
Pursuant to Texas Insurance Code § 1452.052, LHL234 Rev. 01/07 is promulgated by the Texas Department of Insurance.  Please send this 
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Section I-Individual Information 
TYPE OF PROFESSIONAL 

      

LAST NAME  FIRST MIDDLE (JR., SR., ETC.) 

                         

MAIDEN NAME  YEARS ASSOCIATED (YYYY-YYYY) 

            

OTHER NAME YEARS ASSOCIATED (YYYY-YYYY) 

            

HOME MAILING ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

HOME PHONE NUMBER 

      

SOCIAL SECURITY NUMBER 

      

 

 Fe ma le  Ma le  

CORRESPONDENCE ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

PHONE NUMBER 

      

FAX NUMBER 

      

E-MAIL 

      

DATE OF BIRTH (MM/ DD/ YYYY) 

      

PLACE OF BIRTH 

      

CITIZENSHIP 

      

IF NOT AMERICAN CITIZEN, VISA NUMBER & STATUS 

      

ARE YOU ELIGIBLE TO WORK IN THE UNITED STATES?  

 Ye s  No  

U.S.MILITARY SERVICE/ PUBLIC HEALTH 

Ye s   No  

DATES OF SERVICE (MM/ DD/ YYYY) TO 

(MM/ DD/ YYYY)                 

LAST LOCATION 

      

 
BRANCH OF SERVICE 

      

ARE YOU CURRENTLY ON ACTIVE OR RESERVE MILITARY DUTY?  

 Ye s  No  

 

Education 

PROFESSIONAL DEGREE (MEDICAL, DENTAL, CHIROPRACTIC, ETC.) 

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
DEGREE 

      

 

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 

               

 
 

  Ple ase  c he c k this b o x a nd  c o mp le te  a nd  sub mit Atta c hme nt A if yo u re c e ive d  o the r p ro fe ssio na l de g re e s. 

POST-GRADUATE EDUCATION  SPECIALTY 

 Inte rnship     Re side nc y     Fe llo wship     Te a c hing  Appo intme nt       

INSTITUTION 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 

 Pro g ra m suc c e ssfully c o mp le te d  

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

               

 
PROGRAM DIRECTOR 

      

CURRENT PROGRAM DIRECTOR (IF KNOWN) 

      

 
POST-GRADUATE EDUCATION  SPECIALTY 

 Inte rnship    Re side nc y     Fe llo wship    Te a c hing  Appo intme nt       

INSTITUTION 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 
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Education - c o ntinue d 

POST-GRADUATE EDUCATION 

 Pro g ra m suc c e ssfully c o mple te d  

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

               

PROGRAM DIRECTOR 

      

CURRENT PROGRAM DIRECTOR (IF KNOWN) 

       

  Ple a se  c he c k this b o x a nd c o mp le te  a nd sub mit Atta c hme nt B if yo u re c e ive d a dditio na l p o stg ra dua te  tra ining . 

OTHER GRADUATE-LEVEL EDUCATION 

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
DEGREE 

      

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

               

Licenses and Certificates - Ple a se  inc lud e  a ll lic e nse (s) a nd  c e rtific a tio ns in a ll Sta te s whe re  yo u a re  c urre ntly o r 

ha ve  pre vio usly b e e n lic e nse d . 

LICENSE TYPE 

      

LICENSE NUMBER 

      

STATE OF REGISTRATION 

      

ORIGINAL DATE OF ISSUE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY) 

      

DO YOU CURRENTLY PRACTICE IN THIS STATE?  

 Ye s   No  

LICENSE TYPE 

      

LICENSE NUMBER 

      

STATE OF REGISTRATION 

      

ORIGINAL DATE OF ISSUE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY) 

      

DO YOU CURRENTLY PRACTICE IN THIS STATE?  

 Ye s  No  

LICENSE TYPE 

      

LICENSE NUMBER 

      

STATE OF REGISTRATION 

      

ORIGINAL DATE OF ISSUE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY) 

      

DO YOU CURRENTLY PRACTICE IN THIS STATE?  

 Ye s  No  

  DEA Numb e r:        
ORIGINAL DATE OF ISSUE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY) 

      

  DPS Numb e r:        
ORIGINAL DATE OF ISSUE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY) 

      

OTHER CDS (PLEASE SPECIFY) 

      

NUMBER 

      

STATE OF REGISTRATION 

      

ORIGINAL DATE OF ISSUE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY) 

      

DO YOU CURRENTLY PRACTICE IN THIS STATE?  

 Ye s  No  

UPIN 

      

NATIONAL PROVIDER IDENTIFIER (WHEN AVAILABLE) 

      

ARE YOU A PARTICIPATING MEDICARE PROVIDER?  

 Ye s  No   Me dic a re  Pro vide r Numb e r:        

ARE YOU A PARTICIPATING MEDICAID PROVIDER?  

 Ye s  No   Me dic a id  Pro vide r Numb e r:        

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL GRADUATES (ECFMG) 

 N/ A  Ye s  No  ECFMG Numb e r:        

ECFMG ISSUE DATE (MM/ DD/ YYYY) 

      

Professional/Specialty Information 

PRIMARY SPECIALTY 

      

BOARD CERTIFIED?  

Ye s  No   Na me  o f Ce rtifying  Bo a rd :        

INITIAL CERTIFICATION DATE (MM/ YYYY) 

      

RECERTIFICATION DATE(S), IF APPLICABLE (MM/ YYYY) 

      

EXPIRATION DATE, IF APPLICABLE (MM/ YYYY) 

      

IF NOT BOARD CERTIFIED, INDICATE ANY OF THE FOLLOWING THAT APPLY. 

