
Chapter 246-918 WAC
PHYSICIAN ASSISTANTS—WASHINGTON MEDICAL COMMISSION

Last Update: 3/26/20
WAC
246-918-005 Definitions.
246-918-007 Application withdrawals.
246-918-035 Prescriptions.
246-918-050 Physician assistant qualifications for interim permits.
246-918-055 Delegation agreements.
246-918-075 Background check—Temporary practice permit.
246-918-076 How to obtain a temporary practice permit—Military spouse.
246-918-080 Physician assistant—Requirements for licensure.
246-918-081 How to return to active status when a license has expired.
246-918-082 Requirements for obtaining an allopathic physician assistant license for those who hold 

an active osteopathic physician assistant license.
246-918-095 Scope of practice—Osteopathic alternate physician.
246-918-105 Practice limitations due to disciplinary action.
246-918-120 Remote site.
246-918-125 Use of laser, light, radiofrequency, and plasma devices as applied to the skin.
246-918-126 Nonsurgical medical cosmetic procedures.
246-918-130 Physician assistant identification.
246-918-171 Renewal and continuing medical education cycle.
246-918-175 Retired active license.
246-918-180 Continuing medical education requirements.
246-918-185 Training in suicide assessment, treatment, and management.
246-918-250 Basic physician assistant-surgical assistant (PASA) duties.
246-918-260 Physician assistant-surgical assistant (PASA)—Use and supervision.
246-918-410 Sexual misconduct.
246-918-420 Abuse.

OPIOID PRESCRIBING—GENERAL PROVISIONS
246-918-800 Intent and scope.
246-918-801 Exclusions.
246-918-802 Definitions.
246-918-815 Patient notification, secure storage, and disposal.
246-918-820 Use of alternative modalities for pain treatment.
246-918-825 Continuing education requirements for opioid prescribing.

OPIOID PRESCRIBING—ACUTE NONOPERATIVE PAIN AND ACUTE PERIOPERATIVE PAIN
246-918-830 Patient evaluation and patient record—Acute nonoperative pain.
246-918-835 Treatment plan—Acute nonoperative pain.
246-918-840 Treatment plan—Acute perioperative pain.

OPIOID PRESCRIBING—SUBACUTE PAIN
246-918-845 Patient evaluation and patient record—Subacute pain.
246-918-850 Treatment plan—Subacute pain.

OPIOID PRESCRIBING—CHRONIC PAIN MANAGEMENT
246-918-855 Patient evaluation and patient record—Chronic pain.
246-918-860 Treatment plan—Chronic pain.
246-918-865 Written agreement for treatment—Chronic pain.
246-918-870 Periodic review—Chronic pain.
246-918-875 Long-acting opioids—Chronic pain.
246-918-880 Consultation—Recommendations and requirements—Chronic pain.
246-918-885 Consultation—Exemptions for exigent and special circumstances—Chronic pain.
246-918-890 Consultation—Exemptions for the physician assistant—Chronic pain.
246-918-895 Pain management specialist—Chronic pain.
246-918-900 Tapering considerations—Chronic pain.
246-918-905 Patients with chronic pain, including those on high doses of opioids, establishing a re-

lationship with a new physician assistant.
OPIOID PRESCRIBING—SPECIAL POPULATIONS

246-918-910 Special populations—Children or adolescent patients, pregnant patients, and aging popu-
lations.

246-918-915 Episodic care of chronic opioid patients.
OPIOID PRESCRIBING—COPRESCRIBING

246-918-920 Coprescribing of opioids with certain medications.
246-918-925 Coprescribing of opioids for patients receiving medication assisted treatment.
246-918-930 Coprescribing of naloxone.

OPIOID PRESCRIBING—PRESCRIPTION MONITORING PROGRAM
246-918-935 Prescription monitoring program—Required registration, queries, and documentation.

FEES
246-918-990 Physician assistants fees and renewal cycle.
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DISPOSITION OF SECTIONS FORMERLY CODIFIED IN THIS CHAPTER
246-918-006 Refunds. [Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 96-03-073, § 

246-918-006, filed 1/17/96, effective 2/17/96. Statutory Authority: RCW 18.71.017. WSR 
92-12-089 (Order 278B), § 246-918-006, filed 6/3/92, effective 7/4/92.] Repealed by WSR 
98-05-060, filed 2/13/98, effective 3/16/98. Statutory Authority: RCW 43.70.280.

246-918-008 Brief adjudicative proceedings—Denials based on failure to meet education, experience, 
or examination prerequisites for licensure. [Statutory Authority: RCW 18.71.017 and 
18.71A.020. WSR 96-03-073, § 246-918-008, filed 1/17/96, effective 2/17/96. Statutory Au-
thority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-008, filed 6/3/92, effec-
tive 7/4/92.] Repealed by WSR 98-09-118, filed 4/22/98, effective 5/23/98. Statutory Au-
thority: RCW 18.71.017.

246-918-009 Adjudicative proceedings. [Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-009, filed 1/17/96, effective 2/17/96. Statutory Authority: RCW 
18.71A.020 and 18.71.060. WSR 93-21-016, § 246-918-009, filed 10/11/93, effective 
11/11/93.] Repealed by WSR 98-09-118, filed 4/22/98, effective 5/23/98. Statutory Author-
ity: RCW 18.71.017.

246-918-010 Delegation of authority to initiate investigations. [Statutory Authority: RCW 18.71.017, 
18.71A.020, 18.130.050(12), 18.130.080. WSR 07-03-150, § 246-918-010, filed 1/23/07, ef-
fective 2/23/07.] Repealed by WSR 10-20-138, filed 10/5/10, effective 11/5/10. Statutory 
Authority: RCW 18.130.050(1), 18.71.017.

246-918-020 Physicians' assistants—Scope of jurisdiction. [Statutory Authority: RCW 18.71.017. WSR 
91-06-030 (Order 147B), recodified as § 246-918-020, filed 2/26/91, effective 3/29/91. 
Statutory Authority: RCW 18.71A.020. WSR 78-04-029 (Order PL 285, Resolution No. 78-140), 
§ 308-52-136, filed 3/14/78.] Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, ef-
fective 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-030 Prescriptions issued by physician assistants. [Statutory Authority: RCW 18.71.017 and 
18.71A.020. WSR 96-03-073, § 246-918-030, filed 1/17/96, effective 2/17/96. Statutory Au-
thority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-030, filed 6/3/92, effec-
tive 7/4/92. Statutory Authority: RCW 18.71A.020. WSR 91-08-007 (Order 153B), § 
246-918-030, filed 3/26/91, effective 4/26/91. Statutory Authority: RCW 18.71.017. WSR 
91-06-030 (Order 147B), recodified as § 246-918-030, filed 2/26/91, effective 3/29/91. 
Statutory Authority: RCW 18.71A.020. WSR 86-12-031 (Order PM 599), § 308-52-135, filed 
5/29/86; WSR 83-07-014 (Order PL 428), § 308-52-135, filed 3/10/83; WSR 82-03-022 (Order 
PL 390), § 308-52-135, filed 1/14/82; WSR 79-10-041 (Order PL 317), § 308-52-135, filed 
9/13/79; Order PL 264, § 308-52-135, filed 3/15/77.] Repealed by WSR 15-04-122, filed 
2/3/15, effective 3/6/15. Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A 
RCW, and 2013 c 203.

246-918-040 Emergency narcotic administration. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 
(Order 147B), recodified as § 246-918-040, filed 2/26/91, effective 3/29/91. Statutory 
Authority: RCW 18.71A.020. WSR 81-03-078 (Order PL 368), § 308-52-132, filed 1/21/81.] 
Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Au-
thority: RCW 18.71.017.

246-918-060 Physician assistants—Program approval. [Statutory Authority: RCW 18.71.017. WSR 
91-06-030 (Order 147B), recodified as § 246-918-060, filed 2/26/91, effective 3/29/91. 
Statutory Authority: RCW 18.71A.020. WSR 88-06-008 (Order PM 706), § 308-52-138, filed 
2/23/88; WSR 85-03-083 (Order PL 507), § 308-52-138, filed 1/18/85; WSR 83-03-031 (Order 
PL 421), § 308-52-138, filed 1/14/83; WSR 81-03-078 (Order PL 368), § 308-52-138, filed 
1/21/81; WSR 78-04-029 (Order PL 285, Resolution No. 78-140), § 308-52-138, filed 
3/14/78.] Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statu-
tory Authority: RCW 18.71.017.

246-918-070 Credentialing of physician assistants. [Statutory Authority: RCW 18.71.017 and 
18.71A.020. WSR 96-03-073, § 246-918-070, filed 1/17/96, effective 2/17/96. Statutory Au-
thority: RCW 18.71.017. WSR 91-20-170 (Order 203B), § 246-918-070, filed 10/2/91, effec-
tive 11/2/91; WSR 91-06-030 (Order 147B), recodified as § 246-918-070, filed 2/26/91, ef-
fective 3/29/91. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 88-21-047 (Order 
PM 782), § 308-52-610, filed 10/13/88.] Repealed by WSR 15-04-122, filed 2/3/15, effec-
tive 3/6/15. Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 
c 203.

246-918-085 License renewal form. [Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 96-03-073, 
§ 246-918-085, filed 1/17/96, effective 2/17/96. Statutory Authority: RCW 18.130.250. WSR 
93-01-078 (Order 321B), § 246-918-085, filed 12/14/92, effective 1/14/93.] Repealed by 
WSR 98-05-060, filed 2/13/98, effective 3/16/98. Statutory Authority: RCW 43.70.280.

246-918-090 Physician assistant and certified physician assistant utilization. [Statutory Authority: 
RCW 18.71.017 and 18.71A.020. WSR 96-03-073, § 246-918-090, filed 1/17/96, effective 
2/17/96. Statutory Authority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-090, 
filed 6/3/92, effective 7/4/92; WSR 91-06-030 (Order 147B), recodified as § 246-918-090, 
filed 2/26/91, effective 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 88-06-008 (Or-
der PM 706), § 308-52-140, filed 2/23/88; WSR 86-16-054 (Order PM 609), § 308-52-140, 
filed 8/1/86; WSR 86-12-031 (Order PM 599), § 308-52-140, filed 5/29/86; WSR 83-07-014 
(Order PL 428), § 308-52-140, filed 3/10/83; WSR 82-24-013 (Order PL 412), § 308-52-140, 
filed 11/19/82; WSR 82-03-022 (Order PL 390), § 308-52-140, filed 1/14/82; WSR 81-03-078 
(Order PL 368), § 308-52-140, filed 1/21/81; WSR 78-04-029 (Order PL 285, Resolution No. 
78-140), § 308-52-140, filed 3/14/78.] Repealed by WSR 15-04-122, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 c 
203.

246-918-100 Physician assistants—Responsibility of supervising physician. [Statutory Authority: RCW 
18.71.017. WSR 91-06-030 (Order 147B), recodified as § 246-918-100, filed 2/26/91, effec-
tive 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 86-12-031 (Order PM 599), § 
308-52-141, filed 5/29/86; WSR 81-03-078 (Order PL 368), § 308-52-141, filed 1/21/81; WSR 
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78-04-029 (Order PL 285, Resolution No. 78-140), § 308-52-141, filed 3/14/78.] Repealed 
by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 
18.71.017.

246-918-110 Termination of sponsorship or supervision. [Statutory Authority: RCW 18.71.017 and 
18.71A.020. WSR 96-03-073, § 246-918-110, filed 1/17/96, effective 2/17/96. Statutory Au-
thority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-110, filed 6/3/92, effec-
tive 7/4/92; WSR 91-06-030 (Order 147B), recodified as § 246-918-110, filed 2/26/91, ef-
fective 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 86-24-068 (Order PM 627), § 
308-52-146, filed 12/3/86.] Repealed by WSR 15-04-122, filed 2/3/15, effective 3/6/15. 
Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 c 203.

246-918-140 Certified physician assistants. [Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-140, filed 1/17/96, effective 2/17/96. Statutory Authority: RCW 
18.71.017. WSR 92-12-089 (Order 278B), § 246-918-140, filed 6/3/92, effective 7/4/92; WSR 
91-06-030 (Order 147B), recodified as § 246-918-140, filed 2/26/91, effective 3/29/91. 
Statutory Authority: RCW 18.71A.020. WSR 88-06-008 (Order PM 706), § 308-52-149, filed 
2/23/88.] Repealed by WSR 15-04-122, filed 2/3/15, effective 3/6/15. Statutory Authority: 
RCW 18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 c 203.

246-918-150 Assistance or consultation with other physicians. [Statutory Authority: RCW 18.71.017. 
WSR 91-06-030 (Order 147B), recodified as § 246-918-150, filed 2/26/91, effective 
3/29/91. Statutory Authority: RCW 18.71A.020. WSR 83-03-031 (Order PL 421), § 308-52-150, 
filed 1/14/83.] Repealed by WSR 15-04-122, filed 2/3/15, effective 3/6/15. Statutory Au-
thority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 c 203.

246-918-160 Physician assistant and certified physician assistant disciplinary actions. [Statutory 
Authority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-160, filed 6/3/92, effec-
tive 7/4/92; WSR 91-06-030 (Order 147B), recodified as § 246-918-160, filed 2/26/91, ef-
fective 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 82-24-013 (Order PL 412), § 
308-52-160, filed 11/19/82.] Repealed by WSR 98-09-119, filed 4/22/98, effective 5/23/98. 
Statutory Authority: RCW 18.71.017.

246-918-170 Physician assistant and certified physician assistant AIDS prevention and information ed-
ucation requirements. [Statutory Authority: RCW 43.70.280. WSR 98-05-060, § 246-918-170, 
filed 2/13/98, effective 3/16/98. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-170, filed 1/17/96, effective 2/17/96. Statutory Authority: RCW 
18.71.017. WSR 92-12-089 (Order 278B), § 246-918-170, filed 6/3/92, effective 7/4/92; WSR 
91-06-030 (Order 147B), recodified as § 246-918-170, filed 2/26/91, effective 3/29/91. 
Statutory Authority: RCW 70.24.270. WSR 89-08-063 (Order PM 831), § 308-52-190, filed 
4/3/89.] Repealed by WSR 15-04-122, filed 2/3/15, effective 3/6/15. Statutory Authority: 
RCW 18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 c 203.

