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I. APPLICATION FOR MEDICAL STAFF MEMBERSHIP AND PRIVILEGES

Applicant:

Thank you for applying to xxxxxxxx Hospital.  The Application for Medical Staff Membership and Privileges at xxxxxxxx Hospital consists of three sections:

· Uniform Application To participate as a Health Care Practitioner, pages 1 through 14

· North Carolina Uniform Hospital Staff Application, page 15 through 18

· (Your)  Hospital specific information, page 19

On page 17 (peer reference section) of the application, please do not list individuals who are related to you by family or a current partner in your practice.

If you have any time gaps in your practice history greater than three weeks, please provide a written explanation.

Please complete all pages of the application and return to us with the requested documentation.

If you have any questions, please call us at xxx-xxxx.  We look forward to working with you.

I (applicant) authorize the use of this application for the following:

· Hospital A
· Hospital B
Signature







Date

· $xxx  Application Fee Enclosed

· Passport Size Photo Enclosed

· Immunization Records Enclosed
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North Carolina Department of Insurance
[image: image1.wmf]Uniform Application 
To Participate as a Health 
Care Practitioner

Note:  Please send completed applications directly to the

     organizations with which you seek to contract.
The following application is a form approved by the North Carolina Department of Insurance, in accordance with North Carolina General Statute 58-3-230.  Every insurer that provides a health benefit plan and credentials providers for its network is required to use this form and the insurer may not require an applicant to submit information that is not required by this form.  Only the Commissioner of Insurance is authorized to make changes, deletions or additions to this form.

INSTRUCTIONS

Before submitting the Application, make sure you have completed the following:

· Include an answer in all spaces.  Indicate “N/A”, if the question is not applicable. 

· The provider has signed and dated the last page of the Application.

Before submitting the Application, make sure you have enclosed the following, if applicable:

· Copy of the provider’s original state(s) license(s) and current registration.

· Copy of current DEA certificate. (Must have a valid date and refer to current address.)

· Copy of South Carolina Controlled Drug Substance Certificate and DEA information. 
· Copy of the face sheet of your current professional liability insurance policy, indicating by name, provider(s) covered, coverage amounts, effective date, expiration date, and policy number.  Attach previous carrier face sheet. 

· Proof of professional liability insurance for non-physician providers who care for patients in your practice.

· Copy of certificate from the Specialty Board. 

· Copy of Educational Commission of Foreign Medical Graduate Certificate-ECFMG.
· Letter(s) of reference, recommendation, and/or oversight, if required.
· Copy of Curriculum Vitae or work history after graduation from Medical, Dental or other professional school (CV must account for any gaps of 90 days or more).  

· Copy of CLIA (Clinical Laboratory Improvement Amendments) /ACR (American College of Radiology).

· Copy of W-9 Form. 

Examples of documentation to attach to this application:

[image: image2.png]JAN-3B-1998 13:43

ORIGINAL N.C. LICENSE
(CREDENTIALING ONLY)

Tu n= P:':’L_. oF e SrArz us Nam Buam
Wisreas JO DOE

Tp "5@1%:\\: @mg@»ﬂ%
Far adsisiontagracies 112 G D i e Stars dfarnsaid

\7;15@@@].“ PRASD RN

3
T R A T A T T B S A SR g

BOARD CERTIFICATION
(CREDENTTALING & RECREDENTIALING)

HC HMO ASEM

@he Amerivan Board of Pediatrics
feeeby sectifies tat

Yane Aan Boe, 3.
a5 surcrssfully Fulfilled fhe requicements
of the Boaed zmd
is deckarad &
Biglomate of the Junerican Foard of Pebistrics
for the period of 1983 - 2000

@eiaber 13, 1993

@Mf&w - =
' ?,4.5?/,{4 JiL

Seotarf

919 833 4122 P.@1-81

DEA REGISTRATION
(CREDENTTALING & RECREDENTIALING)

T v

R0 STATYE DepARTUENT OF Sramct.
et 2ommATR TN
LAt oyt
C oi=31-9a s210.90)-

Goznesimmesss suscririones cizasess) |

oL, Jaxg W0
100 AXY sTREET

AT, G 20000

CERTIFICATE OF INSURANCE
(CREDENTIALING & RECREDENTIALING)

