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Name of Applicant _________________________
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Carolinas Medical Center
NorthEast






Application for Medical Staff Appointment
INCOMPLETE APPLICATIONS WILL BE RETURNED

Date of Application ____________ (mm/dd/yyyy)

Anticipated Start Date ________________(mm/dd/yyyy)
Name __________________________________________________________________________________________


Last


First


Middle


Maiden 
Membership Category Requested:
Active
    FORMCHECKBOX 

Courtesy       FORMCHECKBOX 

       Telemedicine     FORMCHECKBOX 








Affiliate
    FORMCHECKBOX 

Coverage      FORMCHECKBOX 

Clinical Privileges for Non-Members of the Medical Staff:
Podiatrist


 FORMCHECKBOX 











Doctorate Level Psychologist
 FORMCHECKBOX 








Dentist (Not Oral Surgeon)
 FORMCHECKBOX 








Optometrist


 FORMCHECKBOX 








Locum Tenens


 FORMCHECKBOX 




PRIVILEGES ARE REQUESTED IN THE FOLLOWING DEPARTMENT:
 FORMCHECKBOX 
   Medicine


 FORMCHECKBOX 
   Surgery

    
 FORMCHECKBOX 
   Pediatrics

 FORMCHECKBOX 
   Radiology


 FORMCHECKBOX 
   Psychiatry

     
 FORMCHECKBOX 
   OB/GYN

 FORMCHECKBOX 
   Family Medicine

 FORMCHECKBOX 
   Emergency Medicine
     
 FORMCHECKBOX 
   Pathology & Laboratory Medicine
 FORMCHECKBOX 
   Anesthesiology & Pain Management        


Practice Name 












Practice Address 












Office Manager _____________________________________   Email 






Telephone 





   Fax Number 





Residence Address 











Telephone ___________________________________

Email 





Date of Birth _______/___/____________(mm/dd/yyyy)

Birthplace 




Citizenship __________________________________

Social Security # _______/______/


If not a citizen of the United States, please indicate the status of your visa 





Other name(s) by which you have been known and dates 







Pager Number


    Cell Number 


    Spouse Name 




PROFESSIONAL DATA

Name others with whom you are associated in practice and nature of the association:  ___________________________

________________________________________________________________________________________________
Please indicate your plans for assisting CMC-NorthEast in fulfilling its patient care mission.

A. I plan to admit my patients to the system for their hospital care.

B. I plan to schedule and perform surgery within the system.

C. I plan to refer patients to the system for definitive consultation, work-up and management.

D. If you do not plan to perform any of the above, how will you assist CMC-NorthEast in its patient care mission?

Coverage Arrangements:  Please note that covering practitioners must have equivalent inpatient clinical privileges compared to those that you are applying for.  Specific coverage arrangements for the continuous care of my patients will be as follows, and if requested, I have attached a letter from the director of the group practice or from practitioners listed verifying this arrangement.



Please answer the following questions in full.  If the answer to any question is yes, please provide a full explanation of the details on the back of this application.
· Have any disciplinary actions or investigations been initiated, or any pending,

against you by any state licensure board?





 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

· Have you ever been asked to surrender your license?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

· Have you ever been suspended, sanctioned, or otherwise restricted from participating

 in any private, federal, or state health insurance program (e.g. Medicare or Medicaid)?
 FORMCHECKBOX 
   Yes
 FORMCHECKBOX 
   No

· Have you ever been the subject of an investigation by any private, federal, or state agency

concerning your participation in any private, federal, or state health insurance program?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

· Have you ever been requested to appear before any licensing or regulatory agency for a 

hearing or complaint of any type?






 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

· Have you ever been denied privileges at any other hospital?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

· Have you ever discontinued practice for any reason other than routine vacation or

formal education or training for one month or more?




 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

· Have you ever been asked to resign from a professional society?



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

· Has any hospital ever proctored, suspended, diminished, revoked or failed to 

renew your privileges?