246-918-190 Categories of creditable continuing medical education activities. [Statutory Authority: 
RCW 18.71.017. WSR 91-06-030 (Order 147B), recodified as § 246-918-190, filed 2/26/91, 
effective 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 81-03-078 (Order PL 368), § 
308-52-205, filed 1/21/81.] Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effec-
tive 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-200 Continuing medical education clock hour credit requirement. [Statutory Authority: RCW 
18.71.017. WSR 91-06-030 (Order 147B), recodified as § 246-918-200, filed 2/26/91, effec-
tive 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 81-03-078 (Order PL 368), § 
308-52-211, filed 1/21/81.] Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effec-
tive 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-210 Prior activity approval not required. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 
(Order 147B), recodified as § 246-918-210, filed 2/26/91, effective 3/29/91. Statutory 
Authority: RCW 18.71A.020. WSR 81-03-078 (Order PL 368), § 308-52-215, filed 1/21/81.] 
Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Au-
thority: RCW 18.71.017.

246-918-220 Certification of compliance. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Order 
147B), recodified as § 246-918-220, filed 2/26/91, effective 3/29/91. Statutory Authori-
ty: RCW 18.71A.020. WSR 81-03-078 (Order PL 368), § 308-52-221, filed 1/21/81.] Repealed 
by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 
18.71.017.

246-918-230 Practice of medicine—Surgical procedures. [Statutory Authority: RCW 18.71.017. WSR 
91-06-030 (Order 147B), recodified as § 246-918-230, filed 2/26/91, effective 3/29/91. 
Statutory Authority: RCW 18.71A.020. WSR 89-13-002 (Order PM 850), § 308-52-630, filed 
6/8/89, effective 9/30/89.] Repealed by WSR 15-04-122, filed 2/3/15, effective 3/6/15. 
Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 c 203.

246-918-240 Noncertified physician assistant—Surgical assistant. [Statutory Authority: RCW 
18.71.017. WSR 91-06-030 (Order 147B), recodified as § 246-918-240, filed 2/26/91, effec-
tive 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 89-13-002 (Order PM 850), § 
308-52-640, filed 6/8/89, effective 9/30/89.] Repealed by WSR 92-12-089, (Order 278B), 
filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-270 Major surgical procedures. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Order 
147B), recodified as § 246-918-270, filed 2/26/91, effective 3/29/91. Statutory Authori-
ty: RCW 18.71A.020. WSR 89-20-023, § 308-52-680, filed 9/27/89, effective 10/28/89.] Re-
pealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Authori-
ty: RCW 18.71.017.

246-918-280 Surgical assistant program requirements reconsideration. [Statutory Authority: RCW 
18.71.017. WSR 91-06-030 (Order 147B), recodified as § 246-918-280, filed 2/26/91, effec-
tive 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 89-20-023, § 308-52-690, filed 
9/27/89, effective 10/28/89.] Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, ef-
fective 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-290 Acupuncture assistant education. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Or-
der 147B), recodified as § 246-918-290, filed 2/26/91, effective 3/29/91. Statutory Au-
thority: RCW 18.71.080 and 18.71A.020. WSR 85-23-043 (Order PL 565), § 308-52-500, filed 
11/18/85. Statutory Authority: RCW 18.71A.020. WSR 83-07-014 (Order PL 428), § 
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308-52-500, filed 3/10/83; WSR 79-06-055 (Order PL 301), § 308-52-500, filed 5/22/79.] 
Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Au-
thority: RCW 18.71.017.

246-918-300 Acupuncture—Program approval. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Order 
147B), recodified as § 246-918-300, filed 2/26/91, effective 3/29/91. Statutory Authori-
ty: RCW 18.71A.020. WSR 86-16-054 (Order PM 609), § 308-52-502, filed 8/1/86; WSR 
83-07-014 (Order PL 428), § 308-52-502, filed 3/10/83.] Repealed by WSR 92-12-089, (Order 
278B), filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-310 Acupuncture—Definition. [Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-310, filed 1/17/96, effective 2/17/96. Statutory Authority: RCW 
18.71.017. WSR 91-06-030 (Order 147B), recodified as § 246-918-310, filed 2/26/91, effec-
tive 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 83-07-014 (Order PL 428), § 
308-52-504, filed 3/10/83; WSR 82-24-013 (Order PL 412), § 308-52-504, filed 11/19/82.] 
Repealed by WSR 15-04-122, filed 2/3/15, effective 3/6/15. Statutory Authority: RCW 
18.71.017, 18.130.050, chapter 18.71A RCW, and 2013 c 203.

246-918-320 Acupuncture equivalency examination. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 
(Order 147B), recodified as § 246-918-320, filed 2/26/91, effective 3/29/91. Statutory 
Authority: RCW 18.71.080 and 18.71A.020. WSR 85-23-043 (Order PL 565), § 308-52-510, 
filed 11/18/85. Statutory Authority: RCW 18.71A.020. WSR 79-06-055 (Order PL 301), § 
308-52-510, filed 5/22/79.] Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effec-
tive 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-330 Acupuncture examination review procedures. [Statutory Authority: RCW 18.71.017. WSR 
91-06-030 (Order 147B), recodified as § 246-918-330, filed 2/26/91, effective 3/29/91. 
Statutory Authority: RCW 18.71A.020. WSR 86-16-054 (Order PM 609), § 308-52-515, filed 
8/1/86.] Repealed by WSR 92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statu-
tory Authority: RCW 18.71.017.

246-918-340 Investigation. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Order 147B), recodi-
fied as § 246-918-340, filed 2/26/91, effective 3/29/91. Statutory Authority: RCW 
18.71A.020. WSR 79-06-055 (Order PL 301), § 308-52-530, filed 5/22/79.] Repealed by WSR 
92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 
18.71.017.

246-918-350 English fluency. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Order 147B), recodi-
fied as § 246-918-350, filed 2/26/91, effective 3/29/91. Statutory Authority: RCW 
18.71A.020. WSR 79-06-055 (Order PL 301), § 308-52-540, filed 5/22/79.] Repealed by WSR 
92-12-089, (Order 278B), filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 
18.71.017.

246-918-360 X-rays and laboratory tests. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Order 
147B), recodified as § 246-918-360, filed 2/26/91, effective 3/29/91. Statutory Authori-
ty: RCW 18.71A.020. WSR 82-24-013 (Order PL 412), § 308-52-570, filed 11/19/82; WSR 
79-06-055 (Order PL 301), § 308-52-570, filed 5/22/79.] Repealed by WSR 92-12-089, (Order 
278B), filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-370 Ethical considerations. [Statutory Authority: RCW 18.71.017. WSR 91-06-030 (Order 147B), 
recodified as § 246-918-370, filed 2/26/91, effective 3/29/91. Statutory Authority: RCW 
18.71A.020. WSR 82-24-013 (Order PL 412), § 308-52-580, filed 11/19/82; WSR 79-06-055 
(Order PL 301), § 308-52-580, filed 5/22/79.] Repealed by WSR 92-12-089, (Order 278B), 
filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 18.71.017.

246-918-803 Patient evaluation. [Statutory Authority: RCW 18.71.450, 18.71A.100, 18.71.017, and 
18.71A.020. WSR 11-12-025, § 246-918-803, filed 5/24/11, effective 1/2/12.] Repealed by 
WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Authority: RCW 18.71.017, 
18.71.800, 18.71A.800 and 2017 c 297.

246-918-804 Treatment plan. [Statutory Authority: RCW 18.71.450, 18.71A.100, 18.71.017, and 
18.71A.020. WSR 11-12-025, § 246-918-804, filed 5/24/11, effective 1/2/12.] Repealed by 
WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Authority: RCW 18.71.017, 
18.71.800, 18.71A.800 and 2017 c 297.

246-918-805 Informed consent. [Statutory Authority: RCW 18.71.450, 18.71A.100, 18.71.017, and 
18.71A.020. WSR 11-12-025, § 246-918-805, filed 5/24/11, effective 1/2/12.] Repealed by 
WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Authority: RCW 18.71.017, 
18.71.800, 18.71A.800 and 2017 c 297.

246-918-806 Written agreement for treatment. [Statutory Authority: RCW 18.71.450, 18.71A.100, 
18.71.017, and 18.71A.020. WSR 11-12-025, § 246-918-806, filed 5/24/11, effective 
1/2/12.] Repealed by WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Authori-
ty: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 297.

246-918-807 Periodic review. [Statutory Authority: RCW 18.71.450, 18.71A.100, 18.71.017, and 
18.71A.020. WSR 11-12-025, § 246-918-807, filed 5/24/11, effective 1/2/12.] Repealed by 
WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Authority: RCW 18.71.017, 
18.71.800, 18.71A.800 and 2017 c 297.

246-918-808 Long-acting opioids, including methadone. [Statutory Authority: RCW 18.71.450, 
18.71A.100, 18.71.017, and 18.71A.020. WSR 11-12-025, § 246-918-808, filed 5/24/11, ef-
fective 1/2/12.] Repealed by WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory 
Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 297.

246-918-809 Episodic care. [Statutory Authority: RCW 18.71.450, 18.71A.100, 18.71.017, and 
18.71A.020. WSR 11-12-025, § 246-918-809, filed 5/24/11, effective 1/2/12.] Repealed by 
WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Authority: RCW 18.71.017, 
18.71.800, 18.71A.800 and 2017 c 297.

246-918-810 Consultation—Recommendations and requirements. [Statutory Authority: RCW 18.71.450, 
18.71A.100, 18.71.017, and 18.71A.020. WSR 11-12-025, § 246-918-810, filed 5/24/11, ef-
fective 1/2/12.] Repealed by WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory 
Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 297.

246-918-811 Consultation—Exemptions for exigent and special circumstances. [Statutory Authority: RCW 
18.71.450, 18.71A.100, 18.71.017, and 18.71A.020. WSR 11-12-025, § 246-918-811, filed 
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5/24/11, effective 1/2/12.] Repealed by WSR 18-23-061, filed 11/16/18, effective 1/1/19. 
Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 297.

246-918-812 Consultation—Exemptions for the physician assistant. [Statutory Authority: RCW 
18.71.450, 18.71A.100, 18.71.017, and 18.71A.020. WSR 11-12-025, § 246-918-812, filed 
5/24/11, effective 1/2/12.] Repealed by WSR 18-23-061, filed 11/16/18, effective 1/1/19. 
Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 297.

246-918-813 Pain management specialist. [Statutory Authority: RCW 18.71.450, 18.71A.100, 18.71.017, 
and 18.71A.020. WSR 11-12-025, § 246-918-813, filed 5/24/11, effective 1/2/12.] Repealed 
by WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Authority: RCW 18.71.017, 
18.71.800, 18.71A.800 and 2017 c 297.

WAC 246-918-005  Definitions.  The definitions in this section 
apply throughout this chapter unless the context clearly requires oth-
erwise:

(1) "Commission" means the Washington medical commission.
(2) "Commission approved program" means a physician assistant 

program accredited by the committee on allied health education and ac-
creditation (CAHEA); the commission on accreditation of allied health 
education programs (CAAHEP); the accreditation review committee on ed-
ucation for the physician assistant (ARC-PA); or other substantially 
equivalent organization(s) approved by the commission.

(3) "Delegation agreement" means a mutually agreed upon plan, as 
detailed in WAC 246-918-055, between a sponsoring physician and physi-
cian assistant, which describes the manner and extent to which the 
physician assistant will practice and be supervised.

(4) "NCCPA" means National Commission on Certification of Physi-
cian Assistants.

(5) "Osteopathic physician" means an individual licensed under 
chapter 18.57 RCW.

(6) "Physician" means an individual licensed under chapter 18.71 
RCW.

(7) "Physician assistant" means a person who is licensed under 
chapter 18.71A RCW by the commission to practice medicine to a limited 
extent only under the supervision of a physician as defined in chapter 
18.71 RCW.

(a) "Certified physician assistant" means an individual who has 
successfully completed an accredited and commission approved physician 
assistant program and has passed the initial national boards examina-
tion administered by the National Commission on Certification of 
Physician Assistants (NCCPA).

(b) "Noncertified physician assistant" means an individual who:
(i) Successfully completed an accredited and commission approved 

physician assistant program, is eligible for the NCCPA examination, 
and was licensed in Washington state prior to July 1, 1999;

(ii) Is qualified based on work experience and education and was 
licensed prior to July 1, 1989;

(iii) Graduated from an international medical school and was li-
censed prior to July 1, 1989; or

(iv) Holds an interim permit issued pursuant to RCW 
18.71A.020(1).

(c) "Physician assistant-surgical assistant" means an individual 
who was licensed under chapter 18.71A RCW as a physician assistant be-
tween September 30, 1989, and December 31, 1989, to function in a 
limited extent as authorized in WAC 246-918-250 and 246-918-260.

(8) "Remote site" means a setting physically separate from the 
sponsoring or supervising physician's primary place for meeting pa-
tients or a setting where the physician is present less than twenty-
five percent of the practice time of the licensee.
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(9) "Supervising physician" means a sponsoring or alternate 
physician providing clinical oversight for a physician assistant.

(a) "Sponsoring physician" means any physician licensed under 
chapter 18.71 RCW and identified in a delegation agreement as provid-
ing primary clinical and administrative oversight for a physician as-
sistant.

