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UCSF Medical Group Health Plan Enrollment for MD’s/PhD’s call 415.476.4007with questions, or credentialing@ucsfmg.ucsf.edu  

 

UCSF Medical Group Health Plan Enrollment for MDs 
 

  

Contact Phone:              

E-mail: 
 

Provider Information  

1) Name Last                                 First               Middle                Suffix (Sr., Jr. etc)                    Degree (MD, NP) 2) Are you enrolled in Medicare?   

 Yes  No   

 
PTAN:

3) Are you enrolled in Medi-Cal? 

Yes       No   

 
PIN: 

Medicare/Medi-Cal 
If you have more than one instance that needs to be addressed on the disclosures below, please use an additional page or attach an additional questionnaire with 
only the respective questions completed. It is the individual health care provider’s responsibility to notify UCSF Medical Group Credentialing promptly should any 

changes occur in this application while it is being processed 
 

4) Are you Board Certified?  Yes       No  5) Are you Board Eligible? Yes     No  

6) (DHS 6207 11/11: K1) Within ten years of the date of this statement, have you the applicant/provider, been convicted of any felony or misdemeanor involving  

fraud or abuse in any government program? If "Yes", please provide date of conviction (mm/dd/yyyy)                                                                                                    Yes    No     

7) (DHS 6207 11/11: K2)  Within ten years of the date of this statement, have you, the applicant/provider been found liable for fraud or abuse involving a government program in 

any civil proceeding? If "Yes", please provide date of final judgment (mm/dd/yyyy)                                                                                                                                   Yes    No  

8) (DHS 6207 11/11: K3) Within ten years of the date of this statement, have you, the applicant/provider, entered into a settlement in lieu of conviction for fraud or abuse involving 

a government program? If "Yes", please provide date of final settlement (mm/dd/yyyy)                                                                                                                             Yes    No   

9) (DHS 6207 11/11: K4)  Do you, the applicant/provider, currently participate or have you ever participated as a provider in the Medi-Cal program or in another state’s Medicaid 
program?   

If "Yes", please provide the following information:                                                                                                                                                                                     Yes    No  

 
 
 
Name(s) (Legal and DBA) NPI AND/OR Provider Numbers(s) State  

10) (DHS 6207 11/11: K5) Have you, the applicant/provider, ever been suspended from a Medicare, Medicaid, or Medi-Cal program?                                                   Yes    No  
If “Yes”, please attach a verification of reinstatement and provide the following information:  

a) Check Applicable Program:         Medi-Cal                 Medicaid          Medicare   

 
 
 
NPI and/or Provider Number(s)                                               Effective Date(s) of Suspension                                                    Date(s) of Reinstatement(s) as Applicable  

11) (DHS 6207 11/11: K6) Has the individual license, certificate, or other approval to provide health care of the applicant/provider ever been suspended                     Yes    No  

or revoked?  
If yes, include copies of licensing authority decisions(s) for each decision and written confirmation from them that your professional privileges have been restored and provide the following information:  
 
 
 
Were Action(s) was taken                                                 Action(s) Taken                                   Effective date(s) of licensing authority's action(s)  

12) (DHS 6207 11/11: K7) Have you, the applicant/provider, ever lost or surrendered your license, certificate, or other approval to provide health care while                Yes    No  

a disciplinary hearing was pending?    
If yes, attach a copy of the written confirmation from the licensing authority that your professional privileges have been restored and provide the following information:                      
                                                                               
                                                                                                                                                      
 
Were Action(s) was taken                                                   Action(s) Taken                                  Effective date(s) of licensing authority's action(s)  

13) (DHS 6207 11/11: K8) Has the license, certificate, or other approval to provide health care of the applicant/provider ever been disciplined by any                          Yes    No     

licensing authority?                                                              
If yes, include copies of licensing authority decision(s) including any terms and conditions for each decision and provide the following information:  
 
 
 
