
 

 
COVER SHEET FOR PROVIDER ENROLLMENT PACKET 

 
PROVIDER INFORMATION-Please complete in full. 

 
Provider Name: ________________________________________________________ 
     (First Name)  (MI)  (Last Name)     (Suffix)       
 
Title:_______________________________________________________________ 

(i.e. MD, DO, CRNA, PA, NP etc.)
 
Date of Birth:__________________________ SS#___________________________ 
 
Providers Home Address:  
 
____________________________________________________________________ 

(Address Line One) 
 
____________________________________________________________________ 

(Address Line Two) 
 
____________________________________________________________________ 
         (City)                   (State)   (Zip Code) 
 
Telephone:  _____________________  Email:   _____________________________ 
 
Department/Division: 
 
____________________________________________________________________ 
(Dept.)       (Division)            
 
Provider First Day of Billing:____________________________________________ 
 
Providers Specialty:____________________________________________________ 
 
Collaborating Physician:________________________________________________



 
AMC PRIMARY SERVICE LOCATION: 

 

 

_____________________________________________________________ 

(Address Line One ) 

 

_____________________________________________________________ 

(Address Line Two) 

 

_____________________________________________________________ 

(City)                                            (State)                                (Zip Code)  

 

Telephone:___________________________ 

 

 

 

 

 

 

 

 

 

 

PLEASE LIST ALL ESTABLISHED PROVIDER NUMBERS: 

 

 

MEDICAID:_____________________________________________________________ 

 

MEDICARE PROVIDER NUMBER:_________________________________________ 

 

DOWNSTATE MEDICARE:________________________________________________ 

 

RAILROAD MEDICARE:__________________________________________________ 

 

WORKERS COMP/NO FAULT:_____________________________________________ 

 

NPI NUMBER:___________________________________________________________ 

 

DEA NUMBER:__________________________________________________________ 

 

LICENSE NUMBER:______________________________________________________ 

 

NY STATE NP

          Fax:___________________________ 

NY STATE RN LICENSE NUMBER: _____________________________________________
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ALBANY MEDICAL CENTER 

APPLICATION FOR MEDICAL STAFF APPOINTMENT 

INSTRUCTIONS:  Please complete this application in full; submit this form with your signature.  
In no area of the form does the statement “See CV” meet the requirements for a completed application. 

This application cannot have any blank or unaddressed areas.  Each request for information must be responded to, even if 
that response is Not Applicable.    For your ease of completion,  This Section Not Applicable check boxes, have been 
logically placed within the application to assure your compliance in completion of the entire application. 

Personal Information 

Last Name First Name Middle Name or Middle Initial Title 

Other Names By Which You Have Been Known Professionally Degree NPI # 

Home Street Address Home City/State/Zip 

Home Phone Number (Required) Cell Phone Number Pager Number 

Date of Birth Sex Social Security # 

  Male      Female 

Birth City/State Birth Country Citizenship 

Medicaid #   <MUST COMPLETE> Medicare # No Fault / Workers Compensation # 

Primary Care Practitioner   Yes   No         Referral Specialist   Yes   No        Accepting New Patients   Yes   No 

Age Group(s) You Treat:    E-Mail Address*(Required): 

Office Information 

AMCH Primary Practice Site Location 

Office Name Tax ID 

Office Street Address 

Office City Office State/Zip Office Hours Handicap Access 

 Yes   No 

Office Phone 1 Office Phone 2 Office Fax 

Office Contact/Office Manager Email Address 

Practicing in Association With: 
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Office Information Continued 

AMCH Primary Mailing Address, Fax and E-mail Address to Receive Business Correspondence 

* Required for Receipt of Business Correspondence / Critical Value Notification

 Same as Primary Office Site Information Above 

Street Address 

City 

State Zip Code Email Address 

Phone Fax Pager 

Additional Practice Site Location      This Section Not Applicable 

Office Name Tax ID 

Office Street Address 

Office City Office State/Zip Office Hours Handicap Access 

 Yes   No 

Office Phone 1 Office Phone 2 Office Fax 

Office Contact/Office Manager Email Address 

Types of Patient Seen 

Information shared in this section of the application would be used in communications about you (Albany Medical Center’s 
Website and Direct Mailings as examples).  Please list your current areas of expertise, types of unique procedures you 
perform and/or conditions you treat as you would like them to appear in such communications. 

Patients Seen Special Interests 

AMC Practice – Participation 

Have you admitted patients to AMC?  Yes   No  

If “Yes” to above what is your average number of admissions to AMC per year?  #        / Year 

Check your preference for Committee area of interest, if you are requested to participate: 

 Bylaws  Credentials  Cancer  Ethics  OR 

 Transfusion  Surgical Review  Infection Control  Pharmacy and Therapeutics 
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Professional Growth and Development History 

◘ Medical Education ◘ Internship ◘ Residency 

Medical Education or Professional School          Foreign Medical School Graduates: Attach Copy of ECFMG 

Name Of Institution Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Complete Address E-Mail Address 

Phone Number Fax Number Degree Obtained 

Internship     This Section Not Applicable 

Name Of Institution Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Complete Address Program Director Name 

Phone Number Fax Number  Specialty E-Mail Address Program Director Contact Number 

Completed  Yes   No    If No please outline circumstances 

Internship     This Section Not Applicable 

Name Of Institution Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Complete Address Program Director Name 

Phone Number Fax Number Specialty E-Mail Address Program Director Contact Number 

Residency    This Section Not Applicable 

Name Of Institution Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Complete Address Program Director Name 

Phone Number Fax Number Specialty E-Mail Address  Program Director Contact Number 

Completed  Yes   No     If No please outline circumstances 
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     Professional Growth and Development History  (Continued) 

◘ Residency ◘ Fellowship ◘ Hospital Affiliations ~ Work Experience

Residency    This Section Not Applicable 

Name Of Institution Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Complete Address Program Director Name 

Phone Number Fax Number  Specialty E-Mail Address Program Director Contact Number 

Fellowship  This Section Not Applicable 

Name Of Institution Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Complete Address Program Director Name 

Phone Number Fax Number Specialty E-Mail Address Program Director Contact Number 

Completed  Yes   No    If No please outline circumstances 

Fellowship  This Section Not Applicable 

Name Of Institution Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Complete Address Program Director Name 

Phone Number Fax Number Specialty E-Mail Address  Program Director Contact Number 

Current Employer      This Section Not Applicable 
If Locum, please complete with name and address of Locum Tenens Company 

 Name     Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Street Address City, State and Zip Code 

Phone Number Fax Number  Affiliation Status 

Hospital Chief of Service and/or Work Contact Name E-Mail Address Contact Number Fax Number 

Reason For Discontinuance or Termination: 
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 Professional Growth and Development History  (Continued) 

◘ Hospital Affiliations ~ Work Experience
 Hospital Affiliation  Employer  Both  This Section Not Applicable 

Name Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Street Address City, State and Zip Code 

Phone Number Fax Number  Affiliation Status 

Hospital Chief of Service and/or Work Contact Name E-Mail Address Contact Number Fax Number 

Reason For Discontinuance or Termination: 

 Hospital Affiliation  Employer    Both  This Section Not Applicable 

Name Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Street Address City, State and Zip Code 

Phone Number Fax Number Affiliation Status 

Hospital Chief of Service and/or Work Contact Name E-Mail Address Contact Number Fax Number 

Reason For Discontinuance or Termination: 

 Hospital Affiliation  Employer    Both  This Section Not Applicable 

Name Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Street Address City, State and Zip Code 

Phone Number Fax Number Affiliation Status 

Hospital Chief of Service and/or Work Contact Name E-Mail Address Contact Number Fax Number 

Reason For Discontinuance or Termination: 
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 Professional Growth and Development History  (Continued) 

◘ Hospital Affiliations ~ Work Experience
 Hospital Affiliation  Employer    Both  This Section Not Applicable 

Name Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Street Address City, State and Zip Code 

Phone Number Fax Number Affiliation Status 

Hospital Chief of Service and/or Work Contact Name E-Mail Address Contact Number Fax Number 

Reason For Discontinuance or Termination: 

 Hospital Affiliation  Employer    Both  This Section Not Applicable 

Name Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

/    / /    / 

Street Address City, State and Zip Code 

Phone Number Fax Number Affiliation Status 

Hospital Chief of Service and/or Work Contact Name E-Mail Address Contact Number Fax Number 

Reason For Discontinuance or Termination 

Please include additional sheets if necessary to list all your previous Hospital Affiliations and/or Work 
Experience.
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 Professional Growth and Development History  (Continued) 

◘ Military Experience ◘ Clinical Teaching Appointments
Military Experience      This Section Not Applicable

List all military experience that has occurred since completion of medical school 

Name Of Institution Supervisor’s Name 

Complete Address Start Date: MM/DD/YYYY Finish Date: MM/DD/YYYY 

/    / /    / 

Phone Number Fax Number E-Mail Address Rank - Job Title 

Military Experience      This Section Not Applicable

Name Of Institution Supervisor’s Name 

Complete Address Start Date: MM/DD/YYYY Finish Date: MM/DD/YYYY 

/    / /    / 

Phone Number Fax Number E-Mail Address Rank - Job Title 

Clinical Teaching Appointments  This Section Not Applicable 

List current and previous clinical teaching appointments 

Name Of Institution Supervisor’s Name 

Complete Address Start Date: MM/DD/YYYY Finish Date: MM/DD/YYYY 

/    / /    / 

Phone Number Fax Number E-Mail Address Job Title 

Clinical Teaching Appointments  This Section Not Applicable 

Name of Institution Supervisor’s Name 

Complete Address Start Date: MM/DD/YYYY Finish Date: MM/DD/YYYY 

/    / /    / 

Phone Number Fax Number E-Mail Address Job Title 
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 Professional Growth and Development History  (Continued) 

◘ Work History Not Captured Previously
Additional History    This Section Not Applicable 

Name of Institution Supervisor’s Name 

Complete Address Start Date: MM/DD/YYYY Finish Date: MM/DD/YYYY 

     /    /    /    / 

Phone Number Fax Number E-Mail Address Job Title 

Brief Description of Job Responsibilities 

Additional History    This Section Not Applicable 

Name of Institution Supervisor’s Name 

Complete Address Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 

     /    /    /    / 

Phone Number Fax Number E-Mail Address Job Title 

Brief Description of Job Responsibilities 

Gap Explanation   
Any time periods or gaps since graduation from medical school of greater than three (3) months which are not explained in the 

application thus far must be addressed here.  Please explain any such gaps in the space provided below. 