(b) "Alternate physician" means any physician licensed under 
chapter 18.71 or 18.57 RCW who provides clinical oversight of a physi-
cian assistant in place of or in addition to the sponsoring physician.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2019 c 55. WSR 20-08-069, § 246-918-005, filed 3/26/20, effective 
4/26/20. Statutory Authority: RCW 18.71.017, 18.130.050, chapter 
18.71A RCW, and 2013 c 203. WSR 15-04-122, § 246-918-005, filed 
2/3/15, effective 3/6/15. Statutory Authority: RCW 18.71.017, 
18.71.050 and chapter 18.71 RCW. WSR 01-18-085, § 246-918-005, filed 
9/5/01, effective 10/6/01. Statutory Authority: RCW 18.71.017 and 
18.71A.020. WSR 96-03-073, § 246-918-005, filed 1/17/96, effective 
2/17/96. Statutory Authority: RCW 18.71A.020 and 18.71.060. WSR 
93-21-016, § 246-918-005, filed 10/11/93, effective 11/11/93. Statuto-
ry Authority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 
246-918-005, filed 6/3/92, effective 7/4/92.]

WAC 246-918-007  Application withdrawals.  An applicant for a li-
cense or interim permit may not withdraw his or her application if 
grounds for denial exist.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-007, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017, 18.71.050 and chapter 
18.71 RCW. WSR 01-18-085, § 246-918-007, filed 9/5/01, effective 
10/6/01. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-007, filed 1/17/96, effective 2/17/96. Statutory 
Authority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-007, 
filed 6/3/92, effective 7/4/92.]

WAC 246-918-035  Prescriptions.  (1) A physician assistant may 
prescribe, order, administer, and dispense legend drugs and Schedule 
II, III, IV, or V controlled substances consistent with the scope of 
practice in an approved delegation agreement provided:

(a) The physician assistant has an active DEA registration; and
(b) All prescriptions comply with state and federal prescription 

regulations.
(2) If a supervising physician's prescribing privileges have been 

limited by state or federal actions, the physician assistant will be 
similarly limited in his or her prescribing privileges, unless other-
wise authorized in writing by the commission.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-035, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-035, filed 1/17/96, effective 2/17/96. Statutory 
Authority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-035, 
filed 6/3/92, effective 7/4/92. Statutory Authority: RCW 18.71A.020. 
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WSR 91-08-007 (Order 153B), § 246-918-035, filed 3/26/91, effective 
4/26/91.]

WAC 246-918-050  Physician assistant qualifications for interim 
permits.  An interim permit is a limited license. The permit allows an 
individual who has graduated from a commission approved program within 
the previous twelve months to practice prior to successfully passing 
the commission approved licensing examination.

(1) An individual applying to the commission for an interim per-
mit under RCW 18.71A.020(1) must have graduated from an accredited 
commission approved physician assistant program.

(2) An interim permit is valid for one year from completion of a 
commission approved physician assistant training program. The interim 
permit may not be renewed.

(3) An applicant for a physician assistant interim permit must 
submit to the commission:

(a) A completed application on forms provided by the commission;
(b) Applicable fees as specified in WAC 246-918-990; and
(c) Requirements as specified in WAC 246-918-080.
(4) An interim permit holder may not work in a remote site.

[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-050, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017, 18.71.050 and chapter 
18.71 RCW. WSR 01-18-085, § 246-918-050, filed 9/5/01, effective 
10/6/01. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-050, filed 1/17/96, effective 2/17/96. Statutory 
Authority: RCW 18.71.017. WSR 91-06-030 (Order 147B), recodified as § 
246-918-050, filed 2/26/91, effective 3/29/91. Statutory Authority: 
RCW 18.71A.020. WSR 89-20-023, § 308-52-165, filed 9/27/89, effective 
10/28/89.]

WAC 246-918-055  Delegation agreements.  (1) The physician assis-
tant and sponsoring physician must submit a joint delegation agreement 
on forms provided by the commission. A physician assistant may not be-
gin practicing without written commission approval of a delegation 
agreement.

(2) The delegation agreement must specify:
(a) The names and Washington state license numbers of the spon-

soring physician and alternate physician, if any. In the case of a 
group practice, the alternate physicians do not need to be individual-
ly identified;

(b) A detailed description of the scope of practice of the physi-
cian assistant;

(c) A description of the supervision process for the practice; 
and

(d) The location of the primary practice and all remote sites and 
the amount of time spent by the physician assistant at each site.

(3) The sponsoring physician and the physician assistant shall 
determine which services may be performed and the degree of supervi-
sion under which the physician assistant performs the services.

(4) The physician assistant's scope of practice may not exceed 
the scope of practice of the supervising physician.

(5) A physician assistant practicing in a multispecialty group or 
organization may need more than one delegation agreement depending on 

Certified on 4/23/2020 Page 7



the physician assistant's training and the scope of practice of the 
physician(s) the physician assistant will be working with.

(6) It is the joint responsibility of the physician assistant and 
the supervising physician(s) to notify the commission in writing of 
any significant changes in the scope of practice of the physician as-
sistant. The commission or its designee will evaluate the changes and 
determine whether a new delegation agreement is required.

(7) A physician may enter into delegation agreements with up to 
five physician assistants, but may petition the commission for a waiv-
er of this limit. However, no physician may have under his or her su-
pervision:

(a) More than three physician assistants who are working in re-
mote sites as provided in WAC 246-918-120; or

(b) More physician assistants than the physician can adequately 
supervise.

(8) Within thirty days of termination of the working relation-
ship, the sponsoring physician or the physician assistant shall submit 
a letter to the commission indicating the relationship has been termi-
nated.

(9) Whenever a physician assistant is practicing in a manner in-
consistent with the approved delegation agreement, the commission may 
take disciplinary action under chapter 18.130 RCW.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-055, filed 2/3/15, effective 
3/6/15.]

WAC 246-918-075  Background check—Temporary practice permit. 
The commission may issue a temporary practice permit when the appli-
cant has met all other licensure requirements, except the national 
criminal background check requirement. The applicant must not be sub-
ject to denial of a license or issuance of a conditional license under 
this chapter.

(1) If there are no violations identified in the Washington crim-
inal background check and the applicant meets all other licensure con-
ditions, including receipt by the department of health of a completed 
Federal Bureau of Investigation (FBI) fingerprint card, the commission 
may issue a temporary practice permit allowing time to complete the 
national criminal background check requirements.

A temporary practice permit that is issued by the commission is 
valid for six months. A one-time extension of six months may be gran-
ted if the national background check report has not been received by 
the commission.

(2) The temporary practice permit allows the applicant to work in 
the state of Washington as a physician assistant during the time peri-
od specified on the permit. The temporary practice permit is a license 
to practice medicine as a physician assistant provided that the tempo-
rary practice permit holder has a delegation agreement approved by the 
commission.

(3) The commission issues a license after it receives the nation-
al background check report if the report is negative and the applicant 
otherwise meets the requirements for a license.

(4) The temporary practice permit is no longer valid after the 
license is issued or the application for a full license is denied.

Certified on 4/23/2020 Page 8



[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-075, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.130.064 and 18.130.075. WSR 
10-05-029, § 246-918-075, filed 2/9/10, effective 2/11/10.]

WAC 246-918-076  How to obtain a temporary practice permit—Mili-
tary spouse.  A military spouse or state registered domestic partner 
of a military person may receive a temporary practice permit while 
completing any specific additional requirements that are not related 
to training or practice standards for physician assistants.

(1) A temporary practice permit may be issued to an applicant who 
is a military spouse or state registered domestic partner of a milita-
ry person and:

(a) Is moving to Washington as a result of the military person's 
transfer to Washington;

(b) Left employment in another state to accompany the military 
person to Washington;

(c) Holds an unrestricted, active license in another state that 
has substantially equivalent licensing standards for  a physician as-
sistant to those in Washington; and

(d) Is not subject to any pending investigation, charges, or dis-
ciplinary action by the regulatory body of the other state or states.

(2) A temporary practice permit grants the individual the full 
scope of practice for the physician assistant.

(3) A temporary practice permit expires when any one of the fol-
lowing occurs:

(a) The license is granted;
(b) A notice of decision on the application is mailed to the ap-

plicant, unless the notice of decision on the application specifically 
extends the duration of the temporary practice permit; or

(c) One hundred eighty days after the temporary practice permit 
is issued.

(4) To receive a temporary practice permit, the applicant must:
(a) Submit to the commission the necessary application, fee(s), 

fingerprint card if required, and documentation for the license;
(b) Attest on the application that the applicant left employment 

in another state to accompany the military person;
(c) Meet all requirements and qualifications for the license that 

are specific to the training, education, and practice standards for 
physician assistants;

(d) Provide verification of having an active unrestricted license 
in the same profession from another state that has substantially 
equivalent licensing standards as a physician assistant in Washington;

(e) Submit a copy of the military person's orders and a copy of:
(i) The military-issued identification card showing the military 

person's information and the applicant's relationship to the military 
person;

(ii) A marriage license; or
(iii) A state registered domestic partnership; and
(f) Submit a written request for a temporary practice permit.
(5) For the purposes of this section:
(a) "Military spouse" means the husband, wife, or registered do-

mestic partner of a military person.
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(b) "Military person" means a person serving in the United States 
armed forces, the United States public health service commissioned 
corps, or the merchant marine of the United States.
[Statutory Authority: RCW 18.71A.020 and 18.340.020. WSR 17-18-097, § 
246-918-076, filed 9/6/17, effective 10/7/17.]

WAC 246-918-080  Physician assistant—Requirements for licensure. 
(1) Except for a physician assistant licensed prior to July 1, 1999, 
individuals applying to the commission for licensure as a physician 
assistant must have graduated from an accredited commission approved 
physician assistant program and successfully passed the NCCPA examina-
tion.

(2) An applicant for licensure as a physician assistant must sub-
mit to the commission:

(a) A completed application on forms provided by the commission;
(b) Proof the applicant has completed an accredited commission 

approved physician assistant program and successfully passed the NCCPA 
examination;

(c) All applicable fees as specified in WAC 246-918-990;
(d) Proof of completion of four clock hours of AIDS education as 

required in chapter 246-12 WAC, Part 8; and
(e) Other information required by the commission.
(3) The commission will only consider complete applications with 

all supporting documents for licensure.
(4) A physician assistant may not begin practicing without writ-

ten commission approval of a delegation agreement.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-080, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017, 18.71.050 and chapter 
18.71 RCW. WSR 01-18-085, § 246-918-080, filed 9/5/01, effective 
10/6/01. Statutory Authority: RCW 43.70.280. WSR 98-05-060, § 
246-918-080, filed 2/13/98, effective 3/16/98. Statutory Authority: 
RCW 18.71.017 and 18.71A.020. WSR 96-03-073, § 246-918-080, filed 
1/17/96, effective 2/17/96. Statutory Authority: RCW 18.71.017. WSR 
91-06-030 (Order 147B), recodified as § 246-918-080, filed 2/26/91, 
effective 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 89-06-077 
(Order PM 822), § 308-52-139, filed 3/1/89. Statutory Authority: RCW 
18.71.017 and 18.71A.020. WSR 88-21-047 (Order PM 782), § 308-52-139, 
filed 10/13/88. Statutory Authority: RCW 18.71A.020. WSR 88-06-008 
(Order PM 706), § 308-52-139, filed 2/23/88; WSR 86-12-031 (Order PM 
599), § 308-52-139, filed 5/29/86; WSR 82-24-013 (Order PL 412), § 
308-52-139, filed 11/19/82; WSR 81-03-078 (Order PL 368), § 
308-52-139, filed 1/21/81; WSR 80-15-031 (Order PL-353), § 308-52-139, 
filed 10/8/80; WSR 78-04-029 (Order PL 285, Resolution No. 78-140), § 
308-52-139, filed 3/14/78.]

WAC 246-918-081  How to return to active status when a license 
has expired.  (1) To return to active status the physician assistant 
must meet the requirements of chapter 246-12 WAC, Part 2, which in-
cludes paying the applicable fees under WAC 246-918-990 and meeting 
the continuing medical education requirements under WAC 246-918-180.
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(2) If the license has expired for over three years, the physi-
cian assistant must meet requirements in subsection (1) of this sec-
tion and the current licensure requirements under WAC 246-918-080.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-081, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 43.70.280. WSR 98-05-060, § 
246-918-081, filed 2/13/98, effective 3/16/98.]

WAC 246-918-082  Requirements for obtaining an allopathic physi-
cian assistant license for those who hold an active osteopathic physi-
cian assistant license.  A person who holds a full, active, unrestric-
ted osteopathic physician assistant license that is in good standing 
issued by the Washington state board of osteopathic medicine and sur-
gery and meets current licensing requirements may apply for licensure 
as an allopathic physician assistant through an abbreviated applica-
tion process.

(1) An applicant for an allopathic physician assistant license 
must:

(a) Hold an active, unrestricted license as an osteopathic physi-
cian assistant issued by the Washington state board of osteopathic 
medicine and surgery;

(b) Submit a completed application on forms provided by the com-
mission; and

(c) Submit any fees required under WAC 246-918-990.
(2) An allopathic physician assistant may not begin practice 

without written commission approval of the delegation agreement.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-082, filed 2/3/15, effective 
3/6/15.]

WAC 246-918-095  Scope of practice—Osteopathic alternate physi-
cian.  The physician assistant shall practice under the delegation 
agreement and prescriptive authority approved by the commission wheth-
er the alternate supervising physician is licensed as an osteopathic 
physician under chapter 18.57 RCW or an allopathic physician under 
chapter 18.71 RCW.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-095, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-095, filed 1/17/96, effective 2/17/96. Statutory 
Authority: RCW 18.71A.020, 18.71A.040 and 18.130.186(2). WSR 
94-15-065, § 246-918-095, filed 7/19/94, effective 8/19/94.]

WAC 246-918-105  Practice limitations due to disciplinary action. 
(1) To the extent a supervising physician's prescribing privileges 
have been limited by any state or federal authority, either involun-
tarily or by the physician's agreement to such limitation, the physi-
cian assistant will be similarly limited in his or her prescribing 
privileges, unless otherwise authorized in writing by the commission.
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(2) The physician assistant shall notify their sponsoring physi-
cian whenever the physician assistant is the subject of an investiga-
tion or disciplinary action by the commission. The commission may no-
tify the sponsoring physician or other supervising physicians of such 
matters as appropriate.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-105, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71A.020, 18.71A.040 and 
18.130.186(2). WSR 94-15-065, § 246-918-105, filed 7/19/94, effective 
8/19/94.]