ACOED._GERTIFIGATE OF LIABILITY INSURANGE spr,

-:mm

T AN CoriAs NG ot S Uro T CDTECATE,

»e-.—-.mmnuu

freess A es et
e

AT 8. veal Tasarsses Compasy

a]#xet, pidireey ocaeacooco as/2e73¢

e Zimit  Jadaaae

un-lnl [ —

B e e o

ac2e0 153 am

TOTAL P.&1



[image: image3.png]JAN-3B-1998 13:43

ORIGINAL N.C. LICENSE
(CREDENTIALING ONLY)

Tu n= P:':’L_. oF e SrArz us Nam Buam
Wisreas JO DOE

Tp "5@1%:\\: @mg@»ﬂ%
Far adsisiontagracies 112 G D i e Stars dfarnsaid

\7;15@@@].“ PRASD RN

3
T R A T A T T B S A SR g

BOARD CERTIFICATION
(CREDENTTALING & RECREDENTIALING)

HC HMO ASEM

@he Amerivan Board of Pediatrics
feeeby sectifies tat

Yane Aan Boe, 3.
a5 surcrssfully Fulfilled fhe requicements
of the Boaed zmd
is deckarad &
Biglomate of the Junerican Foard of Pebistrics
for the period of 1983 - 2000

@eiaber 13, 1993

@Mf&w - =
' ?,4.5?/,{4 JiL

Seotarf

919 833 4122 P.@1-81

DEA REGISTRATION
(CREDENTTALING & RECREDENTIALING)

T v

R0 STATYE DepARTUENT OF Sramct.
et 2ommATR TN
LAt oyt
C oi=31-9a s210.90)-

Goznesimmesss suscririones cizasess) |

oL, Jaxg W0
100 AXY sTREET

AT, G 20000

CERTIFICATE OF INSURANCE
(CREDENTIALING & RECREDENTIALING)

ACOED._GERTIFIGATE OF LIABILITY INSURANGE spr,

-:mm

T AN CoriAs NG ot S Uro T CDTECATE,

»e-.—-.mmnuu

freess A es et
e

AT 8. veal Tasarsses Compasy

a]#xet, pidireey ocaeacooco as/2e73¢

e Zimit  Jadaaae

un-lnl [ —

B e e o

ac2e0 153 am

TOTAL P.&1








	A.
DEMOGRAPHIC AND PERSONAL DATA:









1.
Name of Applicant:  __________________________________________________________________________________

Last Name

First Name

Middle Name
              Maiden 
2.
Date of Birth: _____/_____/_____ Place of Birth: __________________________________________________________

Social Security Number:  _____-_____-______

Sex:    Male   Female  

3.
Type of Practice:
Primary Care _________
 Specialist__________


________________________________________________   __________________________________________________

(Primary Specialty)




(Secondary Specialty)
Please Identify Areas of Clinical Expertise:_______________________________________________________________

____________________________________________________________________________________________________

What population(s) do you treat (e.g. geriatric, all ages):____________________________________________________

____________________________________________________________________________________________________


Language(s) Spoken, including sign language: ___________________________Are interpreters available?____________

4.
Name of Practice:  ___________________________________________________________________________________

5.
Primary Office Address  (If you maintain more than one office, list each office, address, and hours of operation.)
Practice Name _______________________________________________________________________________________

_______________________________________________________________________

Street


                            
City
     
County
  
State            Zip

Handicapped accessible?  YES    NO  Office Phone: (_____)_____-_____/_____ Fax (_____)_____-_____/______  

Accepting New Patients?   YES   NO  
Restrictions: ___________________________________________________

(Please list or indicate none)
Office Hours

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	
	
	
	
	
	
	


Secondary Office Address 
Name ______________________________________________________________________________________

__________________________________________________________________

Street


                                
City

 County
  
State             Zip

Handicapped accessible? YES    NO  Office Phone: (_____)_____-_____/_____
Fax (_____)_____-_____/_____   

Accepting New Patients?   YES   NO  
Restrictions: ___________________________________________________










(Please list or indicate none)

Office Hours

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday
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	A.
DEMOGRAPHIC AND PERSONAL DATA (Continued)