 This Section Not Applicable 

Gap(s) Description Start Date: 
MM/DD/YYYY 

Finish Date: 
MM/DD/YYYY 



Rev. 6/10/14 - crr
Page 9 of 16 

    Board Certification      
* AMC Requires Board Certification within Five (5) Years from Employment

Board Certified Specialty and Subspecialty Name 
Submit Certificates 

Year Certified/Recertified 
MM/DD/YYYY 

Expiration Date 
MM/DD/YYYY 

Primary:           Eligible   Certified 

 Eligible   Certified 

 Eligible   Certified 

 Eligible   Certified 

ID Numbers 

State License: List all current and past state licenses. 

State of Licensure Number          Type Expiration Date 
MM/DD/YYYY 

Current NYS DEA Number 
(Must be active for Appt.) 

Expiration Date 
MM/DD/YYYY 

     Other ID – Certification  Numbers   This Section Not Applicable

Type Number Expiration Date 
MM/DD/YYYY 

Certification 

Certification 

Certification 

    Professional Societies  This Section Not Applicable

Society Membership Type From To 

    Continuing Medical Education Credits  This Section Not Applicable 

I have included copies of my Continuing Medical Education certificates for the past two (2) years  Yes   No  

New York 



Professional Liability Coverage 
Albany Medical Center requires that coverage be in the amount of $1.3 million per incident and $3.9 million aggregate. 

If you have current malpractice insurance that meets these requirements please include a copy of the coverage “face sheet” 
or certificate that addresses the coverage requirements as outlined above. 

FOR THOSE APPLYING FOR AMC EMPLOYMENT ONLY:       
I am or will be an AMC Employee. I am not required to include a copy of my AMC insurance coverage. 

I am or will be an AMC Employee and I have additional malpractice insurance. 
If YES, please include the Face Sheet/Certificate that meets requirements. 

 Yes No  

 Yes No  

I am not (nor will I be) employed by AMC and have current malpractice insurance. 
If YES, please include the Face Sheet/Certificate that meets requirements.  Yes No  

List all insurance carriers you have used for the past ten (10) years 
USE ADDITIONAL PAGES IF NEEDED 

Carrier Name: Policy #: 

Carrier Address: Expiration Date: ______________ 
(MM/DD/YYYY) 

Policy Administrator/Entity Covered by Policy: Phone #:  ________________ 
Fax #:       ________________ 

Carrier Name: Policy #: 

Carrier Address: Expiration Date: ______________ 
(MM/DD/YYYY)

Policy Administrator/Entity Covered by Policy: Phone #:  ________________ 
Fax #:       ________________ 

Carrier Name: Policy #: 

Carrier Address: Expiration Date: ______________ 
(MM/DD/YYYY)

Policy Administrator/Entity Covered by Policy: Phone #:    _________________ 
Fax #:         _________________ 

Has any liability carrier ever canceled or refused you coverage?  Yes   No   

Are you, or have you been, the subject of any past or pending claims, suits or judgments OR have you 
and your insurance carrier(s) ever settled such a claim or action?  

If you answered “Yes” to either of these questions please complete the narrative 
Malpractice History below. 

 Yes   No 

        Malpractice History                 “Yes” to Above 
Identify any medical malpractice actions in this state and / or in any other state; describe the following for each scenario: 
√ substance of the allegations     √ findings or actions     √  other information regarding proceedings you believe appropriate

 This Section Not Applicable
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Peer References 
Include the names of three (3) individuals, one Department Chief/Chair, and 2 Licensed Independent Practitioners 
(Attending, PA, NP, etc) who can attest to your current clinical competence and professional performance.  DO NOT 
INCLUDE current partners, residents, fellows or relatives as a peer reference.  The peer names that you provide must have 
the same domain of professional expertise that you have and must have had exposure to your clinical practice within the 
past two (2) years.  A copy of your requested delineation of privileges (DOP) will be included with the peer reference 
letters.  A copy of your signed release will be included in your peer reference packets. 

Department Chief / Chair Reference    Title, First Name, Last Name Phone Number 

Complete Address Fax Number 

Email: 

Peer (1) Reference Name    Title, First Name, Last Name Phone Number 

Complete Address Fax Number 

Email: 

Peer (2) Reference Name   Title, First Name, Last Name Phone Number 

Complete Address Fax Number 

Email: 

Physician Proctor 
All new members of the Medical Staff require a Physician Proctor (Dentist/Podiatrist).  If you would like to make a 
suggestion(s) for your proctor please indicate below.  Suggested proctors must be approved by your Chief of Service. 
If you do not have a suggestion, your Chief of Service will assign you a proctor. 

Suggested Proctor         Title, First Name, Last Name 

Suggested Proctor      Title, First Name, Last Name 

Chief of Service Assigned Proctor     ASSIGNED   Title, First Name, Last Name 



Rev. 6/10/14 - crr
Page 12 of 16 

Disciplinary Actions 
The following questions must be answered.   

Any questions answered with a “Yes”  must be explained as to action taken and resolution. 

1. Have any of the following ever been, or are any currently in the process of being denied, revoked, suspended, 
reduced, limited, placed on probation, not renewed, or voluntarily or involuntarily relinquished: 

    a. 
  Medical License in any state 

  Yes    No 

    b. 
 DEA Registration 

  Yes    No 

    c. 
  Academic appointment or education affiliation 

  Yes    No 

    d.   Membership and/or clinical privileges on hospital staff   Yes    No 

    e. 
  Professional society membership 

  Yes    No 

    f. 
  Professional board certification 

  Yes    No 

    g.   Participant or payment status under Medicare, Medicaid or any other state or 

 federally funded health program 

  Yes    No 

    h. 
  Any other type of professional sanction or Reprimand Censure 

  Yes    No 

2. Have you ever been the subject of a professional disciplinary action before a licensing agency?   Yes    No 

3. Have you ever entered a plea of guilty or have you ever been convicted of a felony in any State 
or Federal Court?  

  Yes    No 

Please provide a description of the circumstances for any of the questions above answered with a “Yes” response below 

 This Section Not Applicable
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Affirmation   
You must initial next to each affirmation. 

Initials Affirmation Statement 

I pledge to provide for continuous care for my patients. 

I agree to familiarize myself with and abide by the Bylaws and Rules and Regulations of the Hospital and Medical 
Staff. 

I affirm my willingness to attend all Medical Staff  / Departmental Meetings as required by the Bylaws. 

I affirm my willingness to participate in Medical Staff Committees and Subcommittees as required by the Bylaws. 

I affirm that I will not engage in unlawful division of professional fees under any guise whatsoever. 

I am aware of the requirement to completed medical records: 

       I am aware that failure to do so will result in suspension of my privileges to practice at AMC. 

       I am aware that four (4) such suspensions in one calendar year will result in automatic termination. 

I understand that submission of certificates of Continuing Medical Education activities must be done on an every other 
year basis.       

I understand that Albany Medical Center has a Corporate Compliance Plan which focuses on compliance with New 
York State and federal billing laws and regulations, as well as laws concerning other financial transactions (e.g., Stark 
law, anti-kickback).  
I further understand that, as a member of the Medical Staff of Albany Medical Center Hospital and Albany Medical 
Center - South Clinical Campus, if I become aware of possible non-compliance issues involving Albany Medical 
Center and/or its employees, I am obligated to report such issues by calling the confidential Compliance Hotline at 
518-262-TIPP.  Calls to the hotline may be made anonymously.  Further information on AMC's Corporate 
Compliance Program and copies of AMC's Corporate Compliance Plan are available by calling the Corporate 
Compliance & Audit Department at 518-262-4692. 

I understand that the current photo ID submitted for my credentialing process will be utilized to ensure my identity.  All 
facilities that I’m affiliated with will be sent a copy of the photo with all references/verifications used in the 
credentialing process. 

I authorize Albany Medical Center to fill medication orders by dispensing any generic or nonproprietary drug listed in 
the applicable Hospital formulary, in accordance with Education Department regulations, unless I personally specify in 
writing that only a particular brand-name drug may be supplied. 

I authorize Albany Medical Center to consult with governmental agencies, other hospitals, institutions and 
professional liability insurance carriers, in order to verify any information in this application or to obtain information 
which may be material to the evaluation of my qualifications for reappointment to the medical staff of Albany Medical 
Center.  For the purpose of this evaluation, I waive any confidentiality provisions which may otherwise apply to such 
information 

I release from liability all representatives of Albany Medical Center and its affiliates for acts performed in good faith 
and without malice in connection with the evaluation of my credentials and qualifications.  I also release from liability 
all individuals, institutions and organizations which provide information in good faith and without malice to the Hospital 
in connection with this application. 

I certify under penalty of perjury that the information in this application and all accompanying documents is complete, 
true and accurate.  I waive any confidentiality rights which I may have concerning the information in this application 
and concerning other information material to the evaluation of this application.  

_______________________________________ Date ____________ 
 Signature of Applicant 

_______________________________________ 
       Printed Name of Applicant 
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Applicant Name _________________________________________          

I have reviewed all of the documents presented by the applicant for medical staff membership, which includes: 

• Completed Initial Application and Attestation Form

• Appointment Reference Form(s)

• Selected Proctor

By signing below, I am affirming my recommendation of this applicant for AMCH medical staff membership. 