WAC 246-918-120  Remote site.  (1) A physician assistant may not 
work in a remote site without approval of the commission or its desig-
nee. A physician may not supervise more than three physician assis-
tants who are working in remote sites, or more physician assistants 
than the physician can adequately supervise.

(2) The commission or its designee may grant the use of a physi-
cian assistant in a remote site if:

(a) There is a demonstrated need for such use;
(b) Adequate provision for timely communication exists between 

the supervising physician and the physician assistant;
(c) The supervising physician spends at least ten percent of the 

practice time of the physician assistant in the remote site. In the 
case of part time or unique practice settings, the physician may peti-
tion the commission to modify the on-site requirement providing the 
supervising physician demonstrates that adequate supervision is being 
maintained by an alternate method including, but not limited to, tele-
communication. The commission will consider each request on an indi-
vidual basis.

(3) The names of the supervising physician and the physician as-
sistant must be prominently displayed at the entrance to the clinic or 
in the reception area of the remote site.

(4) A physician assistant holding an interim permit may not work 
in a remote site.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-120, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71A.020 and chapter 18.71A RCW. 
WSR 04-11-100, § 246-918-120, filed 5/19/04, effective 6/30/04. Statu-
tory Authority: RCW 18.71.017 and 18.71A.020. WSR 96-03-073, § 
246-918-120, filed 1/17/96, effective 2/17/96. Statutory Authority: 
RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-120, filed 
6/3/92, effective 7/4/92; WSR 91-06-030 (Order 147B), recodified as § 
246-918-120, filed 2/26/91, effective 3/29/91. Statutory Authority: 
RCW 18.71A.020. WSR 88-06-008 (Order PM 706), § 308-52-147, filed 
2/23/88.]

WAC 246-918-125  Use of laser, light, radiofrequency, and plasma 
devices as applied to the skin.  (1) For the purposes of this rule, 
laser, light, radiofrequency, and plasma devices (hereafter LLRP devi-
ces) are medical devices that:

(a) Use a laser, noncoherent light, intense pulsed light, radio-
frequency, or plasma to topically penetrate skin and alter human tis-
sue; and
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(b) Are classified by the federal Food and Drug Administration as 
prescription devices.

(2) Because an LLRP device penetrates and alters human tissue, 
the use of an LLRP device is the practice of medicine under RCW 
18.71.011. The use of an LLRP device can result in complications such 
as visual impairment, blindness, inflammation, burns, scarring, hypo-
pigmentation and hyperpigmentation.

(3) Use of medical devices using any form of energy to penetrate 
or alter human tissue for a purpose other than the purpose set forth 
in subsection (1) of this section constitutes surgery and is outside 
the scope of this section.
PHYSICIAN ASSISTANT RESPONSIBILITIES

(4) A physician assistant must be appropriately trained in the 
physics, safety and techniques of using LLRP devices prior to using 
such a device, and must remain competent for as long as the device is 
used.

(5) A physician assistant may use an LLRP device so long as it is 
with the consent of the sponsoring or supervising physician, it is in 
compliance with the practice arrangement plan approved by the commis-
sion, and it is in accordance with standard medical practice.

(6) Prior to authorizing treatment with an LLRP device, a physi-
cian assistant must take a history, perform an appropriate physical 
examination, make an appropriate diagnosis, recommend appropriate 
treatment, obtain the patient's informed consent (including informing 
the patient that a nonphysician may operate the device), provide in-
structions for emergency and follow-up care, and prepare an appropri-
ate medical record.
PHYSICIAN ASSISTANT DELEGATION OF LLRP TREATMENT

(7) A physician assistant who meets the above requirements may 
delegate an LLRP device procedure to a properly trained and licensed 
professional, whose licensure and scope of practice allow the use of 
an LLRP device provided all the following conditions are met:

(a) The treatment in no way involves surgery as that term is un-
derstood in the practice of medicine;

(b) Such delegated use falls within the supervised professional's 
lawful scope of practice;

(c) The LLRP device is not used on the globe of the eye; and
(d) The supervised professional has appropriate training in, at a 

minimum, application techniques of each LLRP device, cutaneous medi-
cine, indications and contraindications for such procedures, preproce-
dural and postprocedural care, potential complications and infectious 
disease control involved with each treatment.

(e) The delegating physician assistant has written office proto-
col for the supervised professional to follow in using the LLRP de-
vice. A written office protocol must include at a minimum the follow-
ing:

(i) The identity of the individual physician assistant authorized 
to use the device and responsible for the delegation of the procedure;

(ii) A statement of the activities, decision criteria, and plan 
the supervised professional must follow when performing procedures 
delegated pursuant to this rule;

(iii) Selection criteria to screen patients for the appropriate-
ness of treatments;

(iv) Identification of devices and settings to be used for pa-
tients who meet selection criteria;
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(v) Methods by which the specified device is to be operated and 
maintained;

(vi) A description of appropriate care and follow-up for common 
complications, serious injury, or emergencies; and

(vii) A statement of the activities, decision criteria, and plan 
the supervised professional shall follow when performing delegated 
procedures, including the method for documenting decisions made and a 
plan for communication or feedback to the authorizing physician assis-
tant concerning specific decisions made. Documentation shall be recor-
ded after each procedure, and may be performed on the patient's record 
or medical chart.

(f) The physician assistant is responsible for ensuring that the 
supervised professional uses the LLRP device only in accordance with 
the written office protocol, and does not exercise independent medical 
judgment when using the device.

(g) The physician assistant shall be on the immediate premises 
during any use of an LLRP device and be able to treat complications, 
provide consultation, or resolve problems, if indicated.
[Statutory Authority: RCW 18.71.017, 18.71A.020 and 18.130.050(12). 
WSR 07-03-177, § 246-918-125, filed 1/24/07, effective 3/1/07.]

WAC 246-918-126  Nonsurgical medical cosmetic procedures.  (1) 
The purpose of this rule is to establish the duties and responsibili-
ties of a physician assistant who injects medication or substances for 
cosmetic purposes or uses prescription devices for cosmetic purposes. 
These procedures can result in complications such as visual impair-
ment, blindness, inflammation, burns, scarring, disfiguration, hypo-
pigmentation and hyperpigmentation. The performance of these proce-
dures is the practice of medicine under RCW 18.71.011.

(2) This section does not apply to:
(a) Surgery;
(b) The use of prescription lasers, noncoherent light, intense 

pulsed light, radiofrequency, or plasma as applied to the skin; this 
is covered in WAC 246-919-605 and 246-918-125;

(c) The practice of a profession by a licensed health care pro-
fessional under methods or means within the scope of practice permit-
ted by such license;

(d) The use of nonprescription devices; and
(e) Intravenous therapy.
(3) Definitions. These definitions apply throughout this section 

unless the context clearly requires otherwise.
(a) "Nonsurgical medical cosmetic procedure" means a procedure or 

treatment that involves the injection of a medication or substance for 
cosmetic purposes, or the use of a prescription device for cosmetic 
purposes. Laser, light, radiofrequency and plasma devices that are 
used to topically penetrate the skin are devices used for cosmetic 
purposes, but are excluded under subsection (2)(b) of this section, 
and are covered by WAC 246-919-605 and 246-918-125.

(b) "Physician" means an individual licensed under chapter 18.71 
RCW.

(c) "Physician assistant" means an individual licensed under 
chapter 18.71A RCW.

(d) "Prescription device" means a device that the federal Food 
and Drug Administration has designated as a prescription device, and 
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can be sold only to persons with prescriptive authority in the state 
in which they reside.
PHYSICIAN ASSISTANT RESPONSIBILITIES

(4) A physician assistant may perform a nonsurgical medical cos-
metic procedure only after the commission approves a practice plan 
permitting the physician assistant to perform such procedures. A 
physician assistant must ensure that the supervising or sponsoring 
physician is in full compliance with WAC 246-919-606.

(5) A physician assistant may not perform a nonsurgical cosmetic 
procedure unless his or her supervising or sponsoring physician is 
fully and appropriately trained to perform that same procedure.

(6) Prior to performing a nonsurgical medical cosmetic procedure, 
a physician assistant must have appropriate training in, at a minimum:

(a) Techniques for each procedure;
(b) Cutaneous medicine;
(c) Indications and contraindications for each procedure;
(d) Preprocedural and postprocedural care;
(e) Recognition and acute management of potential complications 

that may result from the procedure; and
(f) Infectious disease control involved with each treatment.
(7) The physician assistant must keep a record of his or her 

training in the office and available for review upon request by a pa-
tient or a representative of the commission.

(8) Prior to performing a nonsurgical medical cosmetic procedure, 
either the physician assistant or the delegating physician must:

(a) Take a history;
(b) Perform an appropriate physical examination;
(c) Make an appropriate diagnosis;
(d) Recommend appropriate treatment;
(e) Obtain the patient's informed consent including disclosing 

the credentials of the person who will perform the procedure;
(f) Provide instructions for emergency and follow-up care; and
(g) Prepare an appropriate medical record.
(9) The physician assistant must ensure that there is a written 

office protocol for performing the nonsurgical medical cosmetic proce-
dure. A written office protocol must include, at a minimum, the fol-
lowing:

(a) A statement of the activities, decision criteria, and plan 
the physician assistant must follow when performing procedures under 
this rule;

(b) Selection criteria to screen patients for the appropriateness 
of treatment;

(c) A description of appropriate care and follow-up for common 
complications, serious injury, or emergencies; and

(d) A statement of the activities, decision criteria, and plan 
the physician assistant must follow if performing a procedure delega-
ted by a physician pursuant to WAC 246-919-606, including the method 
for documenting decisions made and a plan for communication or feed-
back to the authorizing physician concerning specific decisions made.

(10) A physician assistant may not delegate the performance of a 
nonsurgical medical cosmetic procedure to another individual.

(11) A physician assistant may perform a nonsurgical medical cos-
metic procedure that uses a medication or substance that the federal 
Food and Drug Administration has not approved, or that the federal 
Food and Drug Administration has not approved for the particular pur-
pose for which it is used, so long as the physician assistant's spon-
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soring or supervising physician is on-site during the entire proce-
dure.

(12) A physician assistant may perform a nonsurgical medical cos-
metic procedure at a remote site. A physician assistant must comply 
with the established regulations governing physician assistants work-
ing in remote sites, including obtaining commission approval to work 
in a remote site under WAC 246-918-120.

(13) A physician assistant must ensure that each treatment is 
documented in the patient's medical record.

(14) A physician assistant may not sell or give a prescription 
device to an individual who does not possess prescriptive authority in 
the state in which the individual resides or practices.

(15) A physician assistant must ensure that all equipment used 
for procedures covered by this section is inspected, calibrated, and 
certified as safe according to the manufacturer's specifications.

(16) A physician assistant must participate in a quality assur-
ance program required of the supervising or sponsoring physician under 
WAC 246-919-606.
[Statutory Authority: RCW 18.71.017, 18.71A.020 and 18.130.050(4). WSR 
10-11-001, § 246-918-126, filed 5/5/10, effective 6/5/10.]

WAC 246-918-130  Physician assistant identification.  (1) A 
physician assistant must clearly identify himself or herself as a 
physician assistant and must appropriately display on his or her per-
son identification as a physician assistant.

(2) A physician assistant must not present himself or herself in 
any manner which would tend to mislead the public as to his or her ti-
tle.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-130, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-130, filed 1/17/96, effective 2/17/96. Statutory 
Authority: RCW 18.71.017. WSR 92-12-089 (Order 278B), § 246-918-130, 
filed 6/3/92, effective 7/4/92; WSR 91-06-030 (Order 147B), recodified 
as § 246-918-130, filed 2/26/91, effective 3/29/91. Statutory Authori-
ty: RCW 18.71A.020. WSR 88-06-008 (Order PM 706), § 308-52-148, filed 
2/23/88.]

WAC 246-918-171  Renewal and continuing medical education cycle. 
(1) Under WAC 246-12-020, an initial credential issued within ninety 
days of the physician assistant's birthday does not expire until the 
physician assistant's next birthday.

(2) A physician assistant must renew his or her license every two 
years on his or her birthday. Renewal fees are accepted no sooner than 
ninety days prior to the expiration date.

(3) Each physician assistant will have two years to meet the con-
tinuing medical education requirements in WAC 246-918-180. The review 
period begins on the first birthday after receiving the initial li-
cense.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-171, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017, 18.130.050(1), 
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18.130.040(4), 18.130.050(12) and 18.130.340. WSR 99-23-090, § 
246-918-171, filed 11/16/99, effective 1/1/00.]

WAC 246-918-175  Retired active license.  (1) To obtain a retired 
active license a physician assistant must comply with chapter 246-12 
WAC, Part 5, excluding WAC 246-12-120 (2)(c) and (d).

(2) A physician assistant with a retired active license must have 
a delegation agreement approved by the commission in order to practice 
except when serving as a "covered volunteer emergency worker" as de-
fined in RCW 38.52.180 (5)(a) and engaged in authorized emergency man-
agement activities.

(3) A physician assistant with a retired active license may not 
receive compensation for health care services.

(4) A physician assistant with a retired active license may prac-
tice under the following conditions:

(a) In emergent circumstances calling for immediate action; or
(b) Intermittent circumstances on a part-time or full-time non-

permanent basis.
(5) A retired active license expires every two years on the li-

cense holder's birthday. Retired active credential renewal fees are 
accepted no sooner than ninety days prior to the expiration date.

(6) A physician assistant with a retired active license shall re-
port one hundred hours of continuing education at every renewal.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-175, filed 2/3/15, effective 
3/6/15.]

WAC 246-918-180  Continuing medical education requirements.  (1) 
A physician assistant must complete one hundred hours of continuing 
education every two years as required in chapter 246-12 WAC, Part 7, 
which may be audited for compliance at the discretion of the commis-
sion.