 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No

Have there ever been any voluntary or involuntary disciplinary actions taken, or that are currently in the process of being taken, which resulted in:  revocation, stipulation, sanction, censure, written reprimand, restriction, non-renewal or denial of rights or privileges, suspension, reduction, limitation, placing on probation, counseling or monitoring, leave of absence, withdrawal of an application, termination, voluntary or involuntary relinquishment or non-renewal of any of the following:

· Clinical privileges?




 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Medical license or registration in any state?

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Other professional license or registration?

 FORMCHECKBOX 
    Yes
 FORMCHECKBOX 
   No

· Federal DEA
/controlled substance registration?

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Membership on any hospital medical staff?

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Rights on any medical staff?



 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· ECFMG certificate?




 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Board certification?




 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Professional liability insurance
?


 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Professional society/fellowship membership?

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

· Academic appointment?



 FORMCHECKBOX 
    Yes
 FORMCHECKBOX 
    No

Have you ever been named as a defendant in any criminal proceedings?

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

Have you ever had any felony convictions?




 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

Do you have a history of or are you using illegal drugs or are you 

   abusing prescriptive drugs or alcohol?  




 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

LICENSURE

Provide the following information for each state in which you are currently or were previously licensed to practice.  If additional space is needed, please list on back of page.
	STATE
	DATE OF LICENSE
(mm/dd/yyyy)


	LICENSE NUMBER
	STATUS:

Active, Inactive, Suspended


	EXPIRATION DATE
(mm/dd/yyyy)

	
	    
	
	
	

	
	
	
	
	

	
	
	
	
	


List Federal DEA number, date issued and expiration date ________________________________________________

EDUCATION

Undergraduate education, degree and graduation date 


Medical/Dental school
____________________________________________________
Degree
_________

Dates attended including graduation date ______/________to___________/_____________





mm/yyyy

mm/yyyy
Other professional school
____________________________________________________
Degree   _________

Dates attended including graduation date 
________/_______to_______/_______





          mm/yyyy
             mm/yyyy
Internships, Residencies, and Fellowships in chronological order – Please include address, fax and dates attended.  Be sure to list every program attended. List Residency/Fellowship Director name.


Institution


Address


















/ 
to 
/ 
        mm/yy                 mm/yy
Program Director’s Name



Fax Number



Dates Attended
Did you satisfactorily complete this training?
 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No


Institution


Address


















/ 
to 
/ 










       mm/yy                    mm/yy
Program Director’s Name



Fax Number



Dates Attended

Did you satisfactorily complete this training?
 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No


Institution


Address




















/ 
to 
/ 










        mm/yy
         mm/yy
Program Director’s Name



Fax Number



Dates Attended

Did you satisfactorily complete this training?
 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
   No

FACILITY AFFILIATIONS 
List, in chronological order, all institutional affiliations since completion of postgraduate education.  Complete  fax numbers are necessary.  Include hospitals, corporations, military assignments or government agencies. If additional space is needed, complete on the backside of this page. 

Institution

Address







Dates


Institution

Address







Dates

WORK HISTORY
WORK HISTORY GAP – Have there been any time periods since your graduation from medical school that are not explained in another part of this application?    FORMCHECKBOX 
  YES  (complete explanation)         FORMCHECKBOX 
  NO  

Explanation: ____________________________________________________________________________________

Have you ever withdrawn your application for appointment, reappointment, or clinical privileges or resigned from the medical staff before a decision was made by a hospital or healthcare facility governing body?

 FORMCHECKBOX 
   YES (complete explanation)

 FORMCHECKBOX 
   NO

Explanation: ____________________________________________________________________________________

Have you ever been the subject of disciplinary proceedings or investigations at any hospital or healthcare facility?

 FORMCHECKBOX 
   YES (complete explanation)

 FORMCHECKBOX 
   NO

Explanation: ____________________________________________________________________________________

Are any investigations pending?