Additional Office Address or Billing Address, if different (check one)
_____Billing  _____Office
Name ______________________________________________________________________________________________

_______________________________________________________________________

Street


                                
City

 County
   
State             Zip

Handicapped accessible? YES    NO  Office Phone: (_____)_____-_____/_____
Fax (_____)_____-_____/_____   

Accepting New Patients?   YES   NO  Restrictions: ___________________________________________________

Office Hours

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	
	
	
	
	
	
	


6.
Name other provider(s) in your practice (if not enough space, please attach additional sheet):
_________________________________________
_________________________________________

7.
Do nurse practitioners, physician assistants, midwives, social workers, or other non-physician providers provide care to patients in your practice? 
YES    NO  
 (If yes, please attach proof of professional liability insurance and proof of employment for those individuals)
8.
Name and address of provider(s) who share call with you (if not enough space, please attach additional sheet):
Name ____________________________________
Name __________________________________________

Address __________________________________
Address ________________________________________

__________________________________


________________________________________

 9.
Arrangements for 24 hour/7 day coverage:___________________________________________________________

10.
Administrative Contact:______________________________________________________________________





(Name)



(Title)


(Telephone)

11. IRS requires reimbursement be made payable to name of practice affiliated with Federal Tax ID Number:

Federal Tax ID Number:____________________  

Name (if different from practice name)_________________________________________________________

Billing Address (if different from practice address)_______________________________________________

___________________________________________________________________________________________

12.
UPIN Number_____________________________ Medicare/Medicaid Number _______________/_____________

13. 
DEA Number ______________________________________________________ Exp. Date____________________

(Attach copy to application)


10/01/01
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	A.
DEMOGRAPHIC AND PERSONAL DATA (Continued)


	COMPLETE ONLY IF LICENSED IN SOUTH CAROLINA

SC Controlled Drug Substance Certificate: ________________________   Expiration Date: __________________

(attach copy to application)


14.
Provide the following information for each state in which you are currently or were previously licensed to practice (If not enough space please attach additional sheet):

	STATE
	DATE OF LICENSE
	LICENSE NUMBER
	STATUS:

Active,Inactive,Suspended


	EXPIRATION DATE

	
	/            /
	
	
	            /            /

	
	/            /
	
	
	            /            /

	
	/            /
	
	
	           /             /

	
	/            /
	
	
	            /            /



PLEASE ATTACH A COPY OF EACH STATE LICENSE CERTIFICATE

15.
Certification of Specialty Boards as applicable:
a.
If you are certified by a specialty board, indicate name of board and date of certificate.

________________________________________Date Certified_____/_____/_____ Exp. Date_____/_____/_____

Primary Specialty Board

________________________________________Date Certified_____/_____/_____ Exp. Date_____/_____/_____

Secondary Specialty Board


b.
Are you listed in the American Board of Medical Specialists?
YES    NO  

c. 
If you have applied to a specialty board for examination, give the name of board and the date of scheduled examination.

______________________________________________________Date_____/______/______

d. If you have not applied to a specialty board, please explain:_________________________________________

________________________________________________________________________________________________________________________________________________________________________________

10/01/01












Page 5

	A.
DEMOGRAPHIC AND PERSONAL DATA (Continued)


16.
List the dates of all current professional memberships in societies, including state and county societies:
FROM – TO

________________________________________________________–___________ 

________________________________________________________–___________ 

________________________________________________________–___________ 

________________________________________________________–___________ 

17.
List all hospitals where you currently have privileges and indicate the type and status of those privileges:
(Type: active, admitting, associate, consulting, courtesy.  Status: pending, provisional, suspended, temporary, visiting)


Hospital




Privilege and Status of Privilege

Estimated % of Admission
_________________________________
_________________________________
______________________

(primary admitting facility)

_________________________________
_________________________________
______________________

_________________________________
_________________________________
______________________

_________________________________
_________________________________
______________________

18.
If you do not have admitting privileges, who admits for you?

Name ____________________________________
Name ____________________________________

Address __________________________________
Address __________________________________

__________________________________


__________________________________

Phone ____________________________________
Phone   ___________________________________

10/01/01
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	  B.
EDUCATION AND PRACTICE HISTORY


1.
Medical, Dental or other Professional School Attended:
Institution  ______________________________________________________________________________________

Address
________________________________________________________________________________________

________________________________________________________________________________________

City








State

Zip

Degree _____________________________________________________ From ____/____/____ To ____/____/_____

Please attach Educational Commission of Foreign Medical Graduate Certificate - (ECFMG), if applicable.