(2) In lieu of one hundred hours of continuing medical education 
the commission will accept:

(a) Current certification with the NCCPA; or
(b) Compliance with a continuing maintenance of competency pro-

gram through the American Academy of Physician Assistants (AAPA) or 
the NCCPA; or

(c) Other programs approved by the commission.
(3) The commission approves the following categories of credita-

ble continuing medical education. A minimum of forty credit hours must 
be earned in Category I.
Category I Continuing medical education activities with accredited 

sponsorship
Category II Continuing medical education activities with 

nonaccredited sponsorship and other meritorious learning 
experience.

(4) The commission adopts the standards approved by the AAPA for 
the evaluation of continuing medical education requirements in deter-
mining the acceptance and category of any continuing medical education 
experience.

(5) A physician assistant does not need prior approval of any 
continuing medical education. The commission will accept any continu-
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ing medical education that reasonably falls within the requirements of 
this section and relies upon each physician assistant's integrity to 
comply with these requirements.

(6) A continuing medical education sponsor does not need to apply 
for or expect to receive prior commission approval for a formal con-
tinuing medical education program. The continuing medical education 
category will depend solely upon the accredited status of the organi-
zation or institution. The number of hours may be determined by count-
ing the contact hours of instruction and rounding to the nearest quar-
ter hour. The commission relies upon the integrity of the program 
sponsors to present continuing medical education for the physician as-
sistant that constitutes a meritorious learning experience.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-180, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 43.70.280. WSR 98-05-060, § 
246-918-180, filed 2/13/98, effective 3/16/98. Statutory Authority: 
RCW 18.71.017 and 18.71A.020. WSR 96-03-073, § 246-918-180, filed 
1/17/96, effective 2/17/96. Statutory Authority: RCW 18.71.017. WSR 
92-12-089 (Order 278B), § 246-918-180, filed 6/3/92, effective 7/4/92; 
WSR 91-06-030 (Order 147B), recodified as § 246-918-180, filed 
2/26/91, effective 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 
82-03-022 (Order PL 390), § 308-52-201, filed 1/14/82; WSR 81-03-078 
(Order PL 368), § 308-52-201, filed 1/21/81.]

WAC 246-918-185  Training in suicide assessment, treatment, and 
management.  (1) A licensed physician assistant must complete a one-
time training in suicide assessment, treatment, and management. The 
training must be at least six hours in length and may be completed in 
one or more sessions.

(2) The training must be completed by the end of the first full 
continuing education reporting period after January 1, 2016, or during 
the first full continuing education period after initial licensure, 
whichever occurs later, or during the first full continuing education 
reporting period after the exemption in subsection (6) of this section 
no longer applies. The commission accepts training completed between 
June 12, 2014, and January 1, 2016, that meets the requirements of RCW 
43.70.442 as meeting the one-time training requirement.

(3) Until July 1, 2017, the commission must approve the training. 
The commission will approve an empirically supported training in sui-
cide assessment, suicide treatment, and suicide management that meets 
the requirements of RCW 43.70.442.

(4) Beginning July 1, 2017, the training must be on the model 
list developed by the department of health under RCW 43.70.442. The 
establishment of the model list does not affect the validity of train-
ing completed prior to July 1, 2017.

(5) The hours spent completing training in suicide assessment, 
treatment, and management count toward meeting applicable continuing 
education requirements in the same category specified in WAC 
246-918-180.

(6) The commission exempts any licensed physician assistant from 
the training requirements of this section if the physician assistant 
has only brief or limited patient contact, or no patient contact.
[Statutory Authority: RCW 18.71.017 and 43.70.442. WSR 17-07-044, § 
246-918-185, filed 3/8/17, effective 4/8/17.]
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WAC 246-918-250  Basic physician assistant-surgical assistant 
(PASA) duties.  The physician assistant-surgical assistant (PASA) who 
is not eligible to take the NCCPA certifying exam shall:

(1) Function only in the operating room as approved by the com-
mission;

(2) Only be allowed to close skin and subcutaneous tissue, plac-
ing suture ligatures, clamping, tying and clipping of blood vessels, 
and cauterizing for hemostasis under direct supervision;

(3) Only be allowed to assist the operating surgeon. The PASA may 
not perform any independent surgical procedures, even under direct su-
pervision;

(4) Have no prescriptive authority; and
(5) Only write operative notes. The PASA may not write any pro-

gress notes or order(s) on hospitalized patients.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-250, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-250, filed 1/17/96, effective 2/17/96. Statutory 
Authority: RCW 18.71A.020 and 18.71.060. WSR 93-21-016, § 246-918-250, 
filed 10/11/93, effective 11/11/93. Statutory Authority: RCW 
18.71.017. WSR 92-12-089 (Order 278B), § 246-918-250, filed 6/3/92, 
effective 7/4/92; WSR 91-06-030 (Order 147B), recodified as § 
246-918-250, filed 2/26/91, effective 3/29/91. Statutory Authority: 
RCW 18.71A.020. WSR 89-13-002 (Order PM 850), § 308-52-650, filed 
6/8/89, effective 9/30/89.]

WAC 246-918-260  Physician assistant-surgical assistant (PASA)—
Use and supervision.  The following section applies to the physician 
assistant-surgical assistant (PASA) who is not eligible to take the 
NCCPA certification exam.

(1) Responsibility of PASA. The PASA is responsible for perform-
ing only those tasks authorized by the supervising physician(s) and 
within the scope of PASA practice described in WAC 246-918-250. The 
PASA is responsible for ensuring his or her compliance with the rules 
regulating PASA practice and failure to comply may constitute grounds 
for disciplinary action.

(2) Limitations, geographic. No PASA may be used in a place geo-
graphically separated from the institution in which the PASA and the 
supervising physician are authorized to practice.

(3) Responsibility of supervising physician(s). Each PASA shall 
perform those tasks he or she is authorized to perform only under the 
supervision and control of the supervising physician(s). Such supervi-
sion and control may not be construed to necessarily require the per-
sonal presence of the supervising physician at the place where the 
services are rendered. It is the responsibility of the supervising 
physician(s) to ensure that:

(a) The operating surgeon in each case directly supervises and 
reviews the work of the PASA. Such supervision and review shall in-
clude remaining in the surgical suite until the surgical procedure is 
complete;

(b) The PASA shall wear identification as a "physician assistant-
surgical assistant" or "PASA." In all written documents and other com-
munication modalities pertaining to his or her professional activities 
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as a PASA, the PASA shall clearly denominate his or her profession as 
a "physician assistant-surgical assistant" or "PASA";

(c) The PASA is not presented in any manner which would tend to 
mislead the public as to his or her title.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2013 c 203. WSR 15-04-122, § 246-918-260, filed 2/3/15, effective 
3/6/15. Statutory Authority: RCW 18.71.017 and 18.71A.020. WSR 
96-03-073, § 246-918-260, filed 1/17/96, effective 2/17/96. Statutory 
Authority: RCW 18.130.250. WSR 93-11-008 (Order 360B), § 246-918-260, 
filed 5/5/93, effective 6/5/93. Statutory Authority: RCW 18.71.017. 
WSR 92-12-089 (Order 278B), § 246-918-260, filed 6/3/92, effective 
7/4/92; WSR 91-06-030 (Order 147B), recodified as § 246-918-260, filed 
2/26/91, effective 3/29/91. Statutory Authority: RCW 18.71A.020. WSR 
89-13-002 (Order PM 850), § 308-52-660, filed 6/8/89, effective 
9/30/89.]

WAC 246-918-410  Sexual misconduct.  (1) The following defini-
tions apply throughout this section unless the context clearly re-
quires otherwise.

(a) "Patient" means a person who is receiving health care or 
treatment, or has received health care or treatment without a termina-
tion of the physician assistant-patient relationship. The determina-
tion of when a person is a patient is made on a case-by-case basis 
with consideration given to a number of factors, including the nature, 
extent and context of the professional relationship between the physi-
cian assistant and the person. The fact that a person is not actively 
receiving treatment or professional services is not the sole determin-
ing factor.

(b) "Physician assistant" means a person licensed to practice as 
a physician assistant under chapter 18.71A RCW.

(c) "Key third party" means a person in a close personal rela-
tionship with the patient and includes, but is not limited to, spou-
ses, partners, parents, siblings, children, guardians and proxies.

(2) A physician assistant shall not engage in sexual misconduct 
with a current patient or a key third party. A physician assistant en-
gages in sexual misconduct when he or she engages in the following be-
haviors with a patient or key third party:

(a) Sexual intercourse or genital to genital contact;
(b) Oral to genital contact;
(c) Genital to anal contact or oral to anal contact;
(d) Kissing in a romantic or sexual manner;
(e) Touching breasts, genitals or any sexualized body part for 

any purpose other than appropriate examination or treatment;
(f) Examination or touching of genitals without using gloves;
(g) Not allowing a patient the privacy to dress or undress;
(h) Encouraging the patient to masturbate in the presence of the 

physician assistant or masturbation by the physician assistant while 
the patient is present;

(i) Offering to provide practice-related services, such as medi-
cations, in exchange for sexual favors;

(j) Soliciting a date;
(k) Engaging in a conversation regarding the sexual history, 

preferences or fantasies of the physician assistant.
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(3) A physician assistant shall not engage in any of the conduct 
described in subsection (2) of this section with a former patient or 
key third party if the physician assistant:

(a) Uses or exploits the trust, knowledge, influence, or emotions 
derived from the professional relationship; or

(b) Uses or exploits privileged information or access to privi-
leged information to meet the physician assistant's personal or sexual 
needs.

(4) Sexual misconduct also includes sexual contact with any per-
son involving force, intimidation, or lack of consent; or a conviction 
of a sex offense as defined in RCW 9.94A.030.

(5) To determine whether a patient is a current patient or a for-
mer patient, the commission will analyze each case individually, and 
will consider a number of factors, including, but not limited to, the 
following:

(a) Documentation of formal termination;
(b) Transfer of the patient's care to another health care provid-

er;
(c) The length of time that has passed;
(d) The length of time of the professional relationship;
(e) The extent to which the patient has confided personal or pri-

vate information to the physician assistant;
(f) The nature of the patient's health problem;
(g) The degree of emotional dependence and vulnerability.
(6) This section does not prohibit conduct that is required for 

medically recognized diagnostic or treatment purposes if the conduct 
meets the standard of care appropriate to the diagnostic or treatment 
situation.

(7) It is not a defense that the patient, former patient, or key 
third party initiated or consented to the conduct, or that the conduct 
occurred outside the professional setting.

(8) A violation of any provision of this rule shall constitute 
grounds for disciplinary action.
[Statutory Authority: RCW 18.71.017, 18.130.062, and Executive Order 
06-03. WSR 16-06-009, § 246-918-410, filed 2/18/16, effective 3/20/16. 
Statutory Authority: RCW 18.130.180, 18.71.017, and 18.71A.020. WSR 
06-03-028, § 246-918-410, filed 1/9/06, effective 2/9/06.]

WAC 246-918-420  Abuse.  (1) A physician assistant commits unpro-
fessional conduct if the physician assistant abuses a patient. A 
physician assistant abuses a patient when he or she:

(a) Makes statements regarding the patient's body, appearance, 
sexual history, or sexual orientation that have no legitimate medical 
or therapeutic purpose;

(b) Removes a patient's clothing or gown without consent;
(c) Fails to treat an unconscious or deceased patient's body or 

property respectfully; or
(d) Engages in any conduct, whether verbal or physical, which un-

reasonably demeans, humiliates, embarrasses, threatens, or harms a pa-
tient.

(2) A violation of any provision of this rule shall constitute 
grounds for disciplinary action.
[Statutory Authority: RCW 18.130.180, 18.71.017, and 18.71A.020. WSR 
06-03-028, § 246-918-420, filed 1/9/06, effective 2/9/06.]

Certified on 4/23/2020 Page 21



OPIOID PRESCRIBING—GENERAL PROVISIONS

WAC 246-918-800  Intent and scope.  The rules in WAC 246-918-800 
through 246-918-935 govern the prescribing of opioids in the treatment 
of pain.

The commission recognizes that principles of quality medical 
practice dictate that the people of the state of Washington have ac-
cess to appropriate and effective pain relief. The appropriate appli-
cation of up-to-date knowledge and treatment modalities can serve to 
improve the quality of life for those patients who suffer from pain as 
well as reduce the morbidity, mortality, and costs associated with un-
treated or inappropriately treated pain. For the purposes of these 
rules, the inappropriate treatment of pain includes nontreatment, un-
dertreatment, overtreatment, and the continued use of ineffective 
treatments.

The diagnosis and treatment of pain is integral to the practice 
of medicine. The commission encourages physician assistants to view 
pain management as a part of quality medical practice for all patients 
with pain, including acute, perioperative, subacute, and chronic pain. 
All physician assistants should become knowledgeable about assessing 
patients' pain and effective methods of pain treatment, as well as 
statutory requirements for prescribing opioids, including co-occurring 
prescriptions. Accordingly, these rules clarify the commission's posi-
tion on pain control, particularly as related to the use of controlled 
substances, to alleviate physician assistant uncertainty and to en-
courage better pain management.

Inappropriate pain treatment may result from a physician assis-
tant's lack of knowledge about pain management. Fears of investigation 
or sanction by federal, state, or local agencies may also result in 
inappropriate treatment of pain. Appropriate pain management is the 
treating physician assistant's responsibility. As such, the commission 
will consider the inappropriate treatment of pain to be a departure 
from standards of practice and will investigate such allegations, rec-
ognizing that some types of pain cannot be completely relieved, and 
taking into account whether the treatment is appropriate for the diag-
nosis.

The commission recognizes that controlled substances including 
opioids may be essential in the treatment of acute, subacute, perio-
perative, or chronic pain due to disease, illness, trauma, or surgery. 
The commission will refer to current clinical practice guidelines and 
expert review in approaching cases involving management of pain. The 
medical management of pain should consider current clinical knowledge 
and scientific research and the use of pharmacologic and nonpharmaco-
logic modalities according to the judgment of the physician assistant. 
Pain should be assessed and treated promptly, and the quantity and 
frequency of doses should be adjusted according to the intensity, du-
ration, impact of the pain, and treatment outcomes. Physician assis-
tants should recognize that tolerance and physical dependence are nor-
mal consequences of sustained use of opioids and are not the same as 
opioid use disorder.

