY COMMISSION
AUTHORIZED USER TRAINING AND EXPERIENCE .
AND PRECEPTOR ATTESTATION EXPIRES: Stz

(for uses defined under 35.100, 35.200, and 35.500)
[10 CFR 35.190, 35.290, and 35.590]

Name of Proposed Authorized User ] State or Tezritory Whers Licensad

Requested Authorization(s) (check all that apply)
"] 35,100 Uptake, dilution, and excretion studies ocT ‘
v/| 35200 Imaging and localization studies ! - & 2009

] 25.500 Sealed sources for dizgnosis (specify device
ﬁ'SN MS

Michac) A, Codiva, M.D. } Idaho

PART | — TRAINING AND EXPERIENCE

o —— e —

* Training and Experlence, including board certification, must have been obtained within the 7 years preceding
the date of aEpHcaﬂon or the individual must have obtained refated continuing education and experience since
the required Faining and experience was completed. Provide dates, duration, and description of continuing
education and exparience related to the uses checked above,

P 1. Board Certification

a. Provide a copy of the board certification.
b. if using only 35.500 materials, stop here. If using 35.100 and 35.200 materiais, skip to and complote Part if

Preceptor Attestation.
| 2. Current 35.390 Authorized User Seeking Additional 35.290 Authorization
a, Authorized user on Materials License meeting 10 CFR 35.380 or equivalent Agreement

State requirements seeking authorization for 35.280.

b. Supervised Work Bxperience.
(If mare than one supervising indk/idual is necessary to docurment suporvised work experience, provite multiple
copias of this section.)

. . Logcation of Experience/License or | Clock Datesof
Description of Experience Permit Number of Facility ' Hours Expetience”

Eluting genarator systemns
.appropaiate for the preparation of
-radloactive drugs for imaging and

b — ettt

localization studies, measuringand . _ . .. . - S I N

.iesting the eluate for radionuchidic |
i purity, and processing the eluate
with reagent kits 1o prepare labeled
radloactwe drugs

Total Hours of Experience;

. en e

Supenvising Individual License/Permit Number listing supervising individual as an |
ialthorized user :

Supervisor meets the requirements below, or equivalent Agreement Stafe requirements (chreck aif tat apply)-

D 35.250 D 35.390 + generator experience in 32.292(c)( 1)) G)

|

NRG FORM J13A (AUD) (3-2009) PRINTEDR ON RECYCLEDR PAPER PAGE1
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NRG FORM 312A (AUD)

LS, NBCLEAR REGULATORY COMMISSION
AUTHORIZED USER TRAINING AND EXPERIENCE AND PREGCEPTOR ATTESTATION (continued)

[v; 3. Training and Experience for Proposed Autharized User

a. Classroom and Laboratory Training.

’—"' ' _ N Cloek ! Datesof
Description of Tralning Location of Training | Hours Training*
University of Cincingati 40 2002-04
Radiation physics and
;instrumentztion !
University of Cincivoati 10 2602-04
Radiation protection
University of Cincinnati 20 | 2002-04
Mathematics pertaining to the use !
and measurement of radioactivity X
|
) _ University of Cincinnati 10 . 200204
Chemistry of byproduct material . ;
tfor medical use (not required for
-35.580)
i University of Cincinaati 10 2002-04
ERadiat‘xon biclogy |
Total Hours of Training: 90
b. Supervised Work Experience (completion of this table is not required for 35.590),
(if more than one supervising individual is necessary fo decument supervised work éxpearience,
provide multiple copies of this section.)
'Supervised Work Experience ~ __|TotatHoursof _ e
~—raa $— . —— . ——— . .E:::!li!nce: L
Description of Experience L ocation of Experience/license or Cordimm Dates of
Must (nclude: Permit Number of Facility . Experience”
Ordering, receiving, and unpacking University of Cincionati [Z Yes 2002-M4
radioactive materials safely and
perforning ihe refated radiation ] Ne
surveys
Perfarming quality control . N !
procedures on instruments used to |0 versity of Ciucinaati /] Yes |200204 ;
'determing the activity of dosages :
iand performing checks for proper | | (C] No
‘gperation of survey meters . !
PAGE 2
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NRC FORM J13A (AUD) U5, NUGLEAR REGULATORY CONMISSION
AUTHORIZED USER TRAINING AND EXPERIENCE AND PRECEPTOR ATTESTATION (continued)