 ______________________________________      ________________  
Chief of Service          Date 

================================================================================================== 
2nd SERVICE CHIEF (If applicable) 

By signing below, I am affirming my recommendation of this applicant for AMCH medical staff membership. 

______________________________________ ________________  
2nd Chief of Service Date 

RECOMMENDED BY CREDENTIALING COMMITTEE (COMMUNITY STAFF ONLY): 

____________________________________________  __________________ 
Credentialing Committee Member                 Date 

RECOMMENDED BY EXECUTIVE COMMITTEE: 

____________________________________________  __________________ 
Secretary of Executive Committee Date 

APPOINTED BY GOVERNING BOARD: 

____________________________________________ _________________ 
Secretary of Governing Board Date 

TO BE EFFECTIVE ON:    ______/ ______/_20______ 

APPLICANT MUST SPECIFY MEDICAL STAFF STATUS BEING REQUESTED (AMCH) 

Date of Hire/Start: __________________ 
 Attending (Physicians, Dentists & Podiatrists) shall consist of individuals who are actively practicing medicine, dentistry of podiatry in the Hospital.  They 
must be available for teaching assignment and at the discretion of the Service Chief and the Medical Director, to be “On Call” in the AMCH Emergency 
Department. 

฀ Consultant (Physicians, Dentists & Podiatrists) shall consist of specialists whose services are required by the Hospital.  They are required to pay dues, 
but not required to attend Medical Staff meetings or take call in the AMCH Emergency Department. 

 Community Staff (Physicians, Dentists & Podiatrists) shall consist of local practitioners who refer their patients to the Hospital.  They shall not have any 
clinical functions within the Hospital.  They may have access to records of patients with whom they have documented, currently active practitioner-patient 
relationships, but may not make entries into such records.  They are not required to pay dues or take call in the AMCH Emergency Department.  
 NOTE: NO Delineation of Privilege (DOP) From is required for this status category. 

฀ Affiliate (Non Physicians) please select one category from below & Status: 
Physician Assistant               Nurse Practitioner        ฀ Certified Registered Nurse Anesthetist (GNA/CRNA) 
฀ Clinical Psychologist-PhD ฀ Nurse Midwife    ฀ Specialist  Assistant 

    Other (as approved by the AMCH Medical Director:__________________________________________ 

Status:      ฀ Faculty     ฀ Hospital     ฀ Non-Faculty     ฀ Full-time    ฀  Non-GME Fellow      ฀ Other  ________
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Health Related  
Answer the two (2) Billing via AMC questions below using the “Yes” or “No” check boxes. 

1. Are you able to perform the essential functions of clinical practice with or without 
accommodations? 

  Yes    No 

2. Do you currently use drugs illegally?   Yes    No 

Applicant Must Complete (AMCIDS)

Date of Hire/Start: __________________ 
Specify status: 

฀ Faculty (Physicians & Dentists) please select your category(ies) from below: 
฀ Full-time ฀ Part-Time   ฀ Per-Diem   ฀ Paid ฀ Not Paid   ฀ Other  

฀ Non-Faculty (Physicians & Dentists) please select your category(ies) from below: 
฀ Full-time ฀ Part-Time   ฀ Per-Diem     ฀ Delegated Credentialing Only    ฀ Other  

฀ Ancillary (All providers that do not fall under Faculty/Non-Faculty) please select one category from below & Status: 
฀ Audiologist ฀ Certified Diabetes Educator  ฀ Certified Registered Nurse Anesthetist  ฀ Certified Social Worker 
฀ Clinical Psychologist-PhD ฀ Nurse Practitioner         ฀ Optometrist              ฀ Occupational Therapist 
฀ Physical Therapist  ฀ Physician Assistant              ฀ Registered Dietitian            ฀  Speech/Language Pathologist 
฀ Other  

Status:      ฀ Faculty     ฀ Hospital     ฀ Non-Faculty     ฀ Full-time    ฀  Non-GME Fellow      ฀ Other  ________

AMCIDS 

APPLICATION COMPLETION JUNCTURE 

These two (2) Health related questions apply to your application 
as an individual who will be BILLING through Albany Medical Center 
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Release  

I Authorize Albany Medical Center to consult with other hospitals, institutions, and professional liability insurance carriers, 
in order to obtain information that may be material to the evaluation of my qualifications for appointment or re-appointment 
to the Albany Medical Center Integrated Delivery Systems Managed Care Credentialing Network and affiliated institutions.  
Information required for AMC IDS Managed Care Credentialing includes but is not limited to demographic data, licensure, 
education and training, professional liability claims history, and National Practitioner Data bank queries.  For the purpose 
of this evaluation, I waive any confidentiality provisions which may otherwise apply to such information. 

I release from liability all representatives of Albany Medical Center and its affiliates for acts performed in good faith and 
without malice in connection with evaluating my credentials and qualifications.  I also release from liability all individuals 
and organizations who provide information to Albany Medical Center concerning my qualifications for re-appointment in 
good faith and without malice. 

I understand that the current photo ID submitted for my credentialing process will be utilized to ensure my identity.  All 
facilities that I’m affiliated with will be sent a copy of the photo with all references/verifications used in the credentialing 
process. 

I understand that managed care organizations and third-party payors with which AMC has participation agreements may 
be granted controlled access to certain practitioner information in the course of their credentialing activities, such as 
credentialing functions required for National Committee on Quality Assurance (NCQA) accreditation; however, information 
as to which confidentiality cannot be waived under New York State Law will not be voluntarily disclosed. 

Attestation 

All information submitted to the AMC Integrated Delivery Systems Managed Care Credentialing 

is correct and complete to the best of my knowledge and belief. 

 __________________________________ Date ____________ 
   Signature of Applicant 

 __________________________________ 
   Printed Name of Applicant 

AMCIDS 

APPLICATION COMPLETION JUNCTURE 

The following one page Release and Attestation apply to your application 
as an individual who will be BILLING through Albany Medical Center 

Please Print, Complete and Return by Mail 
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Albany Medical Center Hospital 
 
 
Mandatory HIPAA Training 
 
To facilitate the training process, we have developed a web-based HIPAA Privacy course on the 
Albany Medical Center Website.  All physicians who practice at Albany Medical Center must 
complete training. 
 
In 1996, the Congress approved The Health Insurance Portability and Accountability Act (HIPAA).  
This federal legislation governs (among other things), the privacy and security of individually 
identifiable health information (termed Protected Health Information or PHI in the regulations).  This 
legislation has clear implications for anyone working in health care and related research.  The law 
also requires that institutions train all members of its workforce on HIPAA policies and 
procedures with respect to PHI.  AMC’s HIPAA training program will provide a general overview 
of HIPAA regulations. 
  
To access the training website, please feel free to email either Pobletc@mail.amc.edu (Carmina 
Poblete) or Haddont@mail.amc.edu (Tina Hadden) and request access to the AMC HIPAA training 
module.  In turn you will receive two e-mails, one with a link to access the module and a second e-
mail providing you a Username & Password. 
 
If you are unable to access the website please contact Center for Learning and Development at 
262-3705 with any questions or concerns. The web-based training takes about 15 minutes to 
complete. 
 
If you have completed HIPAA training elsewhere, please sign the bottom of this document, and 
return it to Credentialing Department, Albany Medical Center, MC 156, 43 New Scotland Ave, 
Albany, NY 12208. 
 
Sincerely,  
 
 
Dennis McKenna, MD 
Medical Director 
------------------------------------------------------------------------------------------------------------------------------ 
 
I have completed HIPAA training at _____________________________       Date   ____________ 
 and therefore do not require additional HIPAA training at Albany Medical Center 
 
Name_____________________________ 
 
Signature__________________________ 
 
 



 

 

 

 

 

ALBANY MEDICAL CENTER  
 

 
RELEASE 

 
 
I authorize Albany Medical Center to consult with other hospitals, 
institutions, and professional liability insurance carriers, in order to 
obtain information that may be material to the evaluation of my 
qualifications for appointment or re-appointment to the Medical Staff 
of Albany Medical Center Hospital and/or Albany Medical Center 
South Clinical Campus.  For the purpose of this evaluation, I waive 
any confidentiality provisions which may otherwise apply to such 
information. 
 
I release from liability all representatives of Albany Medical Center for 
acts performed in good faith and without malice in connection with 
evaluating my credentials and qualifications.  I also release from 
liability all individuals and organizations who provide information to 
the hospital concerning my qualifications for appointment or 
reappointment in good faith and without malice. 
 
 
 
 
     Signature _______________________ 
 
     Print Name _______________________ 
 
     Date  _______________________ 
 
 
 
*Must be handwritten 
 



 
 

Albany Medical Center 
 

Physician Acknowledgment Statement 
 

Notice to Physicians 
 
 
 
 
 Payment to hospitals for inpatient services is based in part on 
each patient’s principal and secondary diagnoses and the major 
procedures performed on the patient, and for neonates, upon 
birthweight or admission weight as well.  This data must be 
documented by the patient’s medical record.  Anyone who 
misrepresents, falsifies, or conceals this information may be subject 
to fine, imprisonment, or civil penalty under applicable Federal and 
New York State Laws. 
 
 Medicare/CHAMPUS 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, falsifies, or conceals essential 
information required for payment of federal funds may be subject to 
fine, imprisonment, or civil penalty under applicable Federal Laws. 
 
 
 
    SIGNATURE  __________________________ 
  
    PRINT NAME* __________________________ 
 
    DATE*  __________________________ 
 
 
*Must be handwritten 



Meaningful Use Attestation Query 

Provider Name:              

Department / Division:           

NPI:               

  

Previous Employer:  

Previous Employer MU Contact:  

Attested under:   Medicare  /  Medicaid  

Meaningful Use Attestation Year:  

Or, how many years have you attested for 
previously? 