 I ha ve  ta ke n e xa m, re sults pe nding  fo r       Bo a rd . 

 I ha ve  ta ke n Pa rt I a nd  a m e lig ib le  fo r Pa rt II o f the        Exa m. 

 I a m inte nding  to  sit fo r the  Bo a rds o n      (da te ) 

 I a m no t p la nning  to  ta ke  Bo a rds. 

DO YOU WISH TO BE LISTED IN THE DIRECTORY UNDER THIS SPECIALTY?  

HMO:  Ye s  No   PPO:  Ye s  No   POS:  Ye s  No  

SECONDARY SPECIALTY 

      

BOARD CERTIFIED?  

 Ye s  No   Na me  o f Ce rtifying  Bo a rd :        

INITIAL CERTIFICATION DATE (MM/ YYYY) 

      

RECERTIFICATION DATE(S), IF APPLICABLE (MM/ YYYY) 

      

EXPIRATION DATE, IF APPLICABLE (MM/ YYYY) 
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Professional/Specialty Information -c o ntinue d  

IF NO T BOARD CERTIFIED, INDICATE ANY O F THE FO LLO WING  THAT APPLY. 

 I ha ve  ta ke n e xa m, re sults p e nd ing  fo r      Bo a rd . 

 I ha ve  ta ke n Pa rt I a nd  a m e lig ib le  fo r Pa rt II o f the        Exa m. 

 I a m inte nd ing  to  sit fo r the  Bo a rd s o n      (d a te ) 

 I a m no t p la nning  to  ta ke  Bo a rd s. 

DO YOU WISH TO BE LISTED IN THE DIRECTORY UNDER THIS SPECIALTY?  

HMO :  Ye s  No   PPO:  Ye s  No   PO S:  Ye s  No  

ADDITIONAL SPECIALTY 

      

BOARD CERTIFIED?  

Ye s  No   Na me  o f Ce rtifying  Bo a rd :        

INITIAL CERTIFICATION DATE (MM/ YYYY) 

      

RECERTIFICATION DATE(S), IF APPLICABLE (MM/ YYYY)  

      

EXPIRATION DATE, IF APPLICABLE (MM/ YYYY)  

      

IF NO T BOARD CERTIFIED, INDICATE ANY O F THE FO LLO WING  THAT APPLY. 

 I ha ve  ta ke n e xa m, re sults p e nd ing  fo r       Bo a rd . 

 I ha ve  ta ke n Pa rt I a nd  a m e lig ib le  fo r Pa rt II o f the         Exa m. 

 I a m inte nd ing  to  sit fo r the  Bo a rd s o n       (d a te ) 

 I a m no t p la nning  to  ta ke  Bo a rd s. 

DO YOU WISH TO BE LISTED IN THE DIRECTORY UNDER THIS SPECIALTY?  

HMO :  Ye s  No   PPO :  Ye s  No   PO S:  Ye s  No  

PLEASE LIST OTHER AREAS OF PROFESSIONAL PRACTICE INTEREST OR FOCUS (HIV/ AIDS, ETC.) 

      

Work History - Please provide a chronological work history. You may submit a Curriculum Vitae as 

a supplement. Please explain all gaps in employment that lasted more than six months. 

CURRENT PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 
PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 

      

PLEASE PROVIDE AN EXPLANATION FOR ANY GAPS GREATER THAN SIX MONTHS (MM/ YYYY TO MM/ YYYY) IN WO RK HISTORY. 

G a p  Da te s:                  Exp la na tio n:        
 

G a p  Da te s:                Exp la na tio n:        
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Work History – continued 

G a p  Da te s:               Exp la na tio n:       

G a p  Da te s:                Exp la na tio n:       

 Please check this box and complete and submit Attachment C if you have additional work history 

Hospital Affiliations-Ple ase  inc lude  a ll ho sp ita ls whe re  yo u c urre ntly have  o r ha ve  pre vio usly ha d privile g e s. 

DO YOU HAVE HOSPITAL PRIVILEGES?  

  Ye s   No  

IF YOU DO NOT HAVE ADMITTING PRIVILEGES, WHAT ADMITTING ARRANGEMENTS DO YOU HAVE?  

      

PRIMARY HOSPITAL WHERE YOU HAVE ADMITTING PRIVILEGES 

      

START DATE (MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
PHONE NUMBER 

      

FAX 

      

E-MAIL 

      

FULL UNRESTRICTED PRIVILEGES?  

  Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

ARE PRIVILEGES TEMPORARY?  

  Ye s   No  

OF THE TOTAL NUMBER OF ADMISSIONS TO ALL HOSPITALS IN THE PAST YEAR, WHAT PERCENTAGE IS TO PRIMARY HOSPITAL?  

      

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES 

      

START DATE (MM/ YYYY) 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
PHONE NUMBER 

      

FAX 

      

E-MAIL 

      

FULL UNRESTRICTED PRIVILEGES?  

  Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

ARE PRIVILEGES TEMPORARY?  

  Ye s   No  

OF THE TOTAL NUMBER OF ADMISSIONS TO ALL HOSPITALS IN THE PAST YEAR, WHAT PERCENTAGE IS TO THIS SPECIFIC HOSPITAL?  

      

 Please check this box and complete and submit Attachment D if you have additional current hospital affiliations. 

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES 

      

AFFILIATION DATES (MM/ YYYY TO 

MM/ YYYY)                

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
FULL UNRESTRICTED PRIVILEGES?  

 Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

WERE PRIVILEGES TEMPORARY?  

 Ye s   No  

REASON FOR DISCONTINUANCE 

      

 Please check this box and complete and submit Attachment E if you have additional previous hospital affiliations. 