The commission is obligated under the laws of the state of Wash-
ington to protect the public health and safety. The commission recog-
nizes that the use of opioids for other than legitimate medical purpo-
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ses poses a threat to the individual and society. The inappropriate 
prescribing of controlled substances, including opioids, may lead to 
drug diversion and abuse by individuals who seek them for other than 
legitimate medical use. Accordingly, the commission expects that 
physician assistants incorporate safeguards into their practices to 
minimize the potential for the abuse and diversion of controlled sub-
stances.

Physician assistants should not fear disciplinary action from the 
commission for ordering, prescribing, dispensing or administering con-
trolled substances, including opioids, for a legitimate medical pur-
pose and in the course of professional practice. The commission will 
consider prescribing, ordering, dispensing or administering controlled 
substances for pain to be for a legitimate medical purpose if based on 
sound clinical judgment. All such prescribing must be based on clear 
documentation of unrelieved pain. To be within the usual course of 
professional practice, a physician assistant-patient relationship must 
exist and the prescribing should be based on a diagnosis and documen-
tation of unrelieved pain. Compliance with applicable state or federal 
law is required.

The commission will judge the validity of the physician assis-
tant's treatment of the patient based on available documentation, 
rather than solely on the quantity and duration of medication adminis-
tration. The goal is to control the patient's pain while effectively 
addressing other aspects of the patient's functioning, including phys-
ical, psychological, social, and work-related factors.

These rules are designed to assist physician assistants in pro-
viding appropriate medical care for patients.

The practice of medicine involves not only the science, but also 
the art of dealing with the prevention, diagnosis, alleviation, and 
treatment of disease. The variety and complexity of human conditions 
make it impossible to always reach the most appropriate diagnosis or 
to predict with certainty a particular response to treatment.

Therefore, it should be recognized that adherence to these rules 
will not guarantee an accurate diagnosis or a successful outcome. The 
sole purpose of these rules is to assist physician assistants in fol-
lowing a reasonable course of action based on current knowledge, 
available resources, and the needs of the patient to deliver effective 
and safe medical care.

For more specific best practices, the physician assistant may re-
fer to clinical practice guidelines including, but not limited to, 
those produced by the agency medical directors' group, the Centers for 
Disease Control and Prevention, or the Bree Collaborative.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2019 c 55. WSR 20-08-069, § 246-918-800, filed 3/26/20, effective 
4/26/20. Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 
2017 c 297. WSR 18-23-061, § 246-918-800, filed 11/16/18, effective 
1/1/19. Statutory Authority: RCW 18.71.450, 18.71A.100, 18.71.017, and 
18.71A.020. WSR 11-12-025, § 246-918-800, filed 5/24/11, effective 
1/2/12.]

WAC 246-918-801  Exclusions.  WAC 246-918-800 through 246-918-935 
do not apply to:

(1) The treatment of patients with cancer-related pain;
(2) The provision of palliative, hospice, or other end-of-life 

care;
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(3) The treatment of inpatient hospital patients who are patients 
who have been admitted to a hospital for more than twenty-four hours; 
or

(4) The provision of procedural medications.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Au-
thority: RCW 18.71.450, 18.71A.100, 18.71.017, and 18.71A.020. WSR 
11-12-025, § 246-918-801, filed 5/24/11, effective 1/2/12.]

WAC 246-918-802  Definitions.  The definitions apply to WAC 
246-918-800 through 246-918-935 unless the context clearly requires 
otherwise.

(1) "Aberrant behavior" means behavior that indicates current 
misuse, diversion, unauthorized use of alcohol or other controlled 
substances, or multiple early refills (renewals).

(2) "Acute pain" means the normal, predicted physiological re-
sponse to a noxious chemical, thermal, or mechanical stimulus and typ-
ically is associated with invasive procedures, trauma, and disease. 
Acute pain is of six weeks or less in duration.

(3) "Biological specimen test" or "biological specimen testing" 
means tests of urine, hair, or other biological samples for various 
drugs and metabolites.

(4) "Cancer-related pain" means pain that is an unpleasant, per-
sistent, subjective sensory and emotional experience associated with 
actual or potential tissue injury or damage or described in such terms 
and is related to cancer or cancer treatment that interferes with usu-
al functioning.

(5) "Chronic pain" means a state in which pain persists beyond 
the usual course of an acute disease or healing of an injury, or that 
may or may not be associated with an acute or chronic pathologic proc-
ess that causes continuous or intermittent pain over months or years. 
Chronic pain is considered to be pain that persists for more than 
twelve weeks.

(6) "Comorbidities" means a preexisting or coexisting physical or 
psychiatric disease or condition.

(7) "Designee" means a licensed health care practitioner author-
ized by a prescriber to request and receive prescription monitoring 
program (PMP) data on their behalf.

(8) "Episodic care" means noncontinuing medical or dental care 
provided by a physician assistant other than the designated primary 
prescriber for a patient with chronic pain.

(9) "High dose" means a ninety milligram morphine equivalent dose 
(MED), or more, per day.

(10) "High-risk" is a category of patient at high risk of opioid-
induced morbidity or mortality, based on factors and combinations of 
factors such as medical and behavioral comorbidities, polypharmacy, 
current substance use disorder or abuse, aberrant behavior, dose of 
opioids, or the use of any concurrent central nervous system depres-
sant.

(11) "Hospice" means a model of care that focuses on relieving 
symptoms and supporting patients with a life expectancy of six months 
or less.

(12) "Hospital" as defined in chapters 70.41, 71.12 RCW, and RCW 
72.23.020.
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(13) "Low-risk" is a category of patient at low risk of opioid-
induced morbidity or mortality, based on factors and combinations of 
factors such as medical and behavioral comorbidities, polypharmacy, 
and dose of opioids of less than a fifty milligram morphine equivalent 
dose per day.

(14) "Medication assisted treatment" or "MAT" means the use of 
pharmacologic therapy, often in combination with counseling and behav-
ioral therapies, for the treatment of substance use disorders.

(15) "Moderate-risk" is a category of patient at moderate risk of 
opioid-induced morbidity or mortality, based on factors and combina-
tions of factors such as medical and behavioral comorbidities, poly-
pharmacy, past history of substance use disorder or abuse, aberrant 
behavior, and dose of opioids between fifty to ninety milligram mor-
phine equivalent doses per day.

(16) "Morphine equivalent dose" or "MED" means a conversion of 
various opioids to a morphine equivalent dose using the agency medical 
directors group or other conversion table approved by the commission. 
MED is considered the same as morphine milligram equivalent or MME.

(17) "Multidisciplinary pain clinic" means a health care delivery 
facility staffed by physicians of different specialties and other non-
physician health care providers who specialize in the diagnosis and 
management of patients with chronic pain.

(18) "Opioid" means a drug that is either an opiate that is de-
rived from the opium poppy or opiate-like that is a semi-synthetic or 
synthetic drug. Examples include morphine, codeine, hydrocodone, oxy-
codone, fentanyl, meperidine, tramadol, buprenorphine, and methadone 
when used to treat pain.

(19) "Palliative care" means care that maintains or improves the 
quality of life of patients and their families facing serious, ad-
vanced, or life-threatening illness.

(20) "Perioperative pain" means acute pain that occurs surround-
ing the performance of surgery.

(21) "Prescription monitoring program" or "PMP" means the Wash-
ington state prescription monitoring program authorized under chapter 
70.225 RCW. Other jurisdictions may refer to this as the prescription 
drug monitoring program or PDMP.

(22) "Practitioner" means an advanced registered nurse practi-
tioner licensed under chapter 18.79 RCW, a dentist licensed under 
chapter 18.32 RCW, a physician licensed under chapter 18.71 or 18.57 
RCW, a physician assistant licensed under chapter 18.71A or 18.57A 
RCW, or a podiatric physician licensed under chapter 18.22 RCW.

(23) "Refill" or "renewal" means a second or subsequent filling 
of a previously issued prescription.

(24) "Subacute pain" is considered to be a continuation of pain 
that is six to twelve weeks in duration.

(25) "Substance use disorder" means a primary, chronic, neurobio-
logical disease with genetic, psychosocial, and environmental factors 
influencing its development and manifestations. Substance use disorder 
is not the same as physical dependence or tolerance that is a normal 
physiological consequence of extended opioid therapy for pain. It is 
characterized by behaviors that include, but are not limited to, im-
paired control over drug use, craving, compulsive use, or continued 
use despite harm.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, filed 11/16/18, effective 1/1/19. Statutory Au-
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thority: RCW 18.71.450, 18.71A.100, 18.71.017, and 18.71A.020. WSR 
11-12-025, § 246-918-802, filed 5/24/11, effective 1/2/12.]

WAC 246-918-815  Patient notification, secure storage, and dis-
posal.  (1) The physician assistant shall discuss with the patient the 
following information at the first issuance of a prescription for 
opioids and at the transition from acute to subacute, and subacute to 
chronic:

(a) Risks associated with the use of opioids, including the risk 
of dependence and overdose, as appropriate to the medical condition, 
the type of patient, and the phase of treatment;

(b) Pain management alternatives to opioids, including nonopioid 
pharmacological and nonpharmacological treatments, whenever reasona-
ble, clinically appropriate, evidence-based alternatives exist;

(c) The safe and secure storage of opioid prescriptions;
(d) The proper disposal of unused opioid medications including, 

but not limited to, the availability of recognized drug take-back pro-
grams; and

(e) That the patient has the right to refuse an opioid prescrip-
tion or order for any reason. If a patient indicates a desire to not 
receive an opioid, the physician assistant must document the patient's 
request and avoid prescribing or ordering opioids, unless the request 
is revoked by the patient.

(2) The requirements in subsection (1) of this section do not ap-
ply to the administration of an opioid including, but not limited to, 
the following situations as documented in the patient record:

(a) Emergent care;
(b) Where patient pain represents a significant health risk;
(c) Procedures involving the administration of anesthesia;
(d) When the patient is unable to grant or revoke consent; or
(e) MAT for substance use disorders.
(3) If the patient is under eighteen years old or is not compe-

tent, the discussion required by subsection (1) of this section must 
include the patient's parent, guardian, or the person identified in 
RCW 7.70.065, unless otherwise provided by law.

(4) The physician assistant shall document completion of the re-
quirements in subsection (1) of this section in the patient's health 
care record.

(5) The information in subsection (1) of this section must also 
be provided in writing. This requirement may be satisfied with a docu-
ment provided by the department of health.

(6) To fulfill the requirements of subsection (1) of this sec-
tion, a physician assistant may designate any individual who holds a 
credential issued by a disciplining authority under RCW 18.130.040 to 
provide the information.
[Statutory Authority: RCW 18.71.017, 18.71.810, 18.71A.810, and 
69.50.317. WSR 20-04-026, § 246-918-815, filed 1/28/20, effective 
2/28/20. Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 
2017 c 297. WSR 18-23-061, filed 11/16/18, effective 1/1/19.]

WAC 246-918-820  Use of alternative modalities for pain treat-
ment.  The physician assistant shall exercise their professional judg-
ment in selecting appropriate treatment modalities for acute nonopera-
tive, acute perioperative, subacute, or chronic pain including the use 
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of multimodal pharmacologic and nonpharmacologic therapy as an alter-
native to opioids whenever reasonable, clinically appropriate, evi-
dence-based alternatives exist.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-820, filed 11/16/18, effective 1/1/19.]

WAC 246-918-825  Continuing education requirements for opioid 
prescribing.  (1) To prescribe an opioid in Washington state, a physi-
cian assistant licensed to prescribe opioids shall complete a one-time 
continuing education requirement regarding best practices in the pre-
scribing of opioids or the opioid prescribing rules in this chapter. 
The continuing education must be at least one hour in length.

(2) The physician assistant shall complete the one-time continu-
ing education requirement described in subsection (1) of this section 
by the end of the physician assistant's first full continuing educa-
tion reporting period after January 1, 2019, or during the first full 
continuing education reporting period after initial licensure, which-
ever is later.

(3) The hours spent completing training in prescribing of opioids 
count toward meeting applicable continuing education requirements in 
the same category specified in WAC 246-919-460.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-825, filed 11/16/18, effective 1/1/19.]

OPIOID PRESCRIBING—ACUTE NONOPERATIVE PAIN AND ACUTE PERIOPERATIVE 
PAIN

WAC 246-918-830  Patient evaluation and patient record—Acute 
nonoperative pain.  Prior to issuing an opioid prescription for acute 
nonoperative pain or acute perioperative pain, the physician assistant 
shall:

(1) Conduct and document an appropriate history and physical ex-
amination, including screening for risk factors for overdose and se-
vere postoperative pain;

(2) Evaluate the nature and intensity of the pain or anticipated 
pain following surgery; and

(3) Inquire about any other medications the patient is prescribed 
or is taking.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-830, filed 11/16/18, effective 1/1/19.]

WAC 246-918-835  Treatment plan—Acute nonoperative pain.  The 
physician assistant shall comply with the requirements in this section 
when prescribing opioids for acute nonoperative pain.

(1) The physician assistant should consider prescribing nonop-
ioids as the first line of pain control in patients unless not clini-
cally appropriate in accordance with the provisions of WAC 
246-918-820.
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(2) The physician assistant, or their designee, shall conduct 
queries of the PMP in accordance with the provisions of WAC 
246-918-935.

(3) If the physician assistant prescribes opioids for effective 
pain control, such prescription must not be in a greater quantity than 
needed for the expected duration of pain severe enough to require 
opioids. A three-day supply or less will often be sufficient. The 
physician assistant shall not prescribe beyond a seven-day supply 
without clinical documentation in the patient record to justify the 
need for such a quantity.

(4) The physician assistant shall reevaluate the patient who does 
not follow the expected course of recovery, and reconsider the contin-
ued use of opioids or whether tapering or discontinuing opioids is 
clinically indicated.