 

  

Website User ID Password 

Medicare / Medicaid 
Registration (NPPES) 

  

   

Reviewed by:       Date Physician added to SharePoint:     

MU Team Use ONLY  

EPs Stage & Year 
 

Date JIRA Opened 
 

IT Use ONLY IS Team Member  
Responsible 

Date 

Jira Ticket Received 
  

 

Added to MU Group & DB in MU 
Trending DB 

  

UMP Set Up & Quality report 
selections specified 

  

Jira Ticket Closed  with this form 
attached and filled out 
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NY MEDICAID PROVIDER ENROLLMENT FORM 

for  

PRACTITIONERS  
(not including Physicians) 

 

 
Mail to: 

 
Computer Sciences Corporation 

PO Box 4603 
Rensselaer, NY 12144-4603 

 

Category(s) of Service:  Enter the 4-digit code(s) given in the instructions:  ________   ________ 

  New Enrollment  

 
       (not currently enrolled) 

 

  Revalidation 
 

 (enrolled; required to revalidate) 
 

NY Provider ID #  ___________ 
                              (from Letter) 
 

 Reinstatement/Reactivation   
 

If Applicant was previously 
excluded/terminated from the Medicaid 
Program, complete the Prior Conduct 
Questionnaire found at 
www.eMedNY.org and include it with this 
Enrollment Form 

 
Applicant Name (exactly as it appears on your license/registration)  Last, First, MI 

NPI (Individual) – if incorporated, completion of a Group application is also necessary. SSN 

License # State of Licensure if not New York Limited License? 

  Yes           No 

Applicant’s e-Mail Address - REQUIRED: Are you enrolled in Medicare? 

  Yes           No 

DEA Number (if required) DEA Effective Date (MM/DD/YYYY) DEA Expiration Date (MM/DD/YYYY) 

If affiliated with a Group, do you 
have a Private Practice as well? 

  Yes      No        N/A 

If member of a group or organization: 

Group/Org Name:  
__________________________ 

If member of a group or organization: 
 

Group/Org NPI:  _____________ 

 

CORRESPONDENCE:   (indicate where letters and claims forms, if any, should be sent) – PO Box not acceptable 
Attention: Street Address Suite / Department/ Floor 

City State Zip Code (9 digit) 

County (if in New York) Telephone Number (w/ extension) Fax Number 

PAY TO ADDRESS:   (indicate where checks & remittance statements should be sent until EFT and e-Remits are in place): 

Attention: Street Address or PO Box Suite / Department/ Floor 

City State Zip Code (9 digit) 

County (if in New York) Telephone Number (w/ extension) Fax Number 

CORPORATE ADDRESS: (indicate where Annual Tax Documents (Form 1099) should be sent) 
Attention: Street Address or PO Box Suite / Department/ Floor 

City State Zip Code (9 digit) 

County (if in New York) Telephone Number (w/ extension) e-Mail Address - REQUIRED 

0469

Albany Medical College 618 Central Ave. 

12206-1916

Albany 518-262-9600 518-262-9723

Albany Medical College Po Box 416760

Boston Massachusetts 02241-6760

518-262-9600 518-262-9723

Albany Medical College Po Box 416760

Boston Massachusetts 02241-6760

518-262-9600
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{If additional space is needed, copy form; all entries must be on the form} 

 
SERVICE ADDRESS:  (where service is provided) – DO NOT LIST A PATIENT’S ADDRESS 
                                      (see instructions) 
Attention: Street Address (PO Box is not acceptable) Suite / Department / Floor 

City State Zip Code (9 digit) 

County (if in New York) Telephone Number (w/ extension) Fax Number 

Type of Practice (Check One) 
   Individual (1)             
   Group (2)                  

Place of Service (Check One) 
     Private Office (1)            Freestanding Clinic (3) 
     Hospital/Nursing Home (2) 

 
SERVICE ADDRESS:  (where service is provided) – DO NOT LIST A PATIENT’S ADDRESS 
                                     (see instructions)  
Attention: Street Address (PO Box is not acceptable) Suite / Department / Floor 

City State Zip Code (9 digit) 

County (if in New York) Telephone Number (w/ extension) Fax Number 

Type of Practice (Check One) 
   Individual (1)             

   Group (2)                  

Place of Service (Check One) 
     Private Office (1)            Freestanding Clinic (3) 

     Hospital/Nursing Home (2) 
 
SERVICE ADDRESS:  (where service is provided) – DO NOT LIST A PATIENT’S ADDRESS 

                                      (see instructions) 
Attention: Street Address (PO Box is not acceptable) Suite / Department / Floor 

City State Zip Code (9 digit) 

County (if in New York) Telephone Number (w/ extension) Fax Number 

Type of Practice (Check One) 
   Individual (1)             
   Group (2)                  

Place of Service (Check One) 
     Private Office (1)            Freestanding Clinic (3) 
     Hospital/Nursing Home (2) 

 
SERVICE ADDRESS:  (where service is provided) – DO NOT LIST A PATIENT’S ADDRESS   
                                      (see instructions) 
Attention: Street Address (PO Box is not acceptable) Suite / Department / Floor 

City State Zip Code (9 digit) 

County (if in New York) Telephone Number (w/ extension) Fax Number 

Type of Practice (Check One) 
   Individual (1)             

   Group (2)                  

Place of Service (Check One) 
     Private Office (1)            Freestanding Clinic (3) 

     Hospital/Nursing Home (2) 
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DISCLOSURE OF OWNERSHIP AND CONTROL 
 

Completion is required by 42 CFR Part 455.104.  Failure to provide the information requested will cause the application to be returned.  
Visit www.health.ny.gov to review definitions and policy found at 18NYCRR, Section 504.1 before completing this form. .  

   {If additional space is needed, copy form; all entries must be on the form} 
 

SECTION 1:    
 

Disclosing Entity / Applicant (Individual named on page 2 of this application) 
 
Name NPI 

Home Address (Street)  City & State Zip Code (9 digit) 

SSN Date of Birth (MM/DD/YYYY) 

 

Ownership in Applicant (if required by 18NYCRR, Section 504.1(d)(18)(iv)). Include familial relationship to the 

Applicant and other Owners (spouse, parent, child, sibling), if any.  The address for corporate entities must include every 
business address.  See 42 CFR Part 455.104(b)(1)(i) for more information). 
 

Name of Individual or Entity % of Ownership NPI 

Address (Home Address if individual) City & State Zip Code (9 digit) 

SSN (if individual)   FEIN (if entity) Date of Birth (if individual) 
(MM/DD/YYYY) 

Familial Relationship (if individual, 
if any) 

 
SECTION 2:   
 

Ownership in Other Disclosing Entities(ODE) (per 42 CFR, Part 455.104(b)(3)) - (Complete if any identified 

in Section 1 has an ownership or control interest in ODE) 
 

Name (from Section 1) Name of ODE NPI or Medicaid ID of ODE 

 
Name (from Section 1) Name of ODE NPI or Medicaid ID of ODE 

 

SECTION 3: 
 

Ownership in Subcontractors If the Applicant has an ownership or control interest of 5% or more in a 

subcontractor and an Owner of the Applicant also has an ownership or control interest in the subcontractor, complete the 
boxes below.   If those identified in this Section have a familial relationship with a person with ownership or control interest in 
one of these subcontractors, complete Section 4). 
 

Owner’s Name (from Section 1) Subcontractor Name Tax Identification Number 

 
Owner’s Name (from Section 1) Subcontractor Name Tax Identification Number 

 

SECTION 4:   
 

Familial Relationship in Subcontractors (Complete if those identified in Section 3 have a *familial relationship 

with a person with ownership or control interest in one of the subcontractors identified in Section 3). 
*parent, child, sibling, spouse 
 

Owner’s Name (from Section 1) Subcontractor’s Name Name & Familial Relationship 

 
Owner’s Name (from Section 1) Subcontractor’s Name Name & Familial Relationship 
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SECTION 5:    
 

Managing Employees (e.g. office manager, administrator, director or other individuals who exercise operational or 

managerial control over the day to day operations of the provider). Although unusual, if None, indicate NONE in the first "Name" field 

below.   Include familial relationship to the Applicant (e.g., spouse, parent, child, sibling), if any.      {If additional space is 
needed, copy form; all entries must be on the form} 
 

Name Association Type (see instructions) 

Home Address City & State Zip Code (9 digit) 

SSN Date of Birth (MM/DD/YYYY) Familial Relationship 

 

Name Association Type (see instructions) 

Home Address City & State Zip Code (9 digit) 

SSN Date of Birth (MM/DD/YYYY) Familial Relationship 

 

Name Association Type (see instructions) 

Home Address City & State Zip Code (9 digit) 

SSN Date of Birth (MM/DD/YYYY) Familial Relationship 

 

SECTION 6:    
 

Respond to these questions on behalf of:   1. the Applicant 
         2. all individuals and entities identified in Sections 1 & 5 
         3. any entity in which the Applicant has a 5% or more ownership 
 

1.  Have any of the individuals/entities (1, 2 and 3) been terminated, denied enrollment, suspended, restricted by 
     Agreement or otherwise sanctioned by the Medicaid Program in New York or in any other State, Medicare, or  
     any other governmental or private medical insurance program? 

  Yes  No 
 

2.  Have any of the individuals/entities (1, 2 and 3) ever been convicted of a crime related to the furnishing of, or     
     billing for, medical care or supplies or which is considered an offense involving theft or fraud or an offense  
     against public administration or against public health and morals in any State? 

  Yes  No 
 

3.  Have any of the individuals/entities (1, 2 and 3) ever had their business or professional license or certification,  
     or the license of an entity in which they had an ownership interest over 5% ever been revoked, suspended,  
     surrendered, or in any way restricted by probation or agreement by any licensing authority in any State? 

  Yes  No 
 

4.   Is there currently pending any proceedings that could result in the above stated sanctions for the individuals/ 
      entities (1, 2 and 3)? 