References-Please provide three peer references from the same field and/or specialty who are not partners in your own group practice and are not 

relatives. All peer references should have firsthand knowledge of your abilities. 

 
1  NAME/ TITLE 

      

PHONE NUMBER 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 
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References-  c o ntinue d 

2 NAME/ TITLE 

      

PHONE NUMBER 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 

3 NAME/ TITLE 

      

PHONE NUMBER 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 

Profe ssiona l Lia bility Insura nc e  Cove ra g e  

SELF-INSURED?  

 Ye s   No  

NAME OF CURRENT MALPRACTICE INSURANCE CARRIER OR SELF-INSURED ENTITY 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 

PHONE NUMBER 

      

POLICY NUMBER 

      

EFFECTIVE DATE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY)  

      

AMOUNT OF CO VERAG E PER 

OCCURRENCE       

AMOUNT OF CO VERAG E AG G REGATE 

      

TYPE OF CO VERAG E 

  Ind ivid ua l    Sha re d  

LENG TH OF TIME WITH CARRIER 

      

NAME O F PREVIOUS MALPRACTICE INSURANCE CARRIER IF WITH CURRENT CARRIER LESS THAN 5 YEARS 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 

PHONE NUMBER 

      

POLICY NUMBER 

      

EFFECTIVE DATE (MM/ DD/ YYYY) 

      

EXPIRATION DATE (MM/ DD/ YYYY) 

      

AMOUNT OF CO VERAG E PER 

OCCURRENCE        

AMOUNT OF CO VERAG E AG G REGATE 

      

TYPE OF CO VERAG E 

  Ind ivid ua l   Sha re d  

LENG TH OF TIME WITH CARRIER 

      

Ca ll Cove ra g e  

  See attached list of hospital staff within my department I utilize for call coverage. 

PLEASE LIST NAMES OF COLLEAGUE(S) PROVIDING REGULAR COVERAGE AND HIS OR HER SPECIALTIES. 

Na me :        Sp e c ia lty:        

Na me :        Sp e c ia lty:        

Na me :        Sp e c ia lty:        

Na me :        Sp e c ia lty:        

Na me :        Sp e c ia lty:        

PLEASE LIST FULL NAMES OF ALL PARTNERS IN YOUR PRACTICE.  CHECK THIS BO X AND ATTACH LIST FO R LARG E G ROUP. 

Na me :        Na me :        

Na me :        Na me :        

Na me :        Na me :        

Na me :        Na me :        
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Practice Location Information - Please answer the following questions for each practice location. Use Attachment F or 

make copies of pages 6-7 as necessary. 

PRACTICE LOCATION 

   of    

TYPE OF SERVICE PROVIDED 

 So lo  Prima ry Ca re    So lo  Sp e c ia lty Ca re     G ro up  Prima ry Ca re   G ro up  Sing le  Spe c ia lty   G ro up  Multi-Sp e c ia lty 

GROUP NAME/ PRACTICE NAME TO APPEAR IN THE DIRECTORY 

      

GROUP/ CORPORATE NAME AS IT APPEARS ON IRS W-9 

      

PRACTICE LOCATION ADDRESS 

  Prima ry        

CITY STATE/ COUNTRY POSTAL CODE 

                  
 
PHONE NUMBER 

      

FAX NUMBER 

      

E-MAIL 

      

BACK OFFICE PHONE NUMBER 

      

SITE-SPECIFIC MEDICAID NUMBER 

      

TAX ID NUMBER 

      

GROUP NUMBER CORRESPONDING TO TAX ID NUMBER 

      

GROUP NAME CORRESPONDING TO TAX ID NUMBER 

      

ARE YOU CURRENTLY PRACTICING AT THIS LOCATION?  

  Ye s  No  

IF NO, EXPECTED START DATE?  (MM/ DD/ YYYY) 

      

DO YOU WANT THIS LOCATION LISTED IN THE 

DIRECTORY?     Ye s     No  

OFFICE MANAGER OR STAFF CONTACT 

      

PHONE NUMBER 

      

FAX NUMBER 

      

CREDENTIALING CONTACT 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 
PHONE NUMBER 

      

FAX NUMBER 

      

E-MAIL 

      

BILLING COMPANY'S NAME (IF APPLICABLE) 

      

BILLING REPRESENTATIVE 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 
PHONE NUMBER 

      

FAX NUMBER 

      

E-MAIL 

      

DEPARTMENT NAME IF HOSPITAL-BASED 

      

CHECK PAYABLE TO 

      

CAN YOU BILL ELECTRONICALLY?  

  Ye s    No  

HOURS PATIENTS ARE SEEN 

Mo nda y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Tue sd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

We d ne sd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Thursd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Frid a y  No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Sa turd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Sund a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

DOES THIS LOCATION PROVIDE 24 HOUR/ 7 DAY A WEEK PHONE COVERAGE?   

  Answe ring  Se rvic e     Vo ic e  ma il with instruc tio ns to  c a ll a nswe ring  se rvic e     Vo ic e  ma il with o the r instruc tio ns   No ne  

THIS PRACTICE LOCATION ACCEPTS 

 a ll ne w pa tie nts   e xisting  p a tie nts with c ha ng e  o f p a yo r   ne w p a tie nts with re fe rra l   ne w Me d ic a re  pa tie nts   ne w Me d ic a id  pa tie nts 

IF NEW PATIENT ACCEPTANCE VARIES BY HEALTH PLAN, PLEASE PROVIDE EXPLANATION. 

      

PRACTICE LIMITATIONS 

 Ma le  o nly   Fe ma le  o nly  Ag e :         O the r:        

DO NURSE PRACTITIONERS, PHYSICIAN ASSISTANTS, MIDWIVES, SOCIAL WORKERS OR OTHER NON-PHYSICIAN PROVIDERS CARE FOR PATIENTS AT THIS PRACTICE 

LOCATION?  