2.
Internship:
Institution  ______________________________________________________________________________________

Address
________________________________________________________________________________________

________________________________________________________________________________________

City






State


Zip

Specialty___________________________________________________   From ____/____/____ To ____/____/_____


3.
Residency:
Institution  ______________________________________________________________________________________

Address
________________________________________________________________________________________

________________________________________________________________________________________

City








State

Zip

Specialty____________________________________________________ From ____/____/____ To ____/____/_____


4.
Other Residency/Fellowship - (specify)
Institution  ______________________________________________________________________________________

Address
________________________________________________________________________________________

________________________________________________________________________________________

City








State

Zip

Specialty____________________________________________________ From ____/____/____ To ____/____/_____

10/01/01
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	B.
EDUCATION AND PRACTICE HISTORY - (Continued)


5.
List work history since beginning of medical, dental or other professional school; please be specific.
(If not enough space, please attach additional sheet)

  FROM /  TO


________________________________________________________________________    ____ / ___  ____ / ___

Current practice                                                                                                                                                                     (Month / Year) (Month / Year)

________________________________________________________________________
____ / ___  ____ / ___

Previous practice                                                                                                                                                                    (Month / Year) (Month / Year)

_____________________________________________________________________
____ / ___  ____ / ___

Previous practice                                                                                                                                                                    (Month / Year) (Month / Year)

________________________________________________________________________
____ / ___  ____ / ___

Previous practice                                                                                                                                                                    (Month / Year) (Month / Year)

________________________________________________________________________
____ / ___  ____ / ___

Previous practice                                                                                                                                                                    (Month / Year) (Month / Year)

6. List other training and/or education (including CME) within the last three years, if applicable. 
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

7. Have you  involuntarily or voluntarily withdrawn or been suspended from any internship, residency or fellowship training  program?  Please explain:
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

8. Please explain any incident(s) in which you have involuntarily or voluntarily withdrawn your application for appointment, clinical privileges or reappointment before a decision was made by a hospital or healthcare facility’s governing board. 
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

10/01/01
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	PROFESSIONAL INFORMATION


Please circle yes or no for the following questions.  Please complete the attached Supplemental Form for any questions to which you answer “yes.” Also, please sign and date this application.  If this application does not have the provider’s signature, it cannot be accepted.



         

   YES          NO
	1. Has your license to practice  in any jurisdiction ever been limited, restricted, reduced, suspended, voluntarily surrendered, revoked, denied or not renewed; have you ever been reprimanded by a state licensing agency; or are any of these actions pending with respect to your license; are you under investigation by any licensing or regulatory agency?  (If yes, please complete Supplemental Question No. 1.)
	
Y
	
N

	2. Has your professional employment or membership in a professional organization ever been subject to disciplinary proceedings, denied, limited, restricted, reduced, suspended, revoked, not renewed, or voluntarily relinquished during or under threat of termination for any reason?  (If yes, please complete Supplemental Question No. 2.)
	
Y
	
N

	3. Has your Drug Enforcement Agency registration or other controlled substance authorization ever been limited, restricted, reduced, suspended, revoked, denied, not renewed, or have you voluntarily surrendered or limited your registration during or under the threat of an investigation or are any such actions pending?  (If yes, please complete Supplemental Question No. 3.)
	
Y
	
N

	4. Have you ever been sanctioned or suspended by Medicare or Medicaid?  (If yes, please complete Supplemental Question No. 4.)
	
Y
	
N

	5. To your knowledge, have you ever been reported to the National Practitioner Data Bank or the North/South Carolina Board of Medical Examiners?  (If yes, please complete Supplemental Question No. 5.)
	
Y
	
N

	6. Have you ever been convicted of a felony or misdemeanor, or are you under investigation with respect to such conduct?  (If yes, please complete Supplemental Question No. 6.)
	
Y
	
N

	7. Has a professional liability claim been assessed against you in the past five years, or are there any professional liability cases pending against you?  (If yes, please complete Supplemental Question No. 7.)
	