  Yes  No 
 

NOTE: If you answered “Yes” to any of the questions above, you must complete and submit the “Prior 
Conduct Questionnaire” available at www.emedny.org. 

 

5.   Do you, including any entity in which you have ownership, have any unpaid balances owed to the NY  

      Medicaid Program?      Yes  No           If yes, indicate amount $_____ 
            

      If yes, has payment been arranged?   Yes       No   If yes, attach verification of arrangement. 
         If no, this enrollment will be reviewed by the OMIG 
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SIGNATURE AND AFFIRMATION 
 
By signing this enrollment form for participation in the New York State Medicaid Program, the Applicant/Provider 
understands and agrees to the following: 
 

  As a Medicaid Provider you agree to comply with the rules, regulations and official directives of the Department 
including, but not limited to Part 504 of 18NYCRR which can be found at the Department of Health’s website, 
www.health.ny.gov 

  In addition, pursuant to 42 CFR, Part 455.105, by enrolling in the Medicaid Program you agree to disclose the 
following regarding business transactions within the next 35 days upon request of the Department or the Secretary 
of Health and Human Services. 

       (1) Information about the ownership of any subcontractor with whom the provider has had business 
transactions totaling more than $25,000 during the 12-month period ending on the date of the request, and  

       (2) Any significant business transactions between the provider and any wholly owned supplier, or between 
  the provider and any subcontractor during the 5-year period ending on the date of the request. 

 As a Medicaid Provider you agree to abide by all applicable Federal and State laws as well as the rules and 
regulations of other New York State agencies particular to the type of program covered by this enrollment 
application. 

 For those providers for whom the Mandatory Compliance Law applies (see www.OMIG.ny.gov), the Provider has 
certified via the Office of the Medicaid Inspector General’s web site referenced above that the provider and its 
affiliates have adopted, implemented and maintains an effective compliance program that meets the 
requirements of Social Service Law Section 363-d & 18NYCRR, Part 521.  A copy of the certification confirmation 
is included with this enrollment. 

 Unannounced site visits by Medicaid, CMS or their agents/designated contractors may be a condition of initial 
and continued enrollment.  In addition, the provider and/or owners (defined as at least a 5 % interest) may be 
required to consent to criminal background checks including fingerprinting. 

 As a Medicaid Provider you agree to notify this Department immediately of any changes supplied in this 
enrollment agreement, including impending ownership changes.   

 The Department may deny or terminate enrollment as a provider in the Medicaid program if it is determined that 
executive compensation, bonuses, incentives and costs of administration exceed reasonable levels. 

 
WHOEVER KNOWINGLY AND WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR 
REPRESENTATION ON THIS STATEMENT MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS.  
IN ADDITION, KNOWINGLY AND WILLFULLY FAILING TO FULLY AND ACCURATELY DISCLOSE THE INFORMATION 
REQUESTED MAY RESULT IN DENIAL OF A REQUEST TO PARTICIPATE OR WHERE THE ENTITY ALREADY 
PARTICIPATES, A TERMINATION OF ITS AGREEMENT OR CONTRACT WITH THE STATE AGENCY OR SECRETARY, 
AS APPROPRIATE.  
 
 
 
 
 
 
__________________________________________________                     _________________________ 

Applicant / Provider’s Signature (original; no stamps)                   Date  (MM/DD/YYYY)                                                    
 

  
______________________________________________________ 
Name & Telephone Number of Person who Prepared Application  
                             

 
 

 

  
 
 



       Return To: Computer Sciences Corporation 
         PO Box 4610 
         Rensselaer NY  12144-4610 
 
 

COLLABORATING PHYSICIAN CERTIFICATION FORM 

 

 
This form must be completed and signed by your collaborating physician. 
 
Physician Name:                                                                                                                         
 
Physician License Number:                                                                                                        
 
Physician National Provider Identifier (NPI) (Required):  ______________________ 
 
Physician Medicaid Provider # (Required): ___________________ 
 
Physician Current Address:                                                                                                        
 

                                                                                                       
 

                                                                                                       
 
 
 
 
Certification Statement: 
 
In accordance with the requirements of the laws and regulations of the State Department of 
Education, I have established a collaborative agreement and practice protocols with                  
 
 
                                                              ________ .  Effective                                              . 
(Name of Nurse Practitioner)                             (Date of Agreement) 
 

Nurse Practitioner National Provider Identifier (NPI) (Required):  ______________________ 
 
Nurse Practitioner Medicaid Provider # (Required): ___________________ 
 
 
 
 

Physician Signature                                                                Date                                       
 
 
 
 
 
 
EMEDNY-410501 (08/09) 
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        MAIL TO:   Computer Sciences Corporation 
          P.O. Box 4610 
          Rensselaer, NY  12144-4610 
 
 

Date___/___/___ 
 

MEDICAID FEE FOR SERVICE PROVIDER CHANGE OF ADDRESS FORM 
 
________________________  _______________________________  ___________ 
Medicaid Provider Number   National Provider Identifier   Category of Service 
(Required)     (Required, unless NPI exempt) 

 

Provider Name: __________________________________________________________________________________                           
I wish to change the address to which my Correspondence and Claim Forms are sent. 

 
LOCATOR 01: CORRESPONDENCE ADDRESS – Must specify a street address.  Cannot be a P.O. Box unless 
accompanied by an actual street address. 
 
Begin date:  __________________ 

          M      M    D     D    Y     Y 
 

ATTENTION:                                                                                                                                                                                                                                                                                                                      

STREET:                                                                                                                                                                                                                                                                                                                       

CITY:                                                                                                                                                                                                                                                                                                                       

STATE:                                                        ZIP:                      -                   

TELEPHONE:                                                                                                                                                                                                                                                                                                                       

COUNTY CODE:_____                                     

 
 

Please send my MEDICAID CHECKS to the address below. 
 
LOCATOR 02: PAY TO ADDRESS 
 
Begin date:  __________________ 

          M      M    D    D     Y     Y 
 

STREET:                                                                                                                                                                                                                                                                                                  

CITY:                                                                                                                                                                

STATE:                                                        ZIP:                      -                   

PRINT NAME:                                                                                                                                                                                                                                                                                                                       

COUNTY CODE:_____ 

 
►PROVIDER SIGNATURE:________________________________________________________________ 

                                                                                                                                               
NOTE: Photocopy or stamp is unacceptable for signature. 

If this change is for a Group, then the Administrator or Owner must sign and declare title. 
If this is a business or corporation, then Owner must sign. 
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Albany Medical College

618 Central Ave

Albany

NY 12206

518-262-9600

Po Box 416760

Boston

MA 02241 6760

01
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SERVICE ADDRESSES 
Each address where you see Medicaid beneficiaries must be listed on our file.  If no service address changes are 
necessary, leave this blank.  Any addresses to be changed, closed or added should be listed below.  Please write 
CHANGE, CLOSE or ADD next to that address and Locator number, if known.  A Service Address must be a 

street address and cannot be a P.O. Box. 
 
Begin date:  __________________ 

        M     M     D     D     Y    Y 
ATTENTION: ____________________________________________________________________________ 

STREET: ____________________________________________________________________________                                                                                                                                                                             

CITY:  ____________________________________________________________________________                                                                                                                                                                             

STATE:                                                       ZIP:                     -                     

 

COUNTY CODE:_________                                       

TELEPHONE: ____________________________________________________________________________                                                                                                                                                                             

Begin date:  _________________ 
        M     M     D     D   Y     Y 

ATTENTION: ____________________________________________________________________________                                                                                                                                                                     

STREET: ____________________________________________________________________________                                                                                                                                                                             

CITY:  ____________________________________________________________________________                                                                                                                                                                             

STATE:                                                       ZIP:                       -                   

TELEPHONE: ____________________________________________________________________________                                                                                                                                                                             

COUNTY CODE:_________ 

 
Begin date:  __________________ 

        M     M     D     D    Y     Y 
ATTENTION: ____________________________________________________________________________                                                                                                                               

STREET: ____________________________________________________________________________                                                                                                                                                                             

CITY:  ____________________________________________________________________________                                                                                                                                                                             

STATE:                                                       ZIP:                        -                  

 

COUNTY CODE:_________                                       

TELEPHONE: ____________________________________________________________________________                                                                                                                                                                             

Begin date:  __________________ 
        M      M    D     D    Y     Y 

ATTENTION: ____________________________________________________________________________                                                                                                                                                                             

STREET: ____________________________________________________________________________                                                                                                                                                                             

CITY:  ____________________________________________________________________________                                                                                                                                                                             

STATE:                                                       ZIP:                        -                  

 

COUNTY CODE:_________                    

TELEPHONE: ____________________________________________________________________________                                                                                                                                                                             

PHOTOCOPIES OF THIS PAGE MAY BE USED WHEN REPORTING MORE THAN 4 SERVICE ADDRESSES 
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                  MAIL TO: Computer Sciences Corporation 
        P.O. Box 4610 
        Rensselaer, NY  12144 
 
 

REQUEST FOR MEDICAID PARTICIPATION AS A GROUP MEMBER 
Form must be completed in black

 
 ink. 

1. Individual Provider Name: ____________________________________ 
 
2. Individual Provider Number:       ______________________ 
 (You must enroll to participate)     10-digit NPI (Required) 
      _________________ 
      8-digit Medicaid ID (Required) 
3. Name of Group:  ____________________________________________ 
 
4. Group’s Provider Number:  _______________________ 

     10-digit NPI (Required) 
    ____________________ 
    8-digit Medicaid ID (Required) 

 
5. List the Service address(es) (for the above named group only) where you 
 will work as a member.  Do not list private practice service addresses. 

 
(a) _____________________  (c) ____________________ 

  _____________________   ____________________ 
  _____________________   ____________________ 
 
 (b) _____________________  (d) ____________________ 
  _____________________   ____________________ 
  _____________________   ____________________ 
 
6. List the first Date of Service that services were rendered to Medicaid 

patients as part of the Group. 
 