 Ye s  No   If ye s, p ro vide  the  fo llo wing  info rma tio n fo r e a c h sta ff me mb e r:        

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 
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Practice Location Information - continued 

NAME PROFESSIONAL DESIGNATION                                                                                  STATE &  LICENSE NO. 

                                                                                                                                            

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NON-ENGLISH LANGUAGES SPOKEN BY HEALTH CARE PROVIDERS 

      

NON-ENGLISH LANGUAGES SPOKEN BY OFFICE PERSONNEL 

      

ARE INTERPRETERS AVAILABLE?  

 Ye s   No  If ye s, p le a se  sp e c ify la ng ua g e s:       

DOES THIS PRACTICE LOCATION MEET ADA ACCESSIBILITY STANDARDS?  

 Ye s  No  

WHICH OF THE FOLLOWING FACILITIES ARE HANDICAPPED ACCESSIBLE?  

 Build ing  Pa rking   Re stro o m  O the r:       

DOES THIS LOCATION HAVE OTHER SERVICES FOR THE DISABLED?  

Te xt Te le p ho ny-TTY  Ame ric a n Sig n La ng ua g e -ASL   Me nta l/ Physic a l Imp a irme nt Se rvic e s   0the r:       

IS THIS LOCATION ACCESSIBLE BY PUBLIC TRANSPORTATION?  

Bus  Re g io na l Tra in O the r:       

DOES THIS LOCATION PROVIDE CHILDCARE SERVICES?  

Ye s   No  

DOES THIS LOCATION QUALIFY AS A MINORITY BUSINESS ENTERPRISE?  

Ye s  No  

WHO AT THIS LOCATION HAVE THE FOLLOWING CURRENT CERTIFICATIONS?  (PLEASE LIST ONLY THE APPLICANT'S CERTIFICATION EXPIRATION DATES.) 

Ba sic  Life  Supp o rt   Sta ff    Pro vid e r Exp :       Adva nc e d  Life  Sup p o rt in OB   Sta ff    Pro vid e r Exp :      

Adva nc e d  Tra uma  Life  Sup p o rt   Sta ff    Pro vid e r Exp :       Ca rd io -Pulmo na ry Re susc ita tio n   Sta ff    Pro vid e r Exp :      

Adva nc e d  Ca rd ia c  Life  Sup po rt   Sta ff    Pro vid e r Exp :       Pe d ia tric  Adva nc e d  Life  Sup p o rt   Sta ff    Pro vid e r Exp :      

Ne o na ta l Adva nc e d  Life  Supp o rt   Sta ff    Pro vid e r Exp :       O the r (p le a se  sp e c ify)       Sta ff    Pro vid e r Exp :      

DOES THIS LOCATION PROVIDE ANY OF THE FOLLOWING SERVICES ON SITE?      Ye s     No  

 

  La b o ra to ry Se rvic e s; p le a se  list a ll Ce rtific a te s o f Pa rtic ip a tio n  (CLIA, AAFP, CO LA, CAP, MLE):        

DOES THIS LOCATION PROVIDE ANY OF THE FOLLOWING SERVICES ON SITE?     Ye s     No  

 

  X-ra y; p le a se  list a ll c e rtific a tio ns:       

OTHER SERVICES 

  Ra d io lo g y Se rvic e s   EKG     Ca re  o f Mino r La c e ra tio ns    Pulmo na ry Func tio n Te sts 

  Alle rg y Inje c tio ns   Alle rg y Skin Te sts    Ro utine  O ffic e  Gyne c o lo g y    Dra wing  Blo o d  

  Ag e  Ap p ro p ria te  Immuniza tio ns    Fle xib le  Sig mo ido sc o p y    Tymp a no me try/ Aud io me try Te sts    Asthma  Tre a tme nts 

  O ste o p a thic  Ma nip ula tio ns    IV Hyd ra tio n / Tre a tme nts    Ca rd ia c  Stre ss Te sts    Physic a l The ra p ie s 

  O the r:        

PLEASE LIST ANY ADDITIONAL OFFICE PROCEDURES PROVIDED (INCLUDING SURGICAL PROCEDURES) 

      

IS ANESTHESIA ADMINISTERED AT THIS PRACTICE LOCATION?  

 Ye s   No  Ple a se  sp e c ify the  c la sse s o r c a te g o rie s:       

WHO ADMINISTERS IT?  

      

 Please check this box and complete and submit Attachment F if you have other practice locations. 
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Section II-Disclosure Questions -  Ple a se  pro vide  a n e xp la na tio n fo r a ny q ue stio n a nswe re d  ye s-e xc e p t 16-o n 

p a g e  10.  
Lic e nsure  

1 Ha s yo ur lic e nse  to  p ra c tic e , in yo ur p ro fe ssio n, e ve r b e e n d e nie d , susp e nd e d , re vo ke d , re stric te d , 

vo lunta rily surre nd e re d  while  und e r inve stig a tio n, o r ha ve  yo u e ve r b e e n sub je c t to  a  c o nse nt o rd e r, 

p ro b a tio n o r a ny c o nd itio ns o r limita tio ns b y a ny sta te  lic e nsing  b o a rd ?  