(5) Follow-up visits for pain control must include objectives or 
metrics to be used to determine treatment success if opioids are to be 
continued. This may include:

(a) Change in pain level;
(b) Change in physical function;
(c) Change in psychosocial function; and
(d) Additional indicated diagnostic evaluations.
(6) If a prescription results in the patient receiving a combina-

tion of opioids with a sedative medication listed in WAC 246-918-920, 
such prescribing must be in accordance with WAC 246-918-920.

(7) Long-acting or extended release opioids are not indicated for 
acute nonoperative pain.

(8) Medication assisted treatment medications must not be discon-
tinued when treating acute pain, except as consistent with the provi-
sions of WAC 246-918-925.

(9) If the physician assistant elects to treat a patient with 
opioids beyond the six-week time period of acute nonoperative pain, 
the physician assistant shall document in the patient record that the 
patient is transitioning from acute pain to subacute pain. Rules gov-
erning the treatment of subacute pain in WAC 246-918-845 and 
246-918-850 shall apply.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-835, filed 11/16/18, effective 1/1/19.]

WAC 246-918-840  Treatment plan—Acute perioperative pain.  The 
physician assistant shall comply with the requirements in this section 
when prescribing opioids for perioperative pain.

(1) The physician assistant should consider prescribing nonop-
ioids as the first line of pain control in patients unless not clini-
cally appropriate in accordance with the provisions of WAC 
246-918-820.

(2) The physician assistant, or their designee, shall conduct 
queries of the PMP in accordance with the provisions of WAC 
246-918-935.

(3) If the physician assistant prescribes opioids for effective 
pain control, such prescription must not be in a greater quantity than 
needed for the expected duration of pain severe enough to require 
opioids. A three-day supply or less will often be sufficient. The 
physician assistant shall not prescribe beyond a fourteen-day supply 
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from the time of discharge without clinical documentation in the pa-
tient record to justify the need for such a quantity.

(4) The physician assistant shall reevaluate a patient who does 
not follow the expected course of recovery and reconsider the contin-
ued use of opioids or whether tapering or discontinuing opioids is 
clinically indicated.

(5) Follow-up visits for pain control should include objectives 
or metrics to be used to determine treatment success if opioids are to 
be continued. This may include:

(a) Change in pain level;
(b) Change in physical function;
(c) Change in psychosocial function; and
(d) Additional indicated diagnostic evaluations or other treat-

ments.
(6) If a prescription results in the patient receiving a combina-

tion of opioids with a sedative medication listed in WAC 246-918-920, 
such prescribing must be in accordance with WAC 246-918-920.

(7) Long-acting or extended release opioids are not indicated for 
acute perioperative pain.

(8) Medication assisted treatment medications must not be discon-
tinued when treating acute perioperative pain, except as consistent 
with the provisions of WAC 246-918-925.

(9) If the physician assistant elects to treat a patient with 
opioids beyond the six-week time period of acute perioperative pain, 
the physician assistant shall document in the patient record that the 
patient is transitioning from acute pain to subacute pain. Rules gov-
erning the treatment of subacute pain, WAC 246-918-845 and 
246-918-850, shall apply unless there is documented improvement in 
function or pain control and there is a documented plan and timing for 
discontinuation of all opioid medications.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-840, filed 11/16/18, effective 1/1/19.]

OPIOID PRESCRIBING—SUBACUTE PAIN

WAC 246-918-845  Patient evaluation and patient record—Subacute 
pain.  The physician assistant shall comply with the requirements in 
this section when prescribing opioids for subacute pain.

(1) Prior to issuing an opioid prescription for subacute pain, 
the physician assistant shall assess the rationale for continuing 
opioid therapy:

(a) Conduct an appropriate history and physical examination;
(b) Reevaluate the nature and intensity of the pain;
(c) Conduct, or cause their designee to conduct, a query of the 

PMP in accordance with the provisions of WAC 246-918-935;
(d) Screen the patient's level of risk for aberrant behavior and 

adverse events related to opioid therapy;
(e) Obtain a biological specimen test if the patient's functional 

status is deteriorating or if pain is escalating; and
(f) Screen or refer the patient for further consultation for psy-

chosocial factors if the patient's functional status is deteriorating 
or if pain is escalating.
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(2) The physician assistant treating a patient for subacute pain 
with opioids shall ensure that, at a minimum, the following is docu-
mented in the patient record:

(a) The presence of one or more recognized diagnoses or indica-
tions for the use of opioid pain medication;

(b) The observed or reported effect on function or pain control 
forming the basis to continue prescribing opioids beyond the acute 
pain episode;

(c) Pertinent concerns discovered in the PMP;
(d) An appropriate pain treatment plan including the considera-

tion of, or attempts to use, nonpharmacological modalities and nonop-
ioid therapy;

(e) The action plan for any aberrant biological specimen testing 
results and the risk-benefit analysis if opioids are to be continued;

(f) Results of psychosocial screening or consultation;
(g) Results of screening for the patient's level of risk for 

aberrant behavior and adverse events related to opioid therapy, and 
mitigation strategies; and

(h) The risk-benefit analysis of any combination of prescribed 
opioid and benzodiazepines or sedative-hypnotics, if applicable.

(3) Follow-up visits for pain control must include objectives or 
metrics to be used to determine treatment success if opioids are to be 
continued. This includes, at a minimum:

(a) Change in pain level;
(b) Change in physical function;
(c) Change in psychosocial function; and
(d) Additional indicated diagnostic evaluations or other treat-

ments.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-845, filed 11/16/18, effective 1/1/19.]

WAC 246-918-850  Treatment plan—Subacute pain.  The physician 
assistant, having recognized the progression of a patient from the 
acute nonoperative or acute perioperative phase to the subacute phase 
shall develop an opioid treatment plan.

(1) If tapering has not begun prior to the six- to twelve-week 
subacute phase, the physician assistant shall reevaluate the patient. 
Based on effect on function or pain control, the physician assistant 
shall consider whether opioids will be continued, tapered, or discon-
tinued.

(2) If the physician assistant prescribes opioids for effective 
pain control, such prescription must not be in a greater quantity than 
needed for the expected duration of pain that is severe enough to re-
quire opioids. During the subacute phase the physician assistant shall 
not prescribe beyond a fourteen-day supply of opioids without clinical 
documentation to justify the need for such a quantity.

(3) If a prescription results in the patient receiving a combina-
tion of opioids with a sedative medication listed in WAC 246-918-920, 
such prescribing must be in accordance with WAC 246-918-920.

(4) If the physician assistant elects to treat a patient with 
opioids beyond the six- to twelve-week subacute phase, the physician 
assistant shall document in the patient record that the patient is 
transitioning from subacute pain to chronic pain. Rules governing the 
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treatment of chronic pain, WAC 246-918-855 through 246-918-905, shall 
apply.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-850, filed 11/16/18, effective 1/1/19.]

OPIOID PRESCRIBING—CHRONIC PAIN MANAGEMENT

WAC 246-918-855  Patient evaluation and patient record—Chronic 
pain.  When the patient enters the chronic pain phase, the patient 
shall be reevaluated as if presenting with a new disease. The physi-
cian assistant shall include in the patient's record:

(1) An appropriate history including:
(a) The nature and intensity of the pain;
(b) The effect of pain on physical and psychosocial function;
(c) Current and relevant past treatments for pain, including 

opioids and other medications and their efficacy; and
(d) Review of comorbidities with particular attention to psychi-

atric and substance use.
(2) Appropriate physical examination.
(3) Ancillary information and tools to include:
(a) Review of the PMP to identify any medications received by the 

patient in accordance with the provisions of WAC 246-919-985;
(b) Any pertinent diagnostic, therapeutic, and laboratory re-

sults;
(c) Pertinent consultations; and
(d) Use of a risk assessment tool that is a professionally devel-

oped, clinically recommended questionnaire appropriate for character-
izing a patient's level of risk for opioid or other substance use dis-
orders to assign the patient to a high-, moderate-, or low-risk cate-
gory.

(4) Assessment. The physician assistant must document medical de-
cision making to include:

(a) Pain related diagnosis, including documentation of the pres-
ence of one or more recognized indications for the use of pain medica-
tion;

(b) Consideration of the risks and benefits of chronic opioid 
treatment for the patient;

(c) The observed or reported effect on function or pain control 
forming the basis to continue prescribing opioids; and

(d) Pertinent concerns discovered in the PMP.
(5) Treatment plan as provided in WAC 246-918-860.

[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-855, filed 11/16/18, effective 1/1/19.]

WAC 246-918-860  Treatment plan—Chronic pain.  The physician as-
sistant, having recognized the progression of a patient from the suba-
cute phase to the chronic phase, shall develop an opioid treatment 
plan as follows:

(1) Treatment plan and objectives including:
(a) Documentation of any medication prescribed;
(b) Biologic specimen testing ordered;
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(c) Any labs, diagnostic evaluations, referrals, or imaging or-
dered;

(d) Other planned treatments; and
(e) Written agreement for treatment as provided in WAC 

246-918-865.
(2) The physician assistant shall complete patient notification 

in accordance with the provisions of WAC 246-918-815 or provide this 
information in the written agreement.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-860, filed 11/16/18, effective 1/1/19.]

WAC 246-918-865  Written agreement for treatment—Chronic pain. 
The physician assistant shall use a written agreement that outlines 
the patient's responsibilities for opioid therapy. This written agree-
ment for treatment must include the following provisions:

(1) The patient's agreement to provide samples for biological 
specimen testing when requested by the physician assistant;

(2) The patient's agreement to take medications at the dose and 
frequency prescribed with a specific protocol for lost prescriptions 
and early refills;

(3) Reasons for which opioid therapy may be discontinued;
(4) The requirement that all opioid prescriptions for chronic 

pain are provided by a single prescriber or a single clinic, except as 
provided in WAC 246-918-915 for episodic care;

(5) The requirement that all opioid prescriptions for chronic 
pain are to be dispensed by a single pharmacy or pharmacy system when-
ever possible;

(6) The patient's agreement to not abuse alcohol or use other 
medically unauthorized substances;

(7) A violation of the agreement may result in a tapering or dis-
continuation of the prescription; and

(8) The patient's responsibility to safeguard all medications and 
keep them in a secure location.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-865, filed 11/16/18, effective 1/1/19.]

WAC 246-918-870  Periodic review—Chronic pain.  (1) The physi-
cian assistant shall periodically review the course of treatment for 
chronic pain. The frequency of visits, biological testing, and PMP 
queries in accordance with the provisions of WAC 246-918-935, must be 
determined based on the patient's risk category:

(a) For a high-risk patient, at least quarterly;
(b) For a moderate-risk patient, at least semiannually;
(c) For a low-risk patient, at least annually;
(d) Immediately upon indication of concerning aberrant behavior; 

and
(e) More frequently at the physician assistant's discretion.
(2) During the periodic review, the physician assistant shall de-

termine:
(a) The patient's compliance with any medication treatment plan;
(b) If pain, function, and quality of life have improved, dimin-

ished, or are maintained; and
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(c) If continuation or modification of medications for pain man-
agement treatment is necessary based on the physician assistant's 
evaluation of progress towards or maintenance of treatment objectives 
and compliance with the treatment plan.

(3) Periodic patient evaluations must also include:
(a) History and physical examination related to the pain;
(b) Use of validated tools or patient report from reliable pa-

tients to document either maintenance or change in function and pain 
control; and

(c) Review of the Washington state PMP at a frequency determined 
by the patient's risk category in accordance with the provisions of 
WAC 246-918-935 and subsection (1) of this section.

(4) If the patient violates the terms of the agreement, the vio-
lation and the physician assistant's response to the violation will be 
documented, as well as the rationale for changes in the treatment 
plan.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-870, filed 11/16/18, effective 1/1/19.]

WAC 246-918-875  Long-acting opioids—Chronic pain.  Long-acting 
opioids should only be prescribed by a physician assistant who is fa-
miliar with its risks and use, and who is prepared to conduct the nec-
essary careful monitoring. Special attention should be given to pa-
tients who are initiating such treatment. The physician assistant pre-
scribing long-acting opioids should have a one-time completion of at 
least four hours of continuing education relating to this topic.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-875, filed 11/16/18, effective 1/1/19.]

WAC 246-918-880  Consultation—Recommendations and requirements—
Chronic pain.  (1) The physician assistant shall consider referring 
the patient for additional evaluation and treatment as needed to ach-
ieve treatment objectives. Special attention should be given to those 
chronic pain patients who are under eighteen years of age or who are 
potential high-risk patients.

(2) The mandatory consultation threshold is one hundred twenty 
milligrams MED. In the event a physician assistant prescribes a dosage 
amount that meets or exceeds the consultation threshold of one hundred 
twenty milligrams MED per day, a consultation with a pain management 
specialist as described in WAC 246-918-895 is required, unless the 
consultation is exempted under WAC 246-918-885 or 246-918-890.

(3) The mandatory consultation must consist of at least one of 
the following:

(a) An office visit with the patient and the pain management spe-
cialist;

(b) A telephone, electronic, or in-person consultation between 
the pain management specialist and the physician assistant;

(c) An audio-visual evaluation conducted by the pain management 
specialist remotely where the patient is present with either the 
physician assistant or a licensed health care practitioner designated 
by the physician assistant or the pain management specialist; or
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(d) Other chronic pain evaluation services as approved by the 
commission.

(4) A physician assistant shall document each consultation with 
the pain management specialist.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-880, filed 11/16/18, effective 1/1/19.]

WAC 246-918-885  Consultation—Exemptions for exigent and special 
circumstances—Chronic pain.  A physician assistant is not required to 
consult with a pain management specialist as defined in WAC 
246-918-895 when the physician assistant has documented adherence to 
all standards of practice as defined in WAC 246-918-855 through 
246-918-875 and when one or more of the following conditions are met:

(1) The patient is following a tapering schedule;
(2) The patient requires treatment for acute pain, which may or 

may not include hospitalization, requiring a temporary escalation in 
opioid dosage, with an expected return to their baseline dosage level 
or below;

(3) The physician assistant documents reasonable attempts to ob-
tain a consultation with a pain management specialist and the circum-
stances justifying prescribing above one hundred twenty milligrams 
morphine equivalent dose (MED) per day without first obtaining a con-
sultation; or

(4) The physician assistant documents the patient's pain and 
function are stable and the patient is on a nonescalating dosage of 
opioids.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-885, filed 11/16/18, effective 1/1/19.]

