APPLICATION FOR REAPPOINTMENT TO THE MEDICAL STAFF

YOUR FACILITY NAME HERE

ADDRESS


 I.
REQUEST FOR MEMBERSHIP AND PRIVILEGES:  I hereby apply for reappointment to the Medical Staff.
	MEDICAL STAFF MEMBERSHIP:

If you desire to change your status, please list the new status requested.

New status requested: _________________________________________________________________




 II.   DEMOGRAPHIC INFORMATION:


 III.   HOSPITAL AFFILIATIONS – Please list all hospital or health care entity affiliations you currently hold or 

         have held during the past two years.  Please list your Primary Facility on the first line. If you need additional    

         space, please use an additional sheet.. 

	HOSPITAL
	STAFF STATUS

	Primary: 
	

	
	

	
	

	
	

	
	


 IV.   LICENSE – Please list all currently active medical licenses you hold, excluding NC. If none, please list NA.

	LICENSE NUMBER
	STATE

	
	

	
	

	
	


PLEASE READ EACH QUESTION CAREFULLY AND PROVIDE ACCURATE RESPONSES.

1.
DISCIPLINARY AND/OR VOLUNTARY ACTIONS WITHIN THE PAST TWO YEARS:

Either voluntarily or involuntarily, have any of the following been, denied, revoked, suspended, relinquished, withdrawn, reduced, limited, placed on probation, not renewed, or currently pending/under investigation  (If “yes”, please provide full explanation on the following page.)

⁪ Yes     ⁪   No

Medical license in any state

⁪ Yes     ⁪   No 
Other professional registration/license

⁪ Yes     ⁪   No 
DEA certificate

⁪ Yes     ⁪   No 
Academic appointment

⁪ Yes     ⁪   No 
Membership on any hospital medical staff

⁪ Yes     ⁪   No 
Clinical privileges, prerogatives/rights on any medical staff

⁪ Yes     ⁪   No 
Board certification

⁪ Yes     ⁪   No 
Any other type of professional sanction (e.g.:  Peer Review Organization)

⁪ Yes     ⁪   No 
Have you been charged or convicted of a felony or misdemeanor?

2.   
LIABILITY INSURANCE WITHIN THE LAST TWO YEARS:  (If  “Yes,” please provide a full explanation on a 

separate sheet of paper.)

⁪ Yes     ⁪   No 
Are any liability claims pending/under investigation against you?

⁪ Yes     ⁪   No 
Has any judgment been entered against you in any professional liability case?

⁪ Yes     ⁪   No 
Have you been denied professional liability insurance?

⁪ Yes     ⁪   No 
Has any professional liability insurer refused to renew your policy or placed limitations on the scope

 of your coverage?

⁪ Yes     ⁪   No 
Has any settlement been made in any professional liability case in which you or your insurance 

carrier had or agreed to make a monetary payment?

⁪ Yes     ⁪   No 
Have any professional liability claims been filed against you or have you reported any malpractice 

claim to any insurance carrier?

If you have answered “Yes” to any of these questions, please complete the attached Malpractice History Form.

3.    
  HEALTH STATUS (If  “Yes,” please provide full explanation below.)

⁪ Yes     ⁪   No 
During the past two years, have you been hospitalized, institutionalized or involved in an 

outpatient treatment program?

⁪ Yes     ⁪   No 
Do you have any physical/mental condition which may limit your ability to participate fully in the 

care of your  patients, with or without accommodation, within the scope of the privileges requested?

EXPLANATION (If applicable) 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

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.









09/01/02
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Pages 4 – 9   THIS IS THE REAPPOINTMENT SECTION OF THE NC DEPARTMENT OF INSURANCE 

            UNIFORM  APPLICATION TO PARTICIPATE AS A HEALTH CARE PRACTITIONER

	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










Page 4


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:__________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

_________________________________________________________________________________________________




10/01/01
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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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DO YOU WISH TO APPLY FOR REAPPOINTMENT TO THE MEDICAL STAFF?


⁯  YES       ⁯  NO


If you have answered “YES”, please complete this form in its entirety.  If you answered “NO”, please sign here and return it to Medical Staff Services.


Practitioner Signature: _________________________________________________________�
�
I.	REQUEST FOR MEMBERSHIP AND PRIVILEGES:  I hereby apply for reappointment to the Medical Staff.





MEDICAL STAFF MEMBERSHIP:


If you desire to change your status, please list the new status requested.


         New status requested: _________________________________________________________________


�
�
�
II.   DEMOGRAPHIC INFORMATION:





Last Name ____________________First Name_____________________Middle/MaidenName_______________





Practice Affiliation____________________________________________________________________________





Primary Office Address________________________________________________________________________


                                                 Street                                                    City                                                   Zip Code


Office Phone #________________________Fax #______________________ Pager #______________________





Home Address_______________________________________________________________________________


                                                Street                                                     City                                                   Zip Code


Home Phone#_________________Marital Status______________Name of Spouse________________________





Mobile Phone #                                                                 Email address_____________________________________�
�









Last Name ____________________First Name_____________________Middle/MaidenName_______________





Practice Affiliation____________________________________________________________________________





Primary Office Address________________________________________________________________________


                                                 Street                                                    City                                                   Zip Code


Office Phone #________________________Fax #______________________ Pager #______________________





Home Address_______________________________________________________________________________


                                                Street                                                     City                                                   Zip Code


Home Phone#_________________Marital Status______________Name of Spouse________________________





Mobile Phone #                                                                 Email Address__________________________________