 

   Ye s   No  

2 Ha ve  yo u e ve r re c e ive d  a  re p rima nd  o r b e e n fine d  b y a ny sta te  lic e nsing  b o a rd ?   

   Ye s   No  

 

Hospita l Privile g e s a nd Othe r Affilia tions 

3 Ha ve  yo ur c linic a l p rivile g e s o r Me d ic a l Sta ff me mb e rship  a t a ny ho sp ita l o r he a lthc a re  institutio n e ve r 

b e e n d e nie d , susp e nd e d , re vo ke d , re stric te d , d e nie d  re ne wa l o r sub je c t to  p ro b a tio na ry o r to  o the r 

d isc ip lina ry c o nd itio ns (fo r re a so ns o the r tha n no n-c o mp le tio n o f me d ic a l re c o rd s whe n q ua lity o f 

c a re  wa s no t a d ve rse ly a ffe c te d ) o r ha ve  p ro c e e d ing s to wa rd  a ny o f tho se  e nd s b e e n institute d  o r 

re c o mme nd e d  b y a ny ho sp ita l o r he a lthc a re  institutio n, me d ic a l sta ff o r c o mmitte e , o r g o ve rning  

b o a rd ?  

 

   Ye s   No  

   

4 Ha ve  yo u vo lunta rily surre nd e re d , limite d  yo ur p rivile g e s o r no t re a p p lie d  fo r p rivile g e s while  und e r 

inve stig a tio n?  

 

   Ye s   No  

5 Ha ve  yo u e ve r b e e n te rmina te d  fo r c a use  o r no t re ne we d  fo r c a use  fro m p a rtic ip a tio n, o r b e e n 

sub je c t to  a ny d isc ip lina ry a c tio n, b y a ny ma na g e d  c a re  o rg a niza tio ns (inc lud ing  HMOs, PPOs, o r 

p ro vid e r o rg a niza tio ns suc h a s IPAs, PHOs)?  

 

   Ye s   No  

Educ a tion, Tra ining  a nd Boa rd Ce rtific a tion  

6 We re  yo u e ve r p la c e d  o n p ro b a tio n, d isc ip line d , fo rma lly re p rima nd e d , susp e nd e d  o r a ske d  to  re sig n 

d uring  a n inte rnship , re sid e nc y, fe llo wship , p re c e p to rship  o r o the r c linic a l e d uc a tio n p ro g ra m?   If yo u 

a re  c urre ntly in a  tra ining  p ro g ra m, ha ve  yo u b e e n p la c e d  o n p ro b a tio n, d isc ip line d , fo rma lly 

re p rima nd e d , susp e nd e d  o r a ske d  to  re sig n?  

 

   Ye s   No  

7 Ha ve  yo u e ve r, while  und e r inve stig a tio n, vo lunta rily withd ra wn o r p re ma ture ly te rmina te d  yo ur sta tus 

a s a  stud e nt o r e mp lo ye e  in a ny inte rnship , re sid e nc y, fe llo wship , p re c e p to rship , o r o the r c linic a l 

e d uc a tio n p ro g ra m?  

 

   Ye s   No  

8 Ha ve  a ny o f yo ur b o a rd  c e rtific a tio ns o r e lig ib ility e ve r b e e n re vo ke d ?   

   Ye s   No  

9 Ha ve  yo u e ve r c ho se n no t to  re -c e rtify o r vo lunta rily surre nd e re d  yo ur b o a rd  c e rtific a tio n(s) while  

und e r inve stig a tio n?  

 

   Ye s   No  

  

DEA or DPS  

10 Ha ve  yo ur Fe d e ra l DEA a nd / o r DPS Co ntro lle d  Sub sta nc e s C e rtific a te (s) o r a utho riza tio n(s) e ve r b e e n 

d e nie d , susp e nd e d , re vo ke d , re stric te d , d e nie d  re ne wa l, o r vo lunta rily re linq uishe d ?  

 

  Ye s   No  

  

Me dic a re , Me dic a id or othe r Gove rnme nta l Prog ra m Pa rtic ipa tion  

11 Ha ve  yo u e ve r b e e n d isc ip line d , e xc lud e d  fro m, d e b a rre d , susp e nd e d , re p rima nd e d , sa nc tio ne d , 

c e nsure d , d isq ua lifie d  o r o the rwise  re stric te d  in re g a rd  to  p a rtic ipa tio n in the  Me d ic a re  o r Me d ic a id  

p ro g ra m, o r in re g a rd  to  o the r fe d e ra l o r sta te  g o ve rnme nta l he a lth c a re  p la ns o r p ro g ra ms?  

 

   Ye s   No  

  

Othe r Sa nc tions or Inve stig a tions  

12 Are  yo u c urre ntly o r ha ve  yo u e ve r b e e n the  sub je c t o f a n inve stig a tio n b y a ny ho sp ita l, lic e nsing  

a utho rity, DEA o r DPS a utho rizing  e ntitie s, e d uc a tio n o r tra ining  p ro g ra m, Me d ic a re  o r Me d ic a id  

p ro g ra m, o r a ny o the r p riva te , fe d e ra l o r sta te  he a lth p ro g ra m?  

 

   Ye s   No  
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Section II - Disclosure Questions - continued  
Othe r Sa nc tions or Inve stig a tions  

13 To  yo ur kno wle d g e , ha s info rma tio n p e rta ining  to  yo u e ve r b e e n re p o rte d  to  the  Na tio na l Pra c titio ne r 

Da ta  Ba nk o r He a lthc a re  Inte g rity a nd  Pro te c tio n Da ta  Ba nk?  

 

   Ye s   No  

14 Ha ve  yo u e ve r re c e ive d  sa nc tio ns fro m o r b e e n the  sub je c t o f inve stig a tio n b y a ny re g ula to ry 

a g e nc ie s (e .g ., C LIA, O SHA, e tc .)?  