3. Yraining and Experience for Proposed Authorized User {continusd)
b. Supervised Worlk Experience. (continued)

Descﬁpﬁoﬁ of Experianca Location of Experience/Licensa or c onﬂl:rn , Dates of
Must include; Permit Number of Facility : Experience”
Calculating, measuring, and safely | University of Cincinnati i) Yes  [200204
preparing patient or human research
subject dosages ! _INo
.Using administrative controls to University of Ciacinonti V] Yes
iprevent a medica! event involving the
use of unsealed byproduct materiai [ JNe
Using procedures to contain spilled | University of Cincinnati /] Yes |2002-04
s e A DY PrOduct atedal safely and using - : B LT T R R et N DR
*T propeér decontamination procedures :_] Na
Administering dosages of radivactive | University of Cincinnati : [/ Yes 200204
drugs to patlents or human research : .
subjects __] Na :
Eluting generator systems appropriste | Usiversity of Cincionati EZJ Yes 2002-04
for the preparation of radioactive i : :
drugs for imaging and localization [ No
‘studies, measuring and testing the
;eluate for radionuclidic purity, and
iprocessing the eluate with reagent
-Kits % prepare labeled radicactive |
1drugs |
Supervising Individual Licensa/Parmit Number listing supefvizmng indivigual as am

iaumon'zed Jser
owig 0210310001

Supervisar meets the requirements below, or equivalent Agreement State requirements (check one).
"] 35.190 M 36200 [ ]85.350 | 35.390 + generalor experience in 35.200(c)(1)(iXG)

Myrar C. Gerson, M.D.

¢. For 35.590 only, pravide decumentation of fraining on use of the devica.

- e = tde—— L el

- b bt fr i St ptr de by Ao g, VA G et t————Mag e =

Device Type of Training ; Location and Dates

d. For 35.500 uses only, stop here. For 35.100 and 35200 uses. skip o and compiete Part i Preceptor
Attastation,

PAGE 3
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NRC FORM 313A [AUD) 5. NUGLEAR REGULATORY COMMISSION
%% AUTHORIZED USER TRAINING AND EXPERIENCE AND PRECEPTOR ATTESTATION (continued)

PART Il - PRECEPTOR ATTESTATION

Note: This part must be completed by the individual's preceptor. The preceptor does not have to be the supervising
individual as long as the precepter provides, disects, or verifies training and experience required, If more than
one preceptor s necegsary ta document experience, obtsin a separate preceptor statement from each. (Not
required fo meet training requirements in 35.590)

By checking the boxes below, the preceptor is attesting that the individual has kmowiedge to fulfill the duties of the
pasition sought and not attesting to the individual's “general dinical competency.”

First Section
Check one of the following for each use requested:
For 35.180
ification
e o TTitattestthat . . _ _ has salistactorily comoletad the requirerpentsin_ . __ .
Name of Proposed Authorizod User
10 CFR 35.190(a){1) and has achieved a level of competancy sufficient to function independently as an
authorized user for the medleal uses authorized under 10 CFR 35.100.

OR

Training and Experia
[ t attest that has satisfactorily completed the 60 hours of training and
Nearma of Proposcd Autharteed User

experience, including a minimum of 8 hours of classrcom and laboratary training, required by 10 CFR
35.190(c){1), and has achieved a |evel of competency sufficient to function independently as an
authorized user for the medical uses authorized under 10 CFR 35.100.

For 35.280
Board Certification
] I attest that has satistactorily completed the requirements in
Name of Broposed Aulhofized Liger

10 CFR 35.290(a){1)} and has achieved a level of ¢ompetency sufficient to function independently as an
authorized user for the medical uses authorized under 10 CFR 35,100 and 35.200,

OR
Training and rience
/] | attestthat  Michaei A. Codinz, M.D. has satisfactatily completed the 700 hours of training
b—ﬂ""‘"‘—-—"“"‘l — At ey ham A MMQ.MM-W.. - . —— -i -

and expenenoe ircluding a minimum of 80 hours of clagsroom and Iaboratory tram:ng, requu'ed by 10
CFR 35.290{c)(1), and has achieved a level of competency sufficient to function independently a5 an
authorized user for the medical uses authorized under 10 CFR 25,100 and 35.200.