WAC 246-918-890  Consultation—Exemptions for the physician as-
sistant—Chronic pain.  The physician assistant is exempt from the 
consultation requirement in WAC 246-918-880 if one or more of the fol-
lowing qualifications are met:

(1) The physician assistant is a pain management specialist under 
WAC 246-918-895;

(2) The physician assistant has successfully completed a minimum 
of twelve category I continuing education hours on chronic pain man-
agement within the previous four years. At least two of these hours 
must be dedicated to substance use disorders;

(3) The physician assistant is a pain management physician assis-
tant working in a multidisciplinary chronic pain treatment center or a 
multidisciplinary academic research facility; or

(4) The physician assistant has a minimum of three years of clin-
ical experience in a chronic pain management setting, and at least 
thirty percent of their current practice is the direct provision of 
pain management care.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-890, filed 11/16/18, effective 1/1/19.]
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WAC 246-918-895  Pain management specialist—Chronic pain.  A 
pain management specialist shall meet one or more of the following 
qualifications:

(1) If an allopathic physician assistant or osteopathic physician 
assistant must have a delegation agreement with a physician pain man-
agement specialist and meets the educational requirements and practice 
requirements listed below:

(a) A minimum of three years of clinical experience in a chronic 
pain management care setting;

(b) Credentialed in pain management by an entity approved by the 
commission for an allopathic physician assistant or the Washington 
state board of osteopathic medicine and surgery for an osteopathic 
physician assistant;

(c) Successful completion of a minimum of at least eighteen con-
tinuing education hours in pain management during the past two years; 
and

(d) At least thirty percent of the physician assistant's current 
practice is the direct provision of pain management care or in a mul-
tidisciplinary pain clinic.

(2) If an allopathic physician, in accordance with WAC 
246-919-945.

(3) If an osteopathic physician, in accordance with WAC 
246-853-750.

(4) If a dentist, in accordance with WAC 246-817-965.
(5) If a podiatric physician, in accordance with WAC 246-922-750.
(6) If an advanced registered nurse practitioner, in accordance 

with WAC 246-840-493.
[Statutory Authority: RCW 18.71.017, 18.130.050, chapter 18.71A RCW, 
and 2019 c 55. WSR 20-08-069, § 246-918-895, filed 3/26/20, effective 
4/26/20. Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 
2017 c 297. WSR 18-23-061, § 246-918-895, filed 11/16/18, effective 
1/1/19.]

WAC 246-918-900  Tapering considerations—Chronic pain.  The 
physician assistant shall consider tapering or referral for a sub-
stance use disorder evaluation when:

(1) The patient requests;
(2) The patient experiences a deterioration in function or pain;
(3) The patient is noncompliant with the written agreement;
(4) Other treatment modalities are indicated;
(5) There is evidence of misuse, abuse, substance use disorder, 

or diversion;
(6) The patient experiences a severe adverse event or overdose;
(7) There is unauthorized escalation of doses; or
(8) The patient is receiving an escalation in opioid dosage with 

no improvement in their pain or function.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-900, filed 11/16/18, effective 1/1/19.]

WAC 246-918-905  Patients with chronic pain, including those on 
high doses of opioids, establishing a relationship with a new physi-
cian assistant.  (1) When a patient receiving chronic opioid pain med-

Certified on 4/23/2020 Page 35



ications changes to a new physician assistant, it is normally appro-
priate for the new physician assistant to initially maintain the pa-
tient's current opioid doses. Over time, the physician assistant may 
evaluate if any tapering or other adjustments in the treatment plan 
can or should be done.

(2) A physician assistant's treatment of a new high dose chronic 
pain patient is exempt from the mandatory consultation requirements of 
WAC 246-918-880 if:

(a) The patient was previously being treated with a dosage of 
opioids in excess of a one hundred twenty milligram MED for chronic 
pain under an established written agreement for treatment of the same 
chronic condition or conditions;

(b) The patient's dose is stable and nonescalating;
(c) The patient has a history of compliance with treatment plans 

and written agreements documented by medical records and PMP queries; 
and

(d) The patient has documented functional stability, pain con-
trol, or improvements in function or pain control at the presenting 
opioid dose.

(3) With respect to the treatment of a new patient under subsec-
tion (1) or (2) of this section, this exemption applies for the first 
three months of newly established care, after which the requirements 
of WAC 246-918-880 shall apply.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-905, filed 11/16/18, effective 1/1/19.]

OPIOID PRESCRIBING—SPECIAL POPULATIONS

WAC 246-918-910  Special populations—Children or adolescent pa-
tients, pregnant patients, and aging populations.  (1) Children or 
adolescent patients. In the treatment of pain for children or adoles-
cent patients, the physician assistant shall treat pain in a manner 
equal to that of an adult but must account for the weight of the pa-
tient and adjust the dosage prescribed accordingly.

(2) Pregnant patients. The physician assistant shall not initiate 
opioid detoxification without consultation with a provider with exper-
tise in addiction medicine. Medication assisted treatment for opioids, 
such as methadone or buprenorphine, must not be discontinued during 
pregnancy without consultation with a MAT prescribing practitioner.

(3) Aging populations. As people age, their sensitivities to and 
metabolizing of opioids may change. The physician assistant shall con-
sider the distinctive needs of patients who are sixty-five years of 
age or older and who have been on chronic opioid therapy or who are 
initiating opioid treatment.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-910, filed 11/16/18, effective 1/1/19.]

WAC 246-918-915  Episodic care of chronic opioid patients.  (1) 
When providing episodic care for a patient who the physician assistant 
knows is being treated with opioids for chronic pain, such as for 
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emergency or urgent care, the physician assistant, or their designee, 
shall review the PMP and document their review and any concerns.

(2) A physician assistant providing episodic care to a patient 
who the physician assistant knows is being treated with opioids for 
chronic pain should provide additional analgesics, including opioids 
when appropriate, to adequately treat acute pain. If opioids are pro-
vided, the physician assistant shall limit the use of opioids to the 
minimum amount necessary to control the acute pain until the patient 
can receive care from the practitioner who is managing the patient's 
chronic pain.

(3) The episodic care physician assistant shall coordinate care 
with the patient's chronic pain treatment practitioner, if possible.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-915, filed 11/16/18, effective 1/1/19.]

OPIOID PRESCRIBING—COPRESCRIBING

WAC 246-918-920  Coprescribing of opioids with certain medica-
tions.  (1) The physician assistant shall not knowingly prescribe 
opioids in combination with the following medications without documen-
tation of medical decision making:

(a) Benzodiazepines;
(b) Barbiturates;
(c) Sedatives;
(d) Carisoprodol; or
(e) Nonbenzodiazepine hypnotics.
(2) If, because of a prior prescription by another provider, a 

prescription written by a physician assistant results in a combination 
of opioids and medications described in subsection (1) of this sec-
tion, the physician assistant issuing the new prescription shall con-
sult with the other prescriber to establish a patient care plan sur-
rounding these medications. This provision does not apply to emergency 
care.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-920, filed 11/16/18, effective 1/1/19.]

WAC 246-918-925  Coprescribing of opioids for patients receiving 
medication assisted treatment.  (1) Where practicable, the physician 
assistant providing acute nonoperative pain or acute perioperative 
pain treatment to a patient who is known to be receiving MAT medica-
tions shall prescribe opioids when appropriate for pain relief either 
in consultation with a MAT prescribing practitioner or a pain special-
ist.

(2) The physician assistant providing acute nonoperative pain or 
acute perioperative pain treatment shall not discontinue MAT medica-
tions without documentation of the reason for doing so, nor shall the 
use of these medications be used to deny necessary operative interven-
tion.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-925, filed 11/16/18, effective 1/1/19.]
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WAC 246-918-930  Coprescribing of naloxone.  The opioid prescrib-
ing physician assistant shall confirm or provide a current prescrip-
tion for naloxone when opioids are prescribed to a high-risk patient.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-930, filed 11/16/18, effective 1/1/19.]

OPIOID PRESCRIBING—PRESCRIPTION MONITORING PROGRAM

WAC 246-918-935  Prescription monitoring program—Required regis-
tration, queries, and documentation.  (1) The physician assistant 
shall register to access the PMP or demonstrate proof of having assur-
ed access to the PMP if they prescribe Schedule II-V medications in 
Washington state.

(2) The physician assistant is permitted to delegate performance 
of a required PMP query to an authorized designee.

(3) At a minimum, the physician assistant shall ensure a PMP 
query is performed prior to the prescription of an opioid or of a med-
ication listed in WAC 246-918-920 at the following times:

(a) Upon the first refill or renewal of an opioid prescription 
for acute nonoperative pain or acute perioperative pain;

(b) The time of transition from acute to subacute pain; and
(c) The time of transition from subacute to chronic pain.
(4) For chronic pain management, the physician assistant shall 

ensure a PMP query is performed at a minimum frequency determined by 
the patient's risk assessment, as follows:

(a) For a high-risk patient, a PMP query shall be completed at 
least quarterly;

(b) For a moderate-risk patient, a PMP query shall be completed 
at least semiannually; and

(c) For a low-risk patient, a PMP query shall be completed at 
least annually.

(5) The physician assistant shall ensure a PMP query is performed 
for any chronic pain patient immediately upon identification of aber-
rant behavior.

(6) The physician assistant shall ensure a PMP query is performed 
when providing episodic care to a patient who the physician assistant 
knows to be receiving opioids for chronic pain, in accordance with WAC 
246-918-915.

(7) If the physician assistant is using an electronic medical re-
cord (EMR) that integrates access to the PMP into the workflow of the 
EMR, the physician assistant shall ensure a PMP query is performed for 
all prescriptions of opioids and medications listed in WAC 
246-918-920.

(8) For the purposes of this section, the requirement to consult 
the PMP does not apply when the PMP or the EMR cannot be accessed by 
the physician assistant or their designee due to a temporary techno-
logical or electrical failure.

(9) Pertinent concerns discovered in the PMP shall be documented 
in the patient record.
[Statutory Authority: RCW 18.71.017, 18.71.800, 18.71A.800 and 2017 c 
297. WSR 18-23-061, § 246-918-935, filed 11/16/18, effective 1/1/19.]
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FEES

WAC 246-918-990  Physician assistants fees and renewal cycle. 
(1) Licenses must be renewed every two years on the practitioner's 
birthday as provided in chapter 246-12 WAC, Part 2.

(2) The applicant or licensee must pay the following nonrefunda-
ble fees:

Title of Fee Fee
Physician assistants:
Original application  
 Application $50.00
 UW HEAL-WA surcharge* 16.00
 Washington physician health program 

surcharge 50.00
Active license renewal  
 Two-year renewal 247.00
 UW HEAL-WA surcharge* 32.00
 Washington physician health program 

surcharge* 100.00
 Late renewal fee 124.00
 Expired license reissuance 50.00
Retired active license renewal  
 Two-year renewal 35.00
 Washington physician health program 

surcharge* 100.00
 Late renewal fee 35.00
Duplicate license 15.00

* The Washington physician health program surcharge (RCW 
18.71A.020(3)) is assessed at $50.00 per year, and the University 
of Washington (UW) HEAL-WA web portal access fee (RCW 
43.70.110) assessed at $16.00 per year.

** The Washington physician health program surcharge is assessed 
at $50.00 per year.

[Statutory Authority: RCW 43.70.250 and 43.70.280. WSR 19-21-052, § 
246-918-990, filed 10/10/19, effective 2/1/20. Statutory Authority: 
RCW 18.130.250, 43.70.250, 18.130.186, and 43.70.280. WSR 15-20-050, § 
246-918-990, filed 9/30/15, effective 1/1/16. Statutory Authority: RCW 
43.70.110 (3)(c) and 43.70.250. WSR 12-19-088, § 246-918-990, filed 
9/18/12, effective 11/1/12. Statutory Authority: RCW 43.70.250, 
43.70.280, 18.31.310, 18.71A.020, 18.71.080, and 43.70.110. WSR 
09-16-120, § 246-918-990, filed 8/4/09, effective 8/15/09. Statutory 
Authority: RCW 43.70.110, 43.70.250, 2008 c 329. WSR 08-15-014, § 
246-918-990, filed 7/7/08, effective 7/7/08. Statutory Authority: RCW 
43.70.250. WSR 06-11-167, § 246-918-990, filed 5/24/06, effective 
7/1/06. Statutory Authority: RCW 43.70.250, [43.70.]280 and 43.70.110. 
WSR 05-12-012, § 246-918-990, filed 5/20/05, effective 7/1/05. Statu-
tory Authority: RCW 18.71.017, 18.71A.020 and 43.70.280. WSR 
02-05-009, § 246-918-990, filed 2/8/02, effective 3/11/02. Statutory 
Authority: RCW 18.71.017, 18.130.050(1), 18.130.040(4), 18.130.050(12) 
and 18.130.340. WSR 99-23-090, § 246-918-990, filed 11/16/99, effec-
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tive 1/1/00. Statutory Authority: RCW 18.71.017 and 18.71A.020(3). 
99-13-087, § 246-918-990, filed 6/14/99, effective 7/15/99. Statutory 
Authority: RCW 43.70.280. WSR 98-05-060, § 246-918-990, filed 2/13/98, 
effective 3/16/98. Statutory Authority: RCW 18.71.017 and 18.71A.020. 
WSR 96-03-073, § 246-918-990, filed 1/17/96, effective 2/17/96. Statu-
tory Authority: RCW 43.70.040. WSR 91-06-027 (Order 131), § 
246-918-990, filed 2/26/91, effective 3/29/91.]
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