 

   Ye s   No  

15 Ha ve  yo u e ve r b e e n inve stig a te d , sa nc tio ne d , re p rima nd e d  o r c a utio ne d  b y a  milita ry ho sp ita l, 

fa c ility, o r a g e nc y, o r vo lunta rily te rmina te d  o r re sig ne d  while  und e r inve stig a tio n b y a  ho sp ita l o r 

he a lthc a re  fa c ility o f a ny milita ry a g e nc y?  

 

   Ye s   No  

   

Ma lpra c tic e  Cla ims History  

16 Ha ve  yo u ha d  a ny ma lp ra c tic e  a c tio ns within the  p a st 5 ye a rs (p e nd ing , se ttle d , a rb itra te d , 

me d ia te d  o r litig a te d ?  

 

   Ye s   No  

  If ye s, ple ase  c he c k this bo x and c o mple te  and submit Attac hme nt G.  

   

Crimina l  

17 Ha ve  yo u e ve r b e e n c o nvic te d  o f, p le d  g uilty to , o r p le d  no lo  c o nte nd e re  to  a ny fe lo ny tha t is 

re a so na b ly re la te d  to  yo ur q ua lific a tio ns, c o mp e te nc e , func tio ns, o r d utie s a s a  me d ic a l p ro fe ssio na l 

 

   Ye s   No  

18 Ha ve  yo u e ve r b e e n c o nvic te d  o f, p le d  g uilty to , o r p le d  no lo  c o nte nd e re  to  a ny fe lo ny inc lud ing  a n 

a c t o f vio le nc e , c hild  a b use  o r a  se xua l o ffe nse ?  

 

   Ye s   No  

19 Ha ve  yo u b e e n c o urt-ma rtia le d  fo r a c tio ns re la te d  to  yo ur d utie s a s a  me d ic a l p ro fe ssio na l?   

   Ye s   No  

   

Ability to  Pe rform Job  

20 Are  yo u c urre ntly e ng a g e d  in the  ille g a l use  o f d rug s?  ("Curre ntly" me a ns suffic ie ntly re c e nt to  justify a  

re a so na b le  b e lie f tha t the  use  o f d rug  ma y ha ve  a n o ng o ing  imp a c t o n o ne 's a b ility to  p ra c tic e  

me d ic ine . It is no t limite d  to  the  d a y o f, o r within a  ma tte r o f d a ys o r we e ks b e fo re  the  d a te  o f 

a p p lic a tio n, ra the r tha t it ha s o c c urre d  re c e ntly e no ug h to  ind ic a te  the  ind ivid ua l is a c tive ly e ng a g e d  

in suc h c o nd uc t. "Ille g a l use  o f d rug s" re fe rs to  d rug s who se  p o sse ssio n o r d istrib utio n is unla wful und e r 

the  Co ntro lle d  Sub sta nc e s Ac t, 21 U.S.C . §  812.22. It "d o e s no t inc lud e  the  use  o f a  d rug  ta ke n und e r 

sup e rvisio n b y a  lic e nse d  he a lth c a re  p ro fe ssio na l, o r o the r use s a utho rize d  b y the  Co ntro lle d  

Sub sta nc e s Ac t o r o the r p ro visio n o f Fe d e ra l la w." The  te rm d o e s inc lud e , ho we ve r, the  unla wful use  o f 

p re sc rip tio n c o ntro lle d  sub sta nc e s.) 

 

   Ye s   No  

21 Do  yo u use  a ny c he mic a l sub sta nc e s tha t wo uld  in a ny wa y imp a ir o r limit yo ur a b ility to  p ra c tic e  

me d ic ine  a nd  p e rfo rm the  func tio ns o f yo ur jo b  with re a so na b le  skill a nd  sa fe ty?  

 

   Ye s   No  

Ability to  Pe rform Job  

22 Do  yo u ha ve  a ny re a so n to  b e lie ve  tha t yo u wo uld  p o se  a  risk to  the  sa fe ty o r we ll-b e ing  o f yo ur 

p a tie nts?  

 

   Ye s   No  

23 Are  yo u una b le  to  p e rfo rm the  e sse ntia l func tio ns o f a  p ra c titio ne r in yo ur a re a  o f p ra c tic e , with o r 

witho ut re a so na b le  a c c o mmo d a tio n?  

 

   Ye s   No  

   

Ple ase  use  the  spac e  o n page  10 to  e xplain ye s answe rs to  any que stio n e xc e pt # 16.  
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Section II - Disclosure Questions-c o ntinue d  

Ple ase  use  the  spac e  be lo w to  e xplain ye s answe rs to  any que stio n e xc e pt 16. 
Q UESTION NUMBER 

   
PLEASE EXPLAIN 
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Se c tion III– Sta nda rd Authoriza tion, Atte sta tion a nd Re le a se  (No t fo r Use  fo r Emplo yme nt Purp o se s) 

I und e rsta nd  a nd  a g re e  tha t, a s p a rt o f the  c re d e ntia ling  a p p lic a tio n p ro c e ss fo r p a rtic ip a tio n a nd ⁄o r c linic a l p rivile g e s 

(he re ina fte r, re fe rre d  to  a s “Pa rtic ip a tio n” ) a t o r with 

(PLEASE INDICATE MANAGED CARE COMPANY(S) O R HO SPITAL(S) TO  WHICH YO U ARE APPLYING ) (HEREINAFTER, INDIVIDUALLY REFERRED TO  AS THE “ ENTITY”) 

      
 

a nd  a ny o f the  Entity’ s a ffilia te d  e ntitie s, I a m re q uire d  to  p ro vid e  suffic ie nt a nd  a c c ura te  info rma tio n fo r a  p ro p e r e va lua tio n 

o f my c urre nt lic e nsure , re le va nt tra ining  a nd ⁄o r e xp e rie nc e , c linic a l c o mp e te nc e , he a lth sta tus, c ha ra c te r, e thic s, a nd  a ny 

o the r c rite ria  use d  b y the  Entity fo r d e te rmining  initia l a nd  o ng o ing  e lig ib ility fo r Pa rtic ip a tio n. Ea c h Entity a nd  its 

re p re se nta tive s, e mp lo ye e s, a nd  a g e nt(s) a c kno wle d g e  tha t the  info rma tio n o b ta ine d  re la ting  to  the  a p p lic a tio n p ro c e ss will 

b e  he ld  c o nfid e ntia l to  the  e xte nt p e rmitte d  b y la w. 