Second %‘:et:i:il:tr:rlll
Complete the following for preceptor attestation and signature:

m | meet the requirements below, or equivalent Agreement State reguireinents, as an authorized user for:

Dﬂ 35.190 g@ 35290 ] 215 390 /2390 + generator experience ) |
WName of Preceptor “Tsign TE[ephone Number Da7
BN & Geasl 19 | o/

T G0 3 UNNEA[T] MR, [ ENCAr 9/
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ACCEPTANCE REVIEW MEMO (ARM)

Licensee: St. Alphonsus Regional Med Ctr.  License: 11-27306-01

Docket: 030-32263 Mail Control: 472433

Type of Action: Amend Date of Requested Action 10-05-09
Reviewer ARM reviewer(s): Torres
Assigned:

Response Deficiencies Noted During Acceptance Review

[ 1 Open ended possession limits. Submit inventory. Limit possession.

[ 1 Submit copies of latest leak test results.

[ 1 Add IC L.C./Fingerprint LC, add SUNSI markings to license.

[ 1 Confirm with licensee if they have NARM material.

[ 1 Change of contact information (RSO), send request to update IC database.

Reviewer’s Initials: Date:

[yes [INo Request for unrestricted release Group 2 or >. Consult with Bravo Branch.
[lYes [INo  Termination request < 90 days from date of expiration

[Jyes [INo Expedite (medical emergency, no RSO, location of use/storage not on
license, RAM in possession not on license, other)

[Jyes LINo  TAR needed to complete action.

Branch Chief’'s and/or HP’s Initials: Date:

@/ SUNSI Screening according to RIS 2005-31
[ves (o) Sensitive and Non-Publicly Available if any item below is checked
General guidance:
RAM = or > than Category 3 (Table 1, RIS 2005-31), use Unity Rule
Exact location of RAM [suite #, bldg. #, location different from mailing address]
(whether = or > than Category 3 or not)
Design of structure and/or equipment (site specific)
Information on nearby facilities
Detailed design drawings and/or performance information
Emergency planning and/or fire protection systems

Specific guidance for medical, industrial and academic (above Category 3):

RAM quantities and inventory

Manufacturer's name and model number of sealed sources & devices

Site drawings with exact location of RAM, description of facility

RAM security program information (locks, alarms, etc.)

Emergency Plan specifics (routes to/from RAM, response to security events)
Vulnerability/security assessment/accident-safety analysis/risk assess

Mailing lists related to secur%ponse
Branch Chief’s and/or HP’s Initials: < / }L Date: / % (}67




0cT 30

This is to acl’(_nowlenge the receipt of your letter/application dated DATE
/O A9 ~0Y . and o inform you that the initial processing,
which includes an administrative review, has been performed.

There were no administrative omissions. Your application will be assigned to a technical
reviewer. Please note that the technical review may identify other omissions or require
additional information.

D Please provide to this office within 30 days of your receipt of this card:

The action you requested is normally processed within ?O days.

D A copy of your action has been forwarded to our License Fee & Accounts Receivable
Branch, who will contact you separately if there is a fee issue involved.

Your action has been assigned Mail Control Number Z/ 7:7? ‘/3 i
When calling to inquire about this action, please refer to this mail control number.
You may call me at 817-860-8103.

Sincerely,
4{&:&“/) 76&441/(//!14,
NRC FORM 532 (RIV) Licensing Assistant

(10-2008)




(FOR LFMS USE)
: INFORMATION FROM LTS
BETWEEN: T mmmmeemme—cmcmaeeooo

License Fee Management Branch, ARM : Program Code: 02240
an : Status Code: 0
Regional Licensing Sections : Fee Categor&: 7C
: Exp. Date: 20130228

Fee Comments:
Decom Fin Assuv Reqd: N

LICENSE FEE TRANSMITTAL
A. REGION

1. APPLICATION ATTACHED
Applicant/Licensee: ST. ALPHONSUS REG. MEDICAL CENTER

Received Date: 20091005
Docket No: 3032263
Control No.: 472433
License No.: 11-27306-01
Action Type: Amendment
2. FEE ATTACHED
Amount:
Check No.:
3. COMMENTS
Signed
Date .

@

. LICENSE FEE MANAGEMENT BRANCH (Check when milestone 03 is entered / /)

1. Fee Category and Amount:

Amendment
Renewal
License

3. OTHER

2. Correct Fee Paid. Application may be processed for:

Signed
Date