Y
	
N

	8. Has any liability insurance carrier canceled, refused coverage, or rated up because of unusual risk or have any procedures been excluded from your coverage?  (If yes, please complete Supplemental Question No. 8.)
	
Y
	
N

	9. Have you ever practiced without liability coverage?  (If yes, please complete Supplemental Question No. 9.)
	
Y
	
N

	10. Do you currently have any medical, chemical dependency or psychiatric conditions that might adversely affect your ability to practice medicine or surgery or to perform the essential functions of your position?  (If yes, please complete Supplemental Question No. 10.)
	
Y
	
N

	11. Have your Hospital and/or Clinic privileges ever been limited, restricted, reduced, suspended, revoked, denied, not renewed, or have you voluntarily surrendered or limited your privileges during or under the threat of an investigation or are any such actions pending?  (If yes, please complete Supplemental Question No. 11).
	
Y
	
N


10/01/01
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SUPPLEMENTAL FORM

Provider Name:______________________________________________Provider ID#____________________

(If applicable)

1.  License Limited, Reprimanded, etc.

	List State(s) where action took place   ______________________   ______________________  _____________________

Date(s) license revoked, suspended, etc. From ____/___/____  To ___/____/____

Please explain:__________________________________________________________________________________

_

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________




2.  Employment/Membership Suspended, Limited, etc. 
	List State(s) where action took place   ______________________   _____________________  ______________________

List Professional Organization  __________________________   ________________________ _______________________

Please explain:__________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________




3.  Drug Enforcement Agency (DEA) Explanation
	List State(s) where action took place        ______________________   ______________________  ____________________

Please explain:__________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

_________________________________________________________________________________________________
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SUPPLEMENTAL FORM
Provider Name:______________________________________________Provider ID#____________________

(If applicable)
4.  Medicare/Medicaid Sanction Disciplinary Action(s)
	Disciplined Action(s):____________________________________________________________________________________ 

List State(s):_________    __________    ___________  Date(s) of Action 
From____/___/____  To ___/____/____

Please explain:___________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________




5.  National Practitioner Data Bank Report(s)
	Please explain the NPDB report  (if you have a copy please attach): ______________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________




6.  Felony or Misdemeanor 
	Did you serve a sentence? ( Y   ( N    If YES, circle how many years   1     2     3     4     5     6   other_______

Please explain charge and verdict_______________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

______________________________________________________________   List State(s)  _______  _______ _______




10/01/01
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SUPPLEMENTAL FORM
Provider Name:______________________________________________Provider ID#____________________

(If applicable)
7.  Named in Professional Liability Judgment, Settlement, etc. 
	Please explain, include dates & amounts: 

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________




8.  Canceled, Refused Coverage, etc. 
	Please list Insurance Carrier(s)   _________________________________         ____________________________________

Please explain:__________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________




9.  Practiced Without Liability Coverage 
	Please explain:________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________




10/01/01
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SUPPLEMENTAL FORM
ProviderName:______________________________________________ProviderID#____________________

(If applicable)
10.  Medical, Chemical Dependency, or Psychiatric Conditions 
	Please explain in detail:____________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________




11.  Hospital or Clinic Privileges Revoked, Restricted, etc. 
	List Hospital(s) __________________________    ______________________________   _______________________________

Date privileges revoked, suspended, etc.  From____/___/____   To___/____/____

Please explain:______________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________




10/01/01
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Attestation Statement
(IMPORTANT:  Submit Original Only)
This Application is to be signed by each individual provider submitting an application.


 Fill in each space with the name of the Health Plan for which you are applying.

· No Stamps or Copies Please  (

All information submitted by me in this application, as well as any attachments or supplemental information, is true, current, and complete to my best knowledge and belief as of the date of signature below.  I fully understand that any significant misstatement in this application may constitute cause for denial of my application or termination of a resulting participation agreement.

By application for membership in ______________________________, I signify my willingness to appear for interview in regard to my application.  I authorize ______________________________ to consult with administrators and members of the medical staffs of hospitals or institutions with which I have been associated and with others, including past and present malpractice carriers, who may have information bearing on the questions in this application.  Upon request, I will obtain and provide to ______________________________ materials pertaining to my qualifications and competence, including, materials relating to complaints filed, any disciplinary action, suspension, or action to curtail my medical- surgical privileges.  I further consent to the inspection by representatives of ______________________________of all documents that may be material to an evaluation of my professional qualifications and competence.