_________________________ 
Month  Day  Year 

 
 I agree to participate in the Medicaid Program as a member of the above 
listed group.  I realize that I continue to remain personally responsible for all 
claims billed to Medicaid using both group Medicaid identification number and my 
individual provider number.  I may have my name withdrawn from the above 
listed group upon written request to the above address. 
 
Name (please print): ______________________________________________ 
      (First)  (Full Middle Name)  (Last) 
 
Signature:  ______________________________________________________ 
 
Date: __________________________________________________________ 
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eMedNY/MEDICAID MANAGEMENT INFORMATION SYSTEM 

CERTIFICATION STATEMENT FOR PROVIDER BILLING MEDICAID 

As of date signed below, all claims submitted electronically or on paper to the State’s Medicaid fiscal agent, for services or supplies 

furnished. 
 

(1) by (provider name) ____________________________ (2) (10-digit National Provider 

ID (NPI) -- REQUIRED unless  

exempted from NPI) 
 

(3) (Tax ID if NPI exempt) 
 

will be subject to the following certification.  
 

I am (or the business entity named in this form of which I am a partner, officer, or director is) a qualified provider enrolled with and authorized to 
participate in the New York State Medical Assistance Program and in the profession or specialties, if any, required in connection with this claim; the 
persons providing services, care and supplies have the necessary licensing, certification, training and experience to perform the claimed services; I 
have reviewed these claims; I (or the entity) have furnished or caused to be furnished the care, services, and supplies itemized and done so in 
accordance with applicable federal and state laws and regulations; I have read the eMedNY Provider Manual and all revisions thereto; all claims are 
made in full compliance with the pertinent provisions of the Manual and revisions; all claims for care, services and supplies provided at the order of 
another professional have to the best of my knowledge been ordered by that professional in bona fide compliance with the procedures set forth in 
the manual and revisions. All care, services and supplies for which claim is made are medically necessary for the treatment of the named recipient, 
the amounts listed are due and, except as noted, no part thereof has been paid by, or to the best of my knowledge is payable from any other source 
other than the Medical Assistance Program; payment of fees made in accordance with established schedules is accepted as payment in full; other 
than a claim rejected or denied or one for adjustment, no previous claim for the care, services and supplies itemized has been submitted or paid; 
ALL STATEMENTS, DATA AND INFORMATION TRANSMITTED ARE TRUE, ACCURATE AND COMPLETE TO THE BEST OF MY 
KNOWLEDGE; NO MATERIAL FACT HAS BEEN OMITTED; I UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE 
FROM FEDERAL, STATE AND LOCAL PUBLIC FUNDS AND THAT I MAY BE FINED AND/OR PROSECUTED UNDER APPLICABLE FEDERAL 
AND STATE LAWS FOR ANY VIOLATION OF THE TERMS OF THIS CERTIFICATION, INCLUDING BUT NOT LIMITED TO FALSE CLAIMS, 
STATEMENTS OR DOCUMENTS, OR CONCEALMENT OF A MATERIAL FACT; taxes from which the State is exempt are excluded; all records 
pertaining to the care, services and supplies provided including all records which are necessary to disclose fully the extent of care, services and 
supplies provided to individuals under the New York State Medical Assistance Program will be kept for a period of six years from the date of 
payment, and such records and information regarding these claims and payment therefor shall be promptly furnished upon request to the local 
Department of Social Services, the State Department of Health, the Office of the Medicaid Inspector General, the State Medicaid Fraud Control Unit 
or the Secretary of the Department of Health and Human Services; there has been compliance with the Federal Civil Rights Act of 1964 and with 
section 504 of the Federal Rehabilitation Act of 1973, as amended, which forbid discrimination on the basis of race, color, national origin, handicap, 
age, sex and religion; I agree (or the entity agrees) to comply with the requirement of 42 CFR Part 455 relating to disclosures by providers; the State 
of New York through its fiscal agent or otherwise is hereby authorized to (1) make administrative corrections to claims submitted under this 
agreement to enable its automated processing, subject to reversal by the provider, and (2) accept the claim under this agreement as original 
evidence of care, services and supplies furnished. 

 

In submitting claims under this agreement I understand and agree that I (or the entity) shall be subject to and bound by all rules, regulations, policies, 
standards, fee codes and procedures of the New York State Department of Health and the Office of the Medicaid Inspector General as set forth in 
statute or title 18 of the Official Compilation of Codes, Rules and Regulation of New York State and other publications of the Department, including 
eMedNY Provider Manuals and other official bulletins of the Department. I understand and agree that I (or the entity) shall be subject to and shall 
accept, subject to due process of the law, any determinations pursuant to said rules, regulations, policies, standards, fee codes and procedures, 
including, but not limited to, any duly made determination affecting my (or my entity’s) past, present or future status in the Medicaid program and/or 
imposing any duly considered sanction or penalty. 

 

I UNDERSTAND THAT MY SIGNATURE HEREON THE ABOVE CERTIFICATION WILL APPLY  
TO ALL CLAIMS SUBMITTED ELECTRONICALLY OR ON PAPER, USING MY (OR THE ENTITY’S) NPI  
OR MEDICAID PROVIDER IDENTIFICATION NUMBER. THIS CERTIFICATION REMAINS IN EFFECT  
AND APPLIES TO ALL CLAIMS UNTIL SUPERSEDED BY ANOTHER PROPERLY EXECUTED  
CERTIFICATION STATEMENT. 

 

(4) (Signature) __________________________________(5) (Date) __________________________ 
 

(6) (Print Name and Title) ___________________________________________________________  
 

(7) (Telephone #) _________________________ (8) (eMail, if available) ____________________ 
 
 

STATE OF _________________________________ 
COUNTY OF ________________________________  (9) 
 

On this _____________ day of _________________, 20____, before me personally came  
 
__________________________, to me know and known to me to the individual described in and who 
 executed the foregoing instrument, and (s)he acknowledge to me that (s)he executed the same. 
 

(SEAL) 

______________________________________________________ 
NOTARY PUBLIC . 

 

 













(518) 262-1333
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✔







































Albany Medical College Albany Medical College

Po Box 416760

Boston, MA 02241-6760

518-262-9600
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Department of 
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✔ ✔ ✔
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618 Central Avenue

Brian Rigney
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ALBANY MEDICAL CENTER EMPLOYEE DATA SHEET
(PLEASE PRINT LEGIBLY) 

(   ) New Record (Complete all information) (   ) Corrected Record (Complete changed/new information only) 

PART A – EMPLOYEE INFORMATION  PLEASE SUBMIT TO HUMAN RESOURCES  (MC-56 ) 

PART B – SPOUSE INFORMATION 

PART C – EMERGENCY CONTACT INFORMATION 

PART D –ETHNICITY, RACE AND GENDER (VOLUNTARY INFORMATION) 

 

 

PART E – DISABILITY/VETERAN STATUS (VOLUNTARY INFORMATION) 

PART F  – EMPLOYEE SIGNATURE 

 

(OVER) 

95396 REVISED 09-2012 

Today’s Date:  ______________ 

Name:  _______________________________________________ Department: ___________________________________ 
Last   First    MI 

If name change, provide former name:  ____________________ Entity: (   ) Hospital     (   ) SCC     (   ) College     (   ) Center 
(see additional instructions on back of this form) 

Address:  _____________________________________________  Gender: (   ) Male     (   ) Female 

 _____________________________________________ Home Phone Number: _______________ ________ 

   _____________________________________________ Date of Birth:   ___________________ 
     month                  day    year 

Marital Status:    (   ) S - Single  (   ) M - Married   (   ) D - Divorced  (   ) A - Separated  (   ) W - Widowed 

PLEASE COMPLETE SECTION 1 OR SECTION 2 AS IT BEST APPLIES TO YOU. 

(Please see reverse side for definitions) 

I wish to indicate myself as a member  I wish to indicate myself as a member of ONE of the following 

of the following ETHNIC group:         RACIAL groups: 

 OR 

(   ) S – Hispanic or Latino      (   ) B – Black or African American (non-Hispanic or Latino) 

     (   ) A – American Indian or Alaskan Native (non-Hispanic or Latino) 

     (   ) E – Native Hawaiian or other Pacific Islander (non-Hispanic or Latino) 

     (   ) O – Asian (non-Hispanic or Latino) 

     (   ) C – White (non-Hispanic or Latino) 

     (   ) T – Two or more races (non-Hispanic or Latino) 

Spouse Name: _________________________________________ Address of Spouse: _________________________________ 
Last                First                            MI (if different from employee)

Spouse Date of Birth:   ___________________ __________________________________________________ 
 month                 day  year 

Spouse Gender: (   ) Male     (   ) Female  __________________________________________________ 

Disabled:  (   ) Yes     (   ) No     (Please refer to reverse side for definition) 

Please indicate if you are Veteran as defined in the following categories (Please refer to reverse side for definitions) 

Armed Forces Services Medal Veteran: (   ) Yes    (   ) No   Disabled Veteran: (   ) Yes    (   ) No   Other Veteran: (   ) Yes    (   ) No 

If you are a Recently Separated Veteran, please indicate your effective discharge date: ______/______/_______ 
  month                  day                      year

SECTION 1 SECTION 2 

Employee Signature:   _______________________________________________________________________________________ 

Name of Emergency Contact:  _________________________________________________ Relationship:  __________________ 
     MI Last      First 

Emergency Contact Daytime Phone Number: _____________________  Extension: ____________________ 

Emergency Contact Evening Phone Number: _____________________  Extension: ____________________ 



Employee Name, Job Required Credential Initials 

_____________________________ 

Job Title 

_____________________________ 

YOUR

PHOTO 

HERE 

Employee Name 

_____________________________ 

Department 

_____________________________ 

Revised 5/2013 

ALBANY MEDICAL CENTER IDENTIFICATION BADGE REQUEST FORM 

 (   ) TO ISSUE FIRST BADGE        (   ) TO CHANGE CURRENT BADGE

PLEASE PRINT ALL INFORMATION 

(Article 23-A of New York Correction Law on reverse) 

To Issue First Badge: Badge applicant completes sections 1 & 2.  Section 3 completed by Human Resources for 

employees, by Security Services for all other badge applicants. Badge applicant brings completed form to Security 

Services, 22 New Scotland Ave, 1
st
 floor, Monday -Friday, 8:00 am – 4:30 pm for photo. 