 FORMCHECKBOX 
   YES (complete explanation)

 FORMCHECKBOX 
   NO

Explanation: ____________________________________________________________________________________
List any professional work history that has not been listed in previous sections

Institution


Address




Dates & Reason for Leaving


Institution


Address




Dates & Reason for Leaving

Have you ever been denied membership or renewal thereof, or been the subject of disciplinary proceedings in any professional organization?

 FORMCHECKBOX 
   YES (complete explanation)

 FORMCHECKBOX 
   NO

Explanation: _____________________________________________________________________________________

Is there anything else that the Credentials Committee should know about your application?

 FORMCHECKBOX 
    YES (complete explanation)

 FORMCHECKBOX 
   NO

Explanation:______________________________________________________________________________________

BOARD CERTIFICATION

List the names of the ABMS or other specialty boards by which you are certified.


Specialty Board







Date of Certification


Specialty Board







Date of Certification

Has your board status ever been, on a voluntary or involuntary basis, denied, revoked, suspended, reduced, limited, placed on probation, not renewed, or relinquished for disciplinary reasons?

 FORMCHECKBOX 
   YES (complete explanation)

 FORMCHECKBOX 
   NO

Explanation: _____________________________________________________________________________________

Have you every been examined by a specialty board, but failed to pass the examination?

 FORMCHECKBOX 
   YES; how many times? ___________________

 FORMCHECKBOX 
   NO

Explanation: _____________________________________________________________________________________

If not certified, have you applied for the certification?    FORMCHECKBOX 
   YES

 FORMCHECKBOX 
   NO

If you have been accepted to take the certification exam, when do you plan to do so?


PROFESSIONAL LIABILITY INSURANCE

Has your professional liability insurance coverage ever been terminated by action of the insurance company?  

 FORMCHECKBOX 
   YES (complete explanation including when and by what company)

 FORMCHECKBOX 
   NO

Explanation: __________________________________________________________________________________

_____________________________________________________________________________________________

Have you ever been denied or has coverage of any specific area of practice ever been excluded from your insurance coverage?

 FORMCHECKBOX 
   YES (complete explanation)

 FORMCHECKBOX 
   NO

Explanation: ____________________________________________________________________________________

List of Insurance Carriers During the Last TEN Years Including Fax Numbers & Policy Numbers.  Include a face sheet of any current policies.  Provide a COMPLETE Malpractice history for the past ten years by using the attached form.  

LEGAL ACTIONS

Have any professional liability claims or suits ever been filed against you?

 FORMCHECKBOX 
   YES (complete Schedule B)

 FORMCHECKBOX 
   NO

Have any professional liability suits been filed against you that are presently pending?

 FORMCHECKBOX 
   YES (complete Schedule B)

 FORMCHECKBOX 
   NO

Have any judgments or settlements been made against you in professional liability cases or have you made settlements to prevent possible liability cases?  

 FORMCHECKBOX 
   YES (Complete Schedule B)*

 FORMCHECKBOX 
   NO

*Attachment should include details of each matter and the name of the court in which the suit was filed.  Include caption and docket number of the case.  Include names and addresses of the attorneys defending you and all other relevant details.  

Explanation: _____________________________________________________________________________________

________________________________________________________________________________________________

HEALTH STATUS

Do you have a physical, mental, or substance abuse condition that could affect your ability to exercise the clinical privileges requested or would require accommodation for you to exercise the privileges safely and competently?  Please attach a statement of your current health and have it cosigned by your personal physician.

 FORMCHECKBOX 
   YES 



 FORMCHECKBOX 
   NO

Regardless of how this question is answered, your application will be processed in the usual manner.  If you answer affirmatively and are found to be professionally qualified for medical staff appointment and the privileges requested, you will be given an opportunity to meet with all persons necessary to determine accommodations that will be necessary and feasible to allow you to practice safely.  This institution complies with the Americans with Disabilities Act.
CLINICAL REFERENCES
List at least three clinical references excluding relatives and current associates in practice.  Provide current, complete information.