 

I a c kno wle d g e  tha t e a c h Entity ha s its o wn c rite ria  fo r a c c e p ta nc e , a nd  I ma y b e  a c c e p te d  o r re je c te d  b y e a c h 

ind e p e nd e ntly. I furthe r a c kno wle d g e  a nd  und e rsta nd  tha t my c o o p e ra tio n in o b ta ining  info rma tio n a nd  my c o nse nt to  the  

re le a se  o f info rma tio n d o  no t g ua ra nte e  tha t a ny Entity will g ra nt me  c linic a l p rivile g e s o r c o ntra c t with me  a s a  p ro vid e r o f 

se rvic e s. I und e rsta nd  tha t my a p p lic a tio n fo r Pa rtic ip a tio n with the  Entity is no t a n a p p lic a tio n fo r e mp lo yme nt with the  Entity 

a nd  tha t a c c e p ta nc e  o f my a p p lic a tio n b y the  Entity will no t re sult in my e mp lo yme nt b y the  Entity. 

 

For Hospita l Cre de ntia ling . I c o nse nt to  a p p e a r fo r a n inte rvie w with the  c re d e ntia ls c o mmitte e , me d ic a l sta ff e xe c utive  

c o mmitte e , o r o the r re p re se nta tive s o f the  me d ic a l sta ff, ho sp ita l a d ministra tio n o r the  g o ve rning  b o a rd , if re q uire d  o r 

re q ue ste d . As a  me d ic a l sta ff me mb e r, I p le d g e  to  p ro vid e  c o ntinuo us c a re  fo r my p a tie nts. I ha ve  b e e n info rme d  o f e xisting  

ho sp ita l b yla ws, rule s a nd  re g ula tio ns, a nd  p o lic ie s re g a rd ing  the  a p p lic a tio n p ro c e ss, a nd  I a g re e  tha t a s a  me d ic a l sta ff 

me mb e r, I will b e  b o und  b y the m.  

 

Authoriza tion of Inve stig a tion Conc e rning  Applic a tion for Pa rtic ipa tion. I a utho rize  the  fo llo wing  ind ivid ua ls inc lud ing , witho ut 

limita tio n, the  Entity, its re p re se nta tive s, e mp lo ye e s, a nd / o r d e sig na te d  a g e nt(s); the  Entity’ s a ffilia te d  e ntitie s a nd  the ir 

re p re se nta tive s, e mp lo ye e s, a nd / o r d e sig na te d  a g e nts; a nd  the  Entity’ s d e sig na te d  p ro fe ssio na l c re d e ntia ls ve rific a tio n 

o rg a niza tio n (c o lle c tive ly re fe rre d  to  a s “ Ag e nts” ), to  inve stig a te  info rma tio n, whic h inc lud e s b o th o ra l a nd  writte n sta te me nts, 

re c o rd s, a nd  d o c ume nts, c o nc e rning  my a p p lic a tio n fo r Pa rtic ip a tio n. I a g re e  to  a llo w the  Entity a nd / o r its Ag e nt(s) to  insp e c t 

a ll re c o rd s a nd  d o c ume nts re la ting  to  suc h a n inve stig a tio n. 

 

Authoriza tion of Third- Pa rty Sourc e s to  Re le a se  Informa tion Conc e rning  Applic a tion for Pa rtic ipation. I a utho rize  a ny third  p a rty, 

inc lud ing , b ut no t limite d  to , ind ivid ua ls, a g e nc ie s, me d ic a l g ro up s re sp o nsib le  fo r c re d e ntia ls ve rific a tio n, c o rp o ra tio ns, 

c o mp a nie s, e mp lo ye rs, fo rme r e mp lo ye rs, ho sp ita ls, he a lth p la ns, he a lth ma inte na nc e  o rg a niza tio ns, ma na g e d  c a re  

o rg a niza tio ns, la w e nfo rc e me nt o r lic e nsing  a g e nc ie s, insura nc e  c o mp a nie s, e d uc a tio na l a nd  o the r institutio ns, milita ry 

se rvic e s, me d ic a l c re d e ntia ling  a nd  a c c re d ita tio n a g e nc ie s, p ro fe ssio na l me d ic a l so c ie tie s, the  Fe d e ra tio n o f Sta te  Me d ic a l 

Bo a rd s, the  Na tio na l Pra c titio ne r Da ta  Ba nk, a nd  the  He a lth Ca re  Inte g rity a nd  Pro te c tio n Da ta  Ba nk, to  re le a se  to  the  Entity 

a nd / o r its Ag e nt(s), info rma tio n, inc lud ing  o the rwise  p rivile g e d  o r c o nfid e ntia l info rma tio n, c o nc e rning  my p ro fe ssio na l 

q ua lific a tio ns, c re d e ntia ls, c linic a l c o mpe te nc e , q ua lity a ssura nc e  a nd  utiliza tio n d a ta , c ha ra c te r, me nta l c o nd itio n, p hysic a l 

c o nd itio n, a lc o ho l o r c he mic a l d e p e nd e nc y d ia g no sis a nd  tre a tme nt, e thic s, b e ha vio r, o r a ny o the r ma tte r re a so na b ly ha ving  

a  b e a ring  o n my q ua lific a tio ns fo r Pa rtic ip a tio n in, o r with, the  Entity. I a utho rize  my c urre nt a nd  p a st p ro fe ssio na l lia b ility 

c a rrie r(s) to  re le a se  my histo ry o f c la ims tha t ha ve  b e e n ma d e  a nd / o r a re  c urre ntly p e nd ing  a g a inst me . I sp e c ific a lly wa ive  

writte n no tic e  fro m a ny e ntitie s a nd  ind ivid ua ls who  p ro vid e  info rma tio n b a se d  up o n this Autho riza tio n, Atte sta tio n a nd  

Re le a se .  