I understand and agree that I, as an applicant, have the burden of producing adequate information for proper evaluation of my professional competence, character, ethics, and other qualifications and for resolving any doubt about such qualifications.  I release from liability all representatives of ______________________________ for their acts performed in good faith and without malice in connection with evaluating my application and my credentials and qualifications, and I release from any liability, all individuals and organizations that provide information to ______________________________ in good faith and without malice concerning this application and I hereby consent to the release and verification of information relating to any disciplinary action, suspension, or curtailment of medical-surgical privileges to ______________________________.  

I understand that if my application is rejected for reasons relating to my professional conduct or competence, ______________________________, may report the rejection to the appropriate state licensing board and/or National Practitioner Data Bank.  In the event I am accepted for participation in ______________________________ , I hereby consent to ______________________________ for inspection of my patient records relating to ______________________________ enrollees as necessary for its peer and utilization review purposes as permitted by state or federal law and regulation I further agree to notify ______________________________ in a timely manner (not to exceed 30 days) of any changes to the information requested on the initial application. 

__________________________________________

PRINT NAME OF PROVIDER

__________________________________________

SIGNATURE OF PROVIDER

10/01/01
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UNIFORM MEDICAL STAFF APPLICATION

  Applicant’s Name:







 

	DEMOGRAPHIC INFORMATION:
Home Address_________________________________________________________________________

                                      Street                                                     City                                         Zip 

Home Telephone #:__________________________             Pager #:_________________________

e-mail :____________________________________            Mobile #:________________________

Preferred Contact Method___________________            Answering Service#:______________
Numbers acceptable for publication within the hospital:      ___Office ___Home ___Pager ____Mobile



	PROFESSIONAL STATUS:  Please answer the following questions:
1.     Are you currently under investigation by any State Board of Medical Examiners?

	 (Yes   ( No

	2.   Has your license to practice in any jurisdiction ever been limited, restricted, 

      reduced, placed on probation, suspended, voluntarily surrendered, revoked, denied

      or not renewed whether voluntarily or involuntarily?
	 ( Yes  (  No

	3.   Has your employment, medical staff appointment, or clinical privileges ever been 

      suspended, diminished, revoked, refused, or limited at any hospital or other health

      care facility voluntarily or involuntarily?     
	 ( Yes  (  No

	4.   Has your narcotics registration certificate ever been relinquished, limited, denied, 

      suspended or revoked voluntarily or involuntarily?       
	 ( Yes  (  No

	5.   Are you presently the subject of an investigation by any public, federal, or 

      state agency concerning your participation in any health insurance program? 
	 ( Yes   (  No

	6.  Have you ever been sanctioned or suspended by any public health insurance

     program?
	   (  Yes    (  No 

	7.   Have you settled, with or without admission of liability, any professional liability 

      claims. 
	  (  Yes    (  No

	8.   Have you ever been the subject of focused individual monitoring or disciplinary

      proceedings at any hospital or health care facility?
	  (  Yes   (  No

	If you answered “YES” to any of the above questions, please explain on a separate sheet and attach.
	

	 9.   Do you have the ability to perform the obligation of the category of Medical Staff 

       Membership and privileges you are requesting, with or without reasonable 

       accommodation?   
	  (  Yes   (  No 



	If you answered “NO” to this question, please explain on a separate sheet and attach.


09/01/02










Page 15

UNIFORM MEDICAL STAFF APPLICATION

Applicant’s Name:







PAST AFFILIATIONS:   List in chronological order all past institutional/practice affiliations since the completion of your postgraduate education.  This includes, without limitation, all hospitals, businesses, charitable organizations, educational institutions, corporations, military organizations or government agencies, (please include a copy of orders or discharge papers).  Complete addresses must be included.  If more space is needed, attach an additional sheet.

If the foregoing chronology does not account for all time periods since the completion of your postgraduate education, please describe your whereabouts and/or activities during such periods.