Name



E-mail




Telephone

Fax


Name



E-mail




Telephone

Fax


Name



E-mail




Telephone

Fax

CPR TRAINING:   FORMCHECKBOX 
 ACLS  FORMCHECKBOX 
 BLS   FORMCHECKBOX 
 PALS   FORMCHECKBOX 
 ATLS    FORMCHECKBOX 
 NPR    
Expiration Date



PPD TESTING:
Administered 





Result  

NPI Number  

10 Year Malpractice History Form 

1.
Name of Carrier


Policy Number  


Address & Fax Number  


Contact Person Name


Coverage Amount 



Dates of Coverage

2.
Name of Carrier


Policy Number  


Address & Fax Number  


Contact Person Name


Coverage Amount 



Dates of Coverage

3.
Name of Carrier


Policy Number  


Address & Fax Number  


Contact Person Name


Coverage Amount 



Dates of Coverage

This form may be copied if additional space is needed.

Carolinas Medical Center - NorthEast
PROFESSIONAL LIABLITY CLAIMS INFORMATION FORM

Schedule B

The following information is necessary to complete the credentialing certification process and will be kept confidential.  Please print or type answers to the following for any malpractice claims reported to your malpractice insurance carrier, opened, closed, settled or paid.  For initial credentialing, please complete a separate form for each claim; for recredentialing just complete form for last 10 years.  One case per sheet (please photocopy if additional sheets are needed.)

	PROVIDER’S NAME:

(Required even if NA)
	Does Not Apply    FORMCHECKBOX 



	Name of Patient Involved
	Age
	Month & Year of Occurrence 

(Event precipitating claim)
	Month & Year of Lawsuit
	Insurance Carrier at Time

	
	
	/
	/
	

	What is/was your status?
	List other defendants

	 FORMCHECKBOX 
 Primary Defendant            FORMCHECKBOX 
 Co-defendant

 FORMCHECKBOX 
 Other, please explain:


	

	What was the patient’s outcome?

	

	How were you alleged to have caused harm or injury to this patient?

	

	Please provide specifics in reference to the adverse event:

	

	What is/was your role in the event?

	

	CURRENT STATUS

	 FORMCHECKBOX 
  Still pending (as of ) Date:     /
	Who is handling the defense case?

	 FORMCHECKBOX 
  Trial Date set – awaiting trail
	Trail date:         /

	 FORMCHECKBOX 
  Dismissed
	Date of Dismissal:         /

	 FORMCHECKBOX 
  Defense Verdict
	Date of Defense Verdict       /

	 FORMCHECKBOX 
  Settled out of Court
	Date:       /
	Total Amount of Settlement:

$
	Amount Paid by You:

$



	 FORMCHECKBOX 
  Judgment 
	Date:       /
	Total Amount of Judgment:

$


	Amount Paid by You:

$


This Professional Liability Claims Information From is required on all claims/lawsuits that are reported by your malpractice carrier and/or the National Practitioner Data Bank. I certify that the information contain in this form is correct and complete (even if N/A) to the best of my knowledge.

	Signature:

(Required)
	Date


AFFIRMATION

In making application for medical staff appointment and clinical privileges, I agree to make myself available for interviews as deemed necessary.  I understand that it is my responsibility to produce adequate information so that the hospital can evaluate my qualifications.  I understand that failure to produce any requested information will prevent my application from being processed

I represent that information provided in or attached to this application is accurate. I understand that a condition of this application is that any misrepresentation, misstatement, or omission from this application-whether intentional or not-is cause for automatic and immediate rejection of this application and may result in the denial of appointment and clinical privileges. Upon subsequent discovery of such misrepresentation, misstatement, or omission, the hospital may immediately terminate my appointment and privileges.  
TERMS AND CONDITIONS OF APPOINTMENT AND PRIVILEGES

By applying for appointment and clinical privileges, I accept the terms and conditions set forth below and intend to be legally bound thereby.