To Change Current Badge: Badge applicant completes sections 1 and 2.  Section 3 completed by badge 

applicant’s manager. When complete, fax form to Security Services at 262-3770, mail to Security Services at Mail 

Code 30, or bring to Security Services, 22 New Scotland Ave, 1
st
 floor, Monday -Friday, 8:00 am – 4:30 pm. 

SECTION #1 BADGE APPLICANT INFORMATION 

____________ ____________________________________
     Date of Hire   Manager’s Name     (Required for Employees Only) 

__________________________________________ / _____________________________________ / ________________ 

Your Last Name     First Name          Middle Initial 

__________________________________________________________________________________________________ 

Your Street Address: (Home or Office) 

_________________________________________ / _____________________________________ / _________________ 

 City      State     Zip Code 

Home Phone #:   ______________     Work Phone #:   ______________    Cell Phone #:  ______________ 

Vehicle Make & Model: _______________________________  Vehicle License Plate #:______________  State _______ 

SECTION #2        BADGE APPLICANT EMERGENCY CONTACT INFORMATION 

__________________________________________________________________________________________________ 

Your Emergency Contact’s Name 

__________________________________________________________________________________________________ 

Address (City, State, Zip Code) 

__________________________________________ / _____________________________________ __________________ 

Emergency Contact Home Phone    Emergency Contact Cell Phone      Relationship to You 

SECTION #3          ID BADGE INFORMATION 
(To Be Completed By Human Resources, Security Services or Applicant’s Manager) 

PATIENT CARE DEPARTMENT BADGE    NON - PATIENT CARE  

Check here if NURSING degrees are held  DEPARTMENT BADGE 

BS (   ) or MS (    )   [VERIFIED BY ________ ] 

Approved By: ______________________________________ Badge No: _____________________  Last 4 SS#: _________ 
(Human Resources, Security Services, Manager)                     (Security Dept.)            (Security Dept.) 

YOUR 

PHOTO 

HERE 

















ALBANY MEDICAL COLLEGE 
 

 
 
 
 

APPOINTMENTS, PROMOTION AND TENURE APPLICATION 
 

The following form must be completed for any appointment or promotion to 

the level of Instructor and above and for all tenure awards.  To initiate the 

review of the application by the Appointments, Promotion and Tenure 

Committee (APTC), the following should be submitted to the Office of the 

Secretary of the APTC (Vice Dean): 
 

1.   Completed, typewritten application form and up-to-date CV (see page 

2).  NOTE:  Application will be rejected if CV is not up-to-date. 

2.   Supporting letters from appropriate individuals who are able to evaluate the candidate’s credentials, 

if required (see pages 3-4) 
3.   Supporting letter from the Department Chair/IRC Director (see page 3) 

4.   Demographic Data Form for all new appointments. 
 

The IRC Director/Chair's letter should clearly define the current or proposed effort in research, teaching 

and professional service (clinical and administrative).  Secondary appointments are documented on applications 

submitted by the Chair/IRC Director (Chairperson) of the secondary Department. Applicants and their 

supporting Chairpersons should be thoroughly familiar with the relevant portions of the Policies and Procedures 

for Appointments, Promotions and Tenure.  Incomplete, handwritten, or inappropriately documented 

applications will be returned without action by the APTC.  For advice or questions regarding the application 

process or appropriate documentation, contact the Office of the Secretary of the APTC (Ext. 2-5919). 
 
 
STEPS IN APPLICATION PROCESS 

 
 

Letters required (See page 3-4) Letters not required 
 

1. Chairperson and candidate develop a list of individuals from 

whom letters of evaluation may be solicited.  Letters are solicited 

by the Departmental APTC. 

 

N/A 

 

2. Chairperson submits letter of support with the application (see 

pages 3-4) to the Departmental APTC.  (In exceptional cases, the 

candidate may submit all necessary documentation directly.) 

 

Same 

 

3. Once evaluation letters are received, the Departmental APTC 

evaluates the application materials and meets with the department 

Chairperson to discuss and suggest revisions to the application. 

Chair may terminate the application process at this point. 

 

N/A 

 

4. Chairperson submits 14 copies (plus original) of the completed 

application materials (and 1 copy of the Demographic Data Form 

for new appointments) to the Office of the Secretary of the APTC. 

All members of the APT Committee review the application to 

make appointment, promotion or tenure recommendation to the 

Dean. 

 

Same 

 
 
 
 

APT Application Revised October 24, 2011   
Page 1 of 5 

 



APT Application Revised October 24, 2011 Page 5 of 5

 
 

APPLICATION FOR APPOINTMENT, PROMOTION OR TENURE 

Name (last, first, middle):____________________________________________________________________ 

Proposed Title:_________________________________Department:_________________________________ 

Full Professional Address: __________________________________________________________________ 

Highest Degree: _________Institution: _________________________Date Achieved: __________________ 

Instructions: Please refer to the APT policies and procedures regarding applicant eligibility for appointment, 
promotion or tenure.  The tenure track is only available to full time faculty.  Any faculty member not on the 
tenure track is a member of the non-tenure track.  The total effort contributed must equal 100% regardless of 
the full or part time status of the faculty member.  Provide hrs/month for secondary appointment or non-full time 
faculty.  Attach Candidate qualifications to this document (see page 2). 

Check ALL that apply: 

□ New Appointment  □ Promotion in Rank  □ Secondary Appointment  

□ Tenure Award (Associate or Professor on tenure track)     □ Visiting Appointment (Dates: From __________ to __________) 

Check Employment Status: 

□ Full Time Faculty □ Part Time Paid Faculty: _____Hours/Mo  □ Volunteer Faculty 

Check Present AMC Rank: Proposed Rank:                    % Total Contribution to AMC    
Date Achieved:_____________ 

□ None of the following         □ Instructor            Full Time:  % of total effort 

□ Instructor   □ Assistant Professor           Part Time:  % of number of hours per month 

□ Assistant Professor  □ Associate Professor             _______________ Teaching 

□ Associate Professor  □ Professor                           ________________ Research 

□ Professor   □ Distinguished Professor            ________________Service (clinical/administrative) 

□ Distinguished Professor    □ Professor Emeritus                               100%             Total Contributed Effort 

                                                                                                                                                                                                            
 

Check Track Designation      Current             Proposed   
 
Tenure Track              

Without Tenure      □  □    

Tenure        □  □  
*To progress through the academic ranks on this track will require demonstration of professional growth, continuing potential, excellence of 
performance, and leadership in at least two of the three elements of professional achievement, i.e., education, research and professional 
service. 
 ________________________________________________________________________________________________________________ 

Non-Tenure Track      □  □  

*To maintain faculty status and to progress through the academic ranks on this track will require demonstration of professional growth, 

continuing potential, and excellence of performance in one of the three elements of professional achievement. 

No Track       □  □ 

(i.e., Instructor) 

Approval by Dept. APTC Chairperson:   Approval by Dept. Chair: 
 
_______________________________   __________      _______________________________   __________ 
                        Signature                                             Date                                               Signature                                             Date 
                                                                                           Approval of Dean (for tenure): 
_______________________________                             _______________________________   __________ 
                    Name of Department                                                                                            Signature                                             Date 
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FORMAT FOR DOCUMENTATION OF CANDIDATE QUALIFICATIONS 
 
This information must accompany all appointment, promotion and tenure applications. 

 

Education: 
 

Years Attended Undergraduate College, Degree Obtained 
Years Attended Graduate and/or Medical College, Degree Obtained 
Years Attended Institution of Residency and/or Post-doctoral Experience 
Year Obtained Other Professional Certifications 

 

Honors and Awards: 
 

List academic and professional achievements, scholarships, and awards pertinent to career goals and 

accomplishments with year of receipt. 
 

Research and Professional Appointments: 
 

List academic and professional appointments by year and institution. 
 

Professional Associations: 
 

List national and regional organizations in which you are currently a member. Identify any leadership 

positions you hold at this time or have held in the past. 
 

Grants and Awards: 
 

List grants and awards obtained to support educational, research and/or clinical initiatives. For each list: 1) 

Funding agencies by name;  2) Identification number of the grant or award assigned by the granting agency; 3) 

Time course of study; and 4) Total direct and indirect costs. 
 

Teaching: 
 

List present and past teaching responsibilities. Include and identify specifically: 1) name of the course and 

institution [if other than AMC]; 2) Identification number of the course; 3) Number of hours of lectures or 

clinical instruction with titles or content descriptors; 4) Number of students; and 5) Instructional materials 

developed. Written evaluations by course directors should be added as an appendix to this document 
 

Academic Services and Committees: 
 

List present and past academic administrative responsibilities. Identify, for example: Directorship held for 

any course or clerkship; participation in curriculum committee; the faculty senate; departmental or 

interdisciplinary committees; thesis committees; quality management committees and College-wide services 

(i.e. admissions committee; institutional review boards) 
 

Clinical Services: 
 

Describe unique clinical skills and experiences, the size and scope of the practice, and your specific 

contribution to the practice 
 

Publications: 
 

List publications according to the following categories: 1)Peer-reviewed basic or clinical research articles; 

2) Non-peer reviewed articles, and 3) Review articles and book chapters 
 

Extramural Lectures and Seminars: 
 

List (no more than ten of the most recent) professional lectures and seminars presented outside of Albany 

Medical College. 
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LETTERS OF SUPPORT/EVALUATION 
 
 

Letters of support/evaluation are an essential part of the documentation materials included in an application 

for appointment, promotion and/or tenure at Albany Medical College.  The candidate’s CV and the Guidelines 

for Letters of Support/Evaluation (page 4) will be forwarded to all individuals being asked to provide a letter. 