Institution/Practice Name:   ______________________________________________________________________

Mailing Address:    _____________________________________________________________________________
Type of Privileges:  _____________________________________________________________________________

Phone:___________________________Fax:__________________________e-mail: _________________________

Contact Name (if available):
_____________________________________________________________________   

Dates of Appointment:

From  __________________________  To:__________________________

Institution/Practice Name:   _______________________________________________________________________

Mailing Address:    _____________________________________________________________________________
Type of Privileges: _____________________________________________________________________________

Phone:___________________________Fax:__________________________e-mail: _________________________

Contact Name (if available):
 ____________________________________________________________________  

Dates of Appointment:

From  __________________________  To:__________________________

Institution/Practice Name:   _______________________________________________________________________

Mailing Address:    _____________________________________________________________________________
Type of Privileges:  _____________________________________________________________________________

Phone:___________________________Fax:__________________________e-mail: _________________________

Contact Name (if available): ______________________________________________________________________  

Dates of Appointment:

From  __________________________  To:__________________________

Institution/Practice Name: ________________________________________________________________________


Mailing Address:    _____________________________________________________________________________
Type of Privileges:  _____________________________________________________________________________

Phone:___________________________Fax:__________________________e-mail:_________________________

Contact Name (if available):   _____________________________________________________________________

Dates of Appointment:

From  __________________________  To:__________________________
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UNIFORM MEDICAL STAFF APPLICATION

Applicant’s Name:






                     

Please refer to the facility specific requirements regarding peer references.

Name at least three peer references who have personal knowledge of your current clinical ability, ethical character, health status and ability to work cooperatively with others.  The named peer references must have acquired their knowledge through recent observation of your professional practice over a reasonable period of time.  None of the peer references should be related to you by family. 
1.
Name:__________________________________________Title:________________________________


Group/Practice or Affiliation Name:_______________________________________________________

Dates of Association_______________ through________________ 

____________________________________________________________________________________

PO Box                      Street                                           City             
     State 


Zip

Telephone:_______________________ Fax:_______________________ e-mail___________________

2.           Name:__________________________________________Title:________________________________


Group/Practice or Affiliation Name:_______________________________________________________

Dates of Association_______________ through________________  

____________________________________________________________________________________

PO Box                      Street                                           City             
     State 


Zip


Telephone:_______________________ Fax:_______________________ e-mail___________________

 3.       
Name:__________________________________________Title:________________________________

Group/Practice or Affiliation Name:_______________________________________________________

Dates of Association__ _____________through________________  

____________________________________________________________________________________

PO Box                      Street                                           City             
     State 


Zip


Telephone:_______________________ Fax:_______________________ e-mail___________________

4.
Name:__________________________________________Title:________________________________

Group/Practice or Affiliation Name:_______________________________________________________

Dates of Association__ _____________through________________  

____________________________________________________________________________________

PO Box                      Street                                           City             
     State 


Zip


Telephone:_______________________ Fax:_______________________ e-mail___________________
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UNIFORM MEDICAL STAFF APPLICATION

Applicant’s Name:_______________________________       Facility Name:_____________________________________
 

CONDITIONS OF APPLICATION

I fully understand that any significant misstatements in or omissions from this application constitute cause for denial of appointment or cause for summary dismissal from the medical staff.  All information submitted by me in this application is current and  true to my best knowledge and belief.

In making this application for privileges and appointment to the medical staff of this facility, I acknowledge that I have received and read the Bylaws, Rules and Regulations of the medical staff of this facility, and that I am familiar with the principles, standards and ethics of the national, state and local associations that apply to and govern my specialty and/or profession.  I agree to be bound by the terms thereof if I am granted membership or clinical privileges, and I further agree to be bound by the terms thereof without regard to whether or not I am granted membership or clinical privileges in all matters relating to the consideration of my application for appointment to the medical staff.  I acknowledge that the provisions of said Medical Staff Bylaws relating to confidentiality and release from liability are express conditions to my application for, and acceptance of, Medical Staff membership and the continuation of such membership and to my exercise of clinical privileges.  I further agree and abide by such facility and staff policies and staff rules and regulations as may be from time to time enacted.  I agree to maintain the confidentiality of all patient information, peer review information and all other information to which I have access.  I further agree to provide treatment and continuous care and supervision of patients for whom I have responsibility, and timely adequate completion of record documentation.

