
SAMPLE APPLICATION FORM


Application For Appointment To The Medical/Dental Staff

	INSTRUCTIONS

This form should be typed.  If more space is needed than provided on the original, attach additional sheets and reference the question being answered.  Submit copies of the following documents with this application:



	
	State Medical License(s)

Board Certification (if applicable)

Curriculum Vitae


	DEA certificate

Certificate of Insurance

ECFMG (if applicable)
	


1.
IDENTIFYING INFORMATION

Last Name

First Name

Initial


Degree


Home Address


City

State

Zip


Home Telephone (         )

Birthdate

Birthplace


Citizenship

Social Security #

Name of Spouse


Medicare UPIN #

Medicare Provider #

Medicaid Provider #


(Same as Physician UPIN)

If you currently do not live in the immediate area, do you plan to relocate to this area?    ( Yes     ( No

I am requesting appointment to (please check one):

· “Provisional” Active Medical Staff (admitting privileges)

· “Provisional” Courtesy Medical Staff (admit up to 12 patients/year)

· “Provisional” Consulting Medical Staff (no admitting privileges)

· “Provisional” Active Denial

· “Provisional” Courtesy Denial

· Locum Tenens (initial period of 35 days)

NOTE:
All physicians initially applying for staff privileges are on “Provisional” status for initial 9-12 months, at which time they will be reviewed for advancement to the Active, Courtesy, or Consulting Staff.
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2.
PRACTICE INFORMATION

Name of Office/Clinic/Hospital


Office Address


City

State

Zip


Office Telephone (         )

FAX Number (         )


Practice Limited To


Other Medical Interests in Practice, Research, etc.


Practicing with Whom and Nature of Affiliation


3.
MEDICAL EDUCATION

Medical School

Grad. Date
/
/


Address


License #

State

DEA #


4.
PRE-MEDICAL EDUCATION

College or University

Degree


Address

Date of Graduation


College or University

Degree


Address

Date of Graduation
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5.
POST-GRADUATE TRAINING

Internship
Hospital


Address


City

State

Zip


Type of Internship

Specialty

From

To


Residencies

Preceptorships; teaching appointments; post graduation.  (Chronological order:  Hospital name, address, city, state, zip, dates, Chief of Staff).  Use separate sheet if necessary.

Hospital


Address


City

State

Zip


Specialty

Chief of Staff

From

To


Office Telephone (         )


Fellowships
American College of

Date


American College of

Date


Other Specialty Colleges

Date
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6.
CERTIFICATION

Certified by State Medical Association or American Medical Association recognized board(s).

Name of Board

Date


Name of Board

Date


Have you been recertified?
( Yes     ( No

If so, list Boards and dates:

Board

Date


Board

Date


Have you applied for Board Certification?


Date of Application


If not, give current status


7.
LICENSING

License #

State

Date

Expiration Date


Drug Enforcement Adm. #

Date

Expiration Date


ECFMG


Other state medical licenses, current and past

State

Number

Expiration Date


State

Number

Expiration Date
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8.
HOSPITAL

Previous affiliate with this hospital?
( Yes     ( No

What Capacity

Date


List all current and previous hospital affiliations, starting with the most current.  If necessary, use a separate sheet.

Name

Location


Status

From

To


Name

Location


Status

From

To


9.
BIBLIOGRAPHY

Attach separate sheet.  Include reprints if possible.

10.
MEMBERSHIP IN PROFESSIONAL SOCIETIES

List professional college or academy of which you are a member.

Name

Membership Status

Date Elected


Name

Membership Status

Date Elected


Are you a member of or applicant to any county, state, or national medical societies?    ( Yes     ( No

Name of Society
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11.
CONTINUING MEDICAL EDUCATION

To what official recording body (e.g., CMA) do you report your CME hours?  Please list:

12.
MEDICAL REFERENCES

Include three peer physicians familiar with your most recent clinical practice; for example, Chief of Staff, Chief of Department, or Chief of Residency Program (if recent graduate).  Only one reference may be an associate.
NOTE:
References will be evaluated primarily by the extent of direct clinical observation and other work with the applicant.

1.
Last Name

First Name

Degree



Address



City

State

Zip



Telephone # (         )


2.
Last Name

First Name

Degree



Address



City

State

Zip



Telephone # (         )


3.
Last Name

First Name

Degree



Address



City

State

Zip



Telephone # (         )
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13.
PREVIOUS PRACTICE

All previous office addresses, military experience (list chronologically):

Address

From

To


Address

From

To


NOTE:
Please provide dates of your academic activities or medical practice in your curriculum vitae if they are not evident on the application.

14.
PRESENT STATUS

What is your present practice status?  Check one:

( Full-time Practice
( Part-time Practice
( Military Status
Discharge Date


What are your plans for coverage of your patients when you are unavailable?