Were Action(s) was taken                                                   Action(s) Taken                                  Effective date(s) of licensing authority's action(s) 

14) (DHS 6207 11/11: *I) List below fines/debts due and owing by applicant/provider to any federal, state, or local government that relate to Medicare, Medicaid and all other federal 
and state health care programs that have not been paid and what arrangements have been made to fulfill the obligation(s). Submit copies of all documents pertaining to 

the arrangements including terms and conditions. See California Code of Regulations (CCR), Title 22, Section 51000.50(a)(6).  N/A    

 
 
 
Fine/Debt                                                  Agency                                                                      Date Issued                                            Date to be Paid In Full  

Psychologists  

15) Do you have a doctoral degree in psychology?                If "Yes", what field of Psychology do you hold your degree in?  
Yes    No  

16) Do you inform each Medicare patient of the desirability of conferring with the patient's attending or primary care physician to consider potential 
medical conditions contributing to the patient's condition?  

Yes    No  

17) Contingent upon the patient's consent, do you consult with the patient's designated attending or primary care physician in accordance with 
accepted professional ethical norms, taking into consideration the patient confidentiality?  

Yes    No  

18) If the patient assents to the consultation, do you attempt to consult with the patient's physician within a reasonable time after receiving consent?  Yes    No  

 



 

UCSF MEDICAL GROUP MEMBERSHIP APPLICATION  
Name 
 
Last   First  Middle  Title 
Address 
 
Mailing Address   City  State  Zip 
Phone 
 
Office  Home  Pager/Cell

Email

 

Department 
 

Specialty 
 

Subspecialty

 
Start Date
 

I hereby consent to the disclosure and copying of information and documents relating to my credentials and 
qualifications by and between the UCSF Medical Group, and contracted commercial and government healthcare 
organizations and individuals acting as their agents.   In this regard the utmost care shall be taken to safeguard the 
privacy of the applicant and the confidentiality of applicant records.  
 

I hereby acknowledge that there shall be no liability on the part of, and no cause of action shall arise against any 
representative of the UCSF Medical Group for their acts performed in connection with evaluating my credentials 
and qualifications, and negotiating on my behalf only as a member of the UCSF Medical Group.  
 

I release the UCSF Medical Group, and representatives of, from liability that the UCSF Medical Group may incur as 
a result of disclosing such information in accordance with the foregoing to the fullest extent provided under state 
or federal law.  
 

I understand that I shall be afforded fair procedures with respect to my participation in the UCSF Medical Group in 
accordance with applicable state and federal regulation, including but not limited to, California Business and 
Professions Code Section 809 et seq.  
 

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.  
 

During such time as this application is being processed, I agree to update the application should there be any 
change in the information provided.    
 

In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPPA) mandate I affirm that 
my National Provider Identifier (NPI) is ________________ . If an NPI has not been procured by me or on my 
behalf, I authorize the UCSF Medical Group to procure one for me in accordance with the terms stated herein.  
 

I hereby affirm that the information submitted in this application and any addenda thereto, is true to the best of 
my knowledge, is furnished in good faith. I also affirm that I will notify the UCSF Medical Group promptly should 
any changes occur to any of the information I have furnished during or after the health plan enrollment process 
with the UCSF contracted health plans.  
 

I understand that significant omissions or misrepresentations may result in denial of my application or termination 
of my privileges, employment or participation agreement.  A photocopy of this document shall be as effective as 
the original.  
 

By signing below, I acknowledge that I am aware that the SFHP Summary of Key Information is available for my 
review on the UCSF Medical Group website. http://medschool2.ucsf.edu/medgroup/san‐francisco‐health‐plan  
 
 
 
Printed/Typed Name of Applicant     Signature of Applicant  
 
 
Date Signed 

 

08/2012 UCSF Medical Group 

 















               DeLane Michael P

Director of Credentialing delanem@ucsfmg.ucsf.edu 415  476-4029

X

San Francisco CA