Medical staff appointment and clinical privileges at this hospital are not a right of every licensed professional who makes application for the same. My request will be evaluated in accordance with prescribed procedures defined in the hospital and medical staff bylaws, policies, rules and regulations, credentials manual and directives. All medical staff recommendations relative to my application are subject to the ultimate action of the governing board, whose decision shall be final.

If appointed or accepted, my initial appointment and clinical privileges shall be provisional for the time period determined by the governing board. I have the responsibility to keep this application current by informing the hospital of any changes, including but not limited to any change in my professional liability insurance coverage, the filing of a lawsuit against me,  sanctions by a federal or state agency, and any change in my medical staff status at any other hospital; and reappointment and continued clinical privileges remain contingent upon my continued demonstration of professional competence and cooperation, my general support of the hospital, and acceptable performance of all related responsibilities, as well as the other factors deemed relevant by the hospital. 

All information submitted by me in the application is current and true to my best knowledge and belief.

UNDERTAKINGS

I have received and have had an opportunity to read a copy of the hospital bylaws and such hospital policies and directives as are applicable to appointees to the medical staff, including the medical staff bylaws and rules and regulations. I specifically agree to abide by the bylaws, policies, rules and regulations, and directives that are in force during the time I am appointed to the medical staff.  If appointed and/or granted clinical privileges, I specifically agree to refrain from fee splitting or other inducements related to patient referral; refrain from delegating responsibility for diagnoses or care of hospitalized patients to any other practitioner who is not qualified to undertake this responsibility or who is not adequately supervised; refrain from deceiving patients as to the identity of any practitioner providing treatment or services; seek consultation whenever necessary; abide by generally recognized ethical principles applicable to my profession;
provide continuous care and supervision as needed to all patients in the hospital for whom I have responsibility; and accept committee assignments and such other duties and responsibilities as shall be assigned to me by the governing board and medical staff.

RELEASE AND IMMUNITY

By applying for appointment and clinical privileges, I accept the following conditions, regardless of whether I am granted appointment or privileges, and intend to be legally bound thereby. These conditions shall remain in effect for the duration of any term of appointment I may be granted.  I extend absolute immunity to, release from any liability, and agree not to sue the hospital, its authorized representatives, and any third parties, as defined below, for any actions, recommendations, reports, statements, communications, or disclosures involving me and related-but not limited to:

a.
applications for appointment or clinical privileges, including temporary privileges;

b.
periodic reappraisals undertaken for reappointment or for changes in clinical privileges;

c.
proceedings for suspension or reduction of clinical privileges, denial or revocation of appointment, or any other disciplinary action;

d.
summary suspensions;

e. 
hearings and appellate reviews;

f. 
hospital and medical staff quality assessment/improvement activities;

g. 
utilization reviews;

h. 
any other hospital, medical staff, department, service, or committee activities;

i.
matters or inquiries concerning professional qualifications, credentials, clinical competence, character, mental or emotional stability, physical condition, ethics, or behavior; and

j.
any other matter that might directly or indirectly have an effect on my competence, on patient care, or on the orderly operation of this or any other hospital or healthcare facility.

I authorize the hospital and its authorized representatives to consult with any third party who may have information bearing on my professional qualifications (credentials), clinical competence, character, mental or emotional stability, physical condition, ethics, behavior, or any other matter bearing on my qualifications for appointment to the medical staff. 
This authorization includes the right to inspect or obtain any documents, recommendations, reports, statements, or disclosures relating to such questions. I also expressly authorize said third parties to release this information to the hospital and its authorized representatives upon request.







Applicant’s signature



Date
Attach





Photograph





Here











Rev. 8-11-10