15.
PRIVILEGES DESIRED

Please list specific privileges desired on separate sheet.
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16.
ATTESTATION QUESTIONS

IF THE ANSWER TO ANY OF THE FOLLOWING QUESTIONS IS “YES,” PLEASE GIVE FULL DETAILS ON A SEPARATE SHEET.

( Yes
( No
A.
Have there been previously successful or are there currently pending challenges to any licensure or registration (state or district, Drug Enforcement Administration) or have you voluntarily or involuntarily relinquished your licensure or registration?

( Yes
( No
B.
Have your privileges at any hospital ever been suspended, diminished, revoked or not renewed voluntarily or involuntarily – or is any such action pending?

( Yes
( No
C.
Have you ever been denied membership or renewal thereof, or been subject to disciplinary action in any medical organization – or is such action pending?

( Yes
( No
D.
Have you ever resigned from a medical staff to avoid disciplinary action?

17.
HEALTH STATUS

( Yes
( No
1.
Have you been hospitalized anytime in the last five years?

( Yes
( No
2.
Have you been denied health, life, or disability insurance?

( Yes
( No
3.
Do you have any limitations on your health, life, or disability insurance?

( Yes
( No
4.
Do you currently have any problems with alcohol or drug dependency?

( Yes
( No
5.
Are you currently taking any medications that may affect either your clinical judgment or motor skills?

( Yes
( No
6.
Are you currently under any limitations, in terms of activity or work load?

( Yes
( No
7.
Are you currently under the care of a physician?

Attach explanation for any “Yes” answers above; and also describe on a separate sheet any other medical condition that may affect your ability to practice.
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18.
PROFESSIONAL LIABILITY

Insurance Carrier

Amount


( Yes
( No
Have any judgments or settlements been made against you in professional liability cases or are any cases pending?



If “Yes,” give details on a separate sheet.

List all other carriers used during the past five years.

Carrier

Dates


Carrier

Dates


Carrier

Dates


19.
CONSENT AND RELEASE

I understand that the medical staff of this hospital is responsible for the evaluation of my professional competence and qualifications, and has the obligation to inquire into my professional training, experience, professional conduct and judgment, and to make appropriate recommendations to the governing body of this hospital.

I agree to abide by the Bylaws of the Medical Staff in this regard, and specifically to the items under section(s) of the Bylaws of the Medical Staff, as follows:
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20.
EFFECT OF APPLICATION

By applying for appointment to the Medical Staff, each applicant:

a. Signifies his willingness to appear for interviews with the Credentials and Privileges Committee or Medical Executive Committee in regard to his application;

b. Authorizes the Credentials and Privileges Committee and Medical Executive Committee to consult with others who have been associated with him and/or who may have information bearing on his competence and qualifications;

c. Consents to the Medical Executive Committee’s and the Credentials and Privileges Committee’s inspecting all records and documents that may be material to an evaluation of his professional qualifications and competence to carry out the clinical privileges he requests, of his physical and mental health status and of his professional ethical qualifications;

d. Releases from any liability the Medical Executive Committee, the Credentials and Privileges Committee, the President, and the Board for their acts performed in good faith and without malice in connection with evaluating the applicant and his credentials;

e. Releases from any liability all individuals and organizations who provide information to the Medical Executive Committee, the Credentials and Privileges Committee, the President, or the Board in good faith and without malice concerning the applicant’s competence, professional ethics, character, physical and mental health, emotional stability, and other qualifications for staff appointment and clinical privileges;

f. Authorizes the release of and consents to provide inquiring medical staffs, medical associations, licensing boards, and other organizations concerned with the practitioner’s performance with any information relevant to such matters that the Medical Center may have concerning him, and releases for doing so, provided that such furnishing of information is done in good faith and without malice;

g. Acknowledges that the President will establish a record for each applicant that contains information regarding initial appointment, subsequent reappointment, and deficiencies noted through approved quality assurance mechanisms.  This record which is maintained in the Medical Staff office may be reviewed by the applicant during normal business hours;

h. Agrees to submit to a physical and/or psychiatric exam at the request of the Medical Executive Committee; and

i. Acknowledges that adverse actions taken with respect to the practitioner’s staff membership or clinical privileges will be reported as required by state and federal law.

The effect of the application is continuing in nature and will apply to the reappointment process and during the entire time that the staff member has staff membership or exercises clinical privileges at the Medical Center.
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I hereby affirm that the information furnished by me to the staff is true to the best of my knowledge and is furnished in good faith.  I understand that willful and substantial omissions or misrepresentations may result in denial, modification, or revocation of my medical staff membership and/or clinical privileges.

I, ____________________________________________, DO HEREBY MAKE FORMAL APPLICATION

Print name here

FOR MEDICAL STAFF MEMBERSHIP AND PRIVILEGES AT _________________________________

Name of Institution

Signature

Date