All letters received will be included in the application package when it is forwarded to the Committee on 

Appointments, Promotion and Tenure. 
 

1.   Who needs letters: 
 

� Letters are required for all new primary appointments at, or promotion to, the rank of Associate 

Professor and above, regardless of track. 
 

� Letters are optional for the rank of Assistant Professor and are not required for Instructor level 

candidates. 
 

� Adjunct appointments require only a letter from the Chair/IRC Director. 
 

� Secondary appointments require a letter from both the primary and secondary Department Chair/IRC 

Director. 
 

2.  How many letters are needed: 
 

� A letter from the Department Chair/IRC Director is required for every application.  This letter is in 

addition to any other required letters. 
 

� For appointment or promotion with tenure, six (6) letters will be the minimum number required for 

review of an application. 
 

� For all other faculty appointments, three (3) letters will be the minimum number required for review 

of an application. 
 

3.  Source of letters: 
 

In consultation with the department Chairperson/IRC Director, the candidate should provide a list of 

individuals to be asked to provide letters of evaluation.  (Occasionally, the candidate may feel compelled 

to recommend that certain individuals not be contacted for letters of support/evaluation.  These 

individuals may also be listed.) 
 

� Letters will be solicited by the Departmental APTC. 
 

� Letters are to be solicited from individuals with an equal or higher rank compared with the 

candidate's proposed rank. 
 

� Evaluation letters must be from faculty of national or international stature.  One letter may be from a 

regional individual but not an individual with a primary AMC appointment.  (The Chair/IRC 

Director’s letter is not considered in this category.)  The Departmental APT Committee may solicit 

letters from the list developed by the Chair/IRC Director and the candidate for appointment or 

promotion.  The candidate’s CV and the APT requirements should be sent to the solicited letter- 

writer so that the reference can comment on how the candidate fulfills the APT requirements.  The 

relationship, professional and personal, of the candidate to the suggested reviewer  should be clearly 

and explicitly detailed by the reviewer. 
 

� Letters of support for voluntary faculty may be solicited from full time AMC faculty or from 

external faculty of prominent stature who are asked to comment on the candidate’s qualifications as 

they relate to the APT requirements. 
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GUIDELINES FOR LETTERS OF SUPPORT/EVALUATION 
for Appointment, Promotion, and/or Tenure 

 
 
 

Your confidential letter of support and evaluation is requested to assist the Albany Medical College 

Appointments, Promotion and Tenure Committee.  Please address the issues listed below for the candidate. 

Each reviewer is asked to describe the nature of previous personal and professional interactions with the 

candidate. 
 
To document excellence in teaching, reviewers should comment on: 

 

a.  the specific strengths of the candidate as a teacher 

b. evidence of lasting contributions to students' intellectual growth 

c.  the impact of scholarly publications and/or value of teaching materials developed by the candidate 

d. the candidate's reputation and impact nationally and regionally on educational issues 
 
To document excellence in research, please comment on the candidate's scholarly attainments as specifically 

as possible concerning the following: 
 

a.  the quality and quantity of peer-reviewed published and submitted work in comparison to other 

individuals at a similar career level in the candidate's discipline 

b. the quality or standing of the journals in which the work has been published 

c.  the candidate's area or areas of specialization and the significance of his/her contributions to the field 

d. the candidate's reputation nationally and the impact of specific aspects of the candidate's work on others 
 
To document excellence in clinical practice, reviewers should be familiar with the candidate's field of clinical 

practice. Please describe evidence that the candidate: 
 

a.  participates in the scholarly dissemination of knowledge regarding enhanced patient care, surgical or 

diagnostic procedures, original clinical observations, or improved practice outcomes 

b. provides current, competent, ethical, and humanistic patient care 

c.  possesses unique clinical skills essential to the mission of Albany Medical College 

d. is recognized and held in high regard by other health care providers, including other physicians, 

nationally and regionally; 

e.  adequately maintains his/her professional credentials 
 
To demonstrate leadership skills and service to the College and other professional organizations, please 

comment on: 
 

a.  the participation and achievements of the candidate with regard to service on College administrative 

committees 

b. the participation and achievements of the candidate with regard to service within nationally and 

regionally recognized professional organizations 



ALBANY MEDICAL COLLEGE 

 

New Faculty:  Demographic Data Form 

Name: ___________________________________________________________ 

PLEASE TYPE ALL INFORMATION 

 Last, First, Middle, Degree 

Social Security #: _____/_____/_____ 

Date of Birth: ____/____/____ 

Gender: ____Male     ____Female 

Ethnic Identity: _____________________________ 

Citizenship: ____United States     ____Other (specify:________________________________) 

 

 

Proposed Appointment Information 

This is a ____primary or ____secondary appointment 

Department: __________________________________________________ 

Division: __________________________________________________ 

Academic Rank: __________________________________________________ 

Requested Appt. Date: _______________ (effective upon approval by Board of Trustees) 

Tenure Status: ____Tenure track, with tenure 

 ____Tenure track, non-tenured 

 ____Non-tenure track 

 ____No track (i.e., Instructor) 

Time Allocation: ____% Teaching 

 ____% Research 

 ____% Patient Care 

 ____% Administration 

 ____% Other 

Status: ____Full-time, paid 

 ____Part-time, paid 

 ____Part-time, non-paid 

 Note:  AMC, VAMC, or CDPC are all considered “paid” 

 

Administrative Appointment, if any (e.g., Department Chair, Division Head, Section Chief): 

 Division/Section: _________________________________________ 

 Title: _________________________________________ 

 Date Obtained: ____/____/____ 

 

If not full-time employee of Albany Medical Center, indicate affiliated hospital/clinical facility: 

______________________________________________ 

 

(please provide 

Mailing Address 

only the preferred mailing address) 

Internal:  External

Department: ____________________________ Department: ________________________________ 

: 

Bldg./Rm.: ____________________________ Institution: ________________________________ 

Mail Code: ____________________________ Street: ________________________________ 

Telephone: ____________________________ City/State/Zip: ________________________________ 

E-mail: ____________________________ Telephone: ________________________________ 

(Revised 10/14/09)  E-mail: ________________________________ 

 

Professional Employment History 



From/To 20___-______ 

Status ___Full-time ___Part-time 

Institution ____________________________________________________________ 

Department ____________________________________________________________ 

Academic Rank ____________________________________________________________ 

Time Allocation ____% Teaching ____% Research ____% Patient Care 

 ____% Administration ____% Other 

 

From/To 20___-______ 

Status ___Full-time ___Part-time 

Institution ____________________________________________________________ 

Department ____________________________________________________________ 

Academic Rank ____________________________________________________________ 

Time Allocation ____% Teaching ____% Research ____% Patient Care 

 ____% Administration ____% Other 

 

From/To 20___-______ 

Status ___Full-time ___Part-time 

Institution ____________________________________________________________ 

Department ____________________________________________________________ 

Academic Rank ____________________________________________________________ 

Time Allocation ____% Teaching ____% Research ____% Patient Care 

 ____% Administration ____% Other 

 

From/To 20___-______ 

Status ___Full-time ___Part-time 

Institution ____________________________________________________________ 

Department ____________________________________________________________ 

Academic Rank ____________________________________________________________ 

Time Allocation ____% Teaching ____% Research ____% Patient Care 

 ____% Administration ____% Other 

 

From/To 20___-______ 

Status ___Full-time ___Part-time 

Institution ____________________________________________________________ 

Department ____________________________________________________________ 

Academic Rank ____________________________________________________________ 

Time Allocation ____% Teaching ____% Research ____% Patient Care 

 ____% Administration ____% Other 

 

Year of first salaried

Part-time:  20_____     Full-time:  20_____ 

 appointment at a U.S. medical school: 

 

Year of first salaried

Professor:  20_____    Associate Professor:  20_____   Assistant Professor:  20_____   Instructor:  20_____ 

 faculty appointment for the following ranks: 

 
(Revised 10/14/09) 

 



 

 

Education and Training 

 Degree Field of Study Institution 

MD/DO/MBBS or equiv. ______ ____________________________________________________ 

Year 

PhD or equiv. ______ _______________________ _______________________________ 

Health related doctorate ______ _______________________ ____________________________ 20___ 

MS public health ______ _______________________ ____________________________ 20___ 

Other ______ _______________________ ____________________________ 20___ 

Have you had post-doctoral research training of six months or more? ___Yes   ___No 

 

 

Graduate Medical Education 

   Requirements 

From/To Institution Specialty Complete

20___-______ ____________________________ ________________________________ ___Yes  ___No 

? 

20___-______ ____________________________ ________________________________ ___Yes  ___No 

20___-______ ____________________________ ________________________________ ___Yes  ___No 

20___-______ ____________________________ ________________________________ ___Yes  ___No 

 

 

Board Certification 

  Board 

Year Specialty Certified

20___ ____________________________ ___Yes  ___No 

? 

20___ ____________________________ ___Yes  ___No 

20___ ____________________________ ___Yes  ___No 

 

 

FOR FULL-TIME FACULTY ONLY: 

A copy of this form is forwarded to the Association of American Medical Colleges’ (AAMC) Faculty Roster 

System for inclusion in their national faculty data base.  Please provide signature consent or non-consent for the 

AAMC to release any of the above information for medical school/federal agency recruitment purposes. 

 

____Yes Consent ______________________________________________________ (signature) 

 

  --or-- 

 

____No Non-Consent__________________________________________________ (signature) 

 

 

 

 

 

 

 

 
(Revised 10/14/09) 

w:apt/demoform 

 

 