By applying for appointment to the medical staff, I hereby signify my willingness to be interviewed in regard to my application and authorize the facility, its medical staff and their representatives/designees to consult with administrators and members of the medical staffs of other facilities or institutions with which I have been associated and with others (including past and present malpractice carriers) who may have information bearing on my professional competence, character and ethical qualifications.  I hereby further consent to the inspection by the facility, its medical staff and its representatives/designees of all records and documents that may be material to an evaluation of my professional qualifications and competence to carry out the clinical privileges requested, as well as my moral and ethical qualifications for staff membership.  I hereby release from liability all representatives/designees of the facility and its medical staff for their acts performed in good faith and without malice in connection with evaluating my application, credentials and qualifications.  I further hereby release from liability any and all individuals and organizations who provide information to the facility or its medical staff, in good faith and without malice, concerning my professional competence, ethics, character, personal health information and other qualifications for staff appointment and clinical privileges.  I hereby consent to the release of such information.

I hereby further authorize and consent to the release of information by this facility or its medical staff/designees to other facilities, medical associations and other interested persons on request regarding any information the facility and the medical staff may have concerning me as long as such release of information is done in good faith and without malice, and I hereby release from liability this facility and its staff and/or designees for so doing.

I understand and agree that I, as an applicant for medical staff membership, have the burden of producing adequate information for proper evaluation of my professional competence, character, ethics, personal health information and other qualifications and for resolving any questions about such qualifications.

I have not requested privileges for any procedures for which I am not qualified.  Furthermore, I realize that certification by a board does not necessarily qualify me to perform certain procedures.  However, I believe that I am qualified to perform all procedures/privileges I have requested.

________________________


____________________________________

Date







Signature

The facility will treat this application and any information secured in connection therewith in strict confidence and will employ all reasonable safeguards to protect the Applicant’s privacy.
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YOUR HOSPITAL LOGO

(YOUR) HOSPITAL SPECIFIC INFORMATION

(Please check ( your response and provide additional information as requested.)

Personal Information:      Marital Status:  



(  Married
(  Single
(  Divorced

If married, please provide Name of Spouse: ____________________________________

Staff Category Requested: 



 
(  Active     
 (  Courtesy*     
 ( Consulting *

  * Consulting or Courtesy staff may need to be Active at another hospital.

Board Certification:

If you are not board certified, have you taken and failed the written or oral exam? 

(  YES
(  NO
 

If you have failed, how many times have you failed the exam?    __________________

Are you currently admissible to take the exam?        





(  YES
(  NO

Immunization:

Are you current with all required immunizations?       





(  YES
(  NO

Malpractice Insurance:

Are you currently covered under an Extended Reporting Endorsement (tail coverage) for any previous 

claims-made policy?








(  YES
(  NO

Additional Health Questions:

During the past seven years, have you been hospitalized, institutionalized or involved an in an outpatient 

treatment program (other than childbirth)?      





(  YES
(  NO
 

Do you have any continuing physical/mental health problems requiring ongoing treatment?
(  YES
(  NO

Do you now have or have you ever had an impairment problem (alcohol or chemical dependency or 

psychiatric problem) requiring intervention?      




  
(  YES
(  NO


If you answer yes to any of the health questions, please provide further explanation:

09/01/02
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YOUR HOSPITAL LOGO

MEDICARE ACKNOWLEDGMENT STATEMENT

IN ACCORDANCE WITH CMS GUIDELINES OUTLINED

Title:  42 CFR PART 412.46C


According to the above referenced Federal Register,  each provider must sign the statement below upon application to receive admitting privileges.

Notice to Physicians:  Medicare payment to hospitals is based in part on each patient's principal and secondary diagnoses and the major procedures performed on the patient, as attested to by the patient's attending physician by virtue of his or her signature in the medical record. Anyone who misrepresents, falsified, or conceals essential information required for payment of Federal funds, may be subject to fine, imprisonment, or civil penalty under applicable Federal laws.

 Provider Signature                              




Date 

 

 Provider’s Printed Signature 

09/01/02
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Medical Board Registration





Original N.C. License





DEA Registration





Certificate of Insurance
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