 

Authoriza tion of Re le a se  a nd Exc ha ng e  of Disc iplina ry Informa tion. I he re b y furthe r a utho rize  a ny third  p a rty a t whic h I c urre ntly 

ha ve  Pa rtic ipa tio n o r ha d  Pa rtic ip a tio n a nd / o r e a c h third  p a rty’ s a g e nts to  re le a se  “Disc ip lina ry Info rma tio n,”  a s d e fine d  

b e lo w, to  the  Entity a nd / o r its Ag e nt(s). I he re b y furthe r a utho rize  the  Ag e nt(s) to  re le a se  Disc ip lina ry Info rma tio n a b o ut a ny 

d isc ip lina ry a c tio n ta ke n a g a inst me  to  its p a rtic ipa ting  Entitie s a t whic h I ha ve  Pa rtic ip a tio n, a nd  a s ma y b e  o the rwise  

re q uire d  b y la w. As use d  he re in, “Disc ip lina ry Info rma tio n”  me a ns info rma tio n c o nc e rning : (I) a ny a c tio n ta ke n b y suc h he a lth 

c a re  o rg a niza tio ns, the ir a d ministra to rs, o r the ir me d ic a l o r o the r c o mmitte e s to  re vo ke , d e ny, susp e nd , re stric t, o r c o nd itio n my 

Pa rtic ip a tio n o r imp o se  a  c o rre c tive  a c tio n p la n; (ii) a ny o the r d isc ip lina ry a c tio n invo lving  me , inc lud ing , b ut no t limite d  to , 

d isc ip line  in the  e mp lo yme nt c o nte xt; o r (iii) my re sig na tio n p rio r to  the  c o nc lusio n o f a ny d isc ip lina ry p ro c e e d ing s o r p rio r to  

the  c o mme nc e me nt o f fo rma l c ha rg e s, b ut a fte r I ha ve  kno wle d g e  tha t suc h fo rma l c ha rg e s we re  b e ing  (o r a re  b e ing ) 

c o nte mp la te d  a nd / o r we re  (o r a re ) in p re p a ra tio n. 

 

Re le a se  from Lia bility. I re le a se  fro m a ll lia b ility a nd  ho ld  ha rmle ss a ny Entity, its Ag e nt(s), a nd  a ny o the r third  p a rty fo r the ir a c ts 

p e rfo rme d  in g o o d  fa ith a nd  witho ut ma lic e  unle ss suc h a c ts a re  d ue  to  the  g ro ss ne g lig e nc e  o r willful misc o nd uc t o f the  

Entity, its Ag e nt(s), o r o the r third  p a rty in c o nne c tio n with the  g a the ring , re le a se  a nd  e xc ha ng e  o f, a nd  re lia nc e  up o n, 

info rma tio n use d  in a c c o rd a nc e  with this Autho riza tio n, Atte sta tio n a nd  Re le a se . I furthe r a g re e  no t to  sue  a ny Entity, a ny 

Ag e nt(s), o r a ny o the r third   

 
       

APPLICANT’ S INITIALS AND DATE (MM ⁄DD ⁄ YYYY) 
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Se c tion III– Sta nda rd Authoriza tion, Atte sta tion a nd Re le a se –c o ntinue d  

p a rty fo r the ir a c ts, d e fa ma tio n o r a ny o the r c la ims b a se d  o n sta te me nts ma d e  in g o o d  fa ith a nd  witho ut ma lic e  o r 

misc o nd uc t o f suc h Entity, Ag e nt(s) o r third  p a rty in c o nne c tio n with the  c re d e ntia ling  p ro c e ss. This re le a se  sha ll b e  in a d d itio n 

to , a nd  in no  wa y sha ll limit, a ny o the r a p p lic a b le  immunitie s p ro vid e d  b y la w fo r p e e r re vie w a nd  c re d e ntia ling  a c tivitie s. 

 

In this Autho riza tio n, Atte sta tio n a nd  Re le a se , a ll re fe re nc e s to  the  Entity, its Ag e nt(s), a nd ⁄o r o the r third  pa rty inc lud e  the ir 

re sp e c tive  e mp lo ye e s, d ire c to rs, o ffic e rs, a d viso rs, c o unse l, a nd  a g e nts. The  Entity o r a ny o f its a ffilia te s o r a g e nts re ta ins the  

rig ht to  a llo w a c c e ss to  the  a p p lic a tio n info rma tio n fo r p urp o se s o f a  c re d e ntia ling  a ud it to  c usto me rs a nd ⁄o r the ir a ud ito rs to  

the  e xte nt re q uire d  in c o nne c tio n with a n a ud it o f the  c re d e ntia ling  p ro c e sse s a nd  p ro vid e d  tha t the  c usto me r a nd ⁄o r the ir 

a ud ito r e xe c ute s a n a p p ro p ria te  c o nfid e ntia lity a g re e me nt. I und e rsta nd  a nd  a g re e  tha t this Autho riza tio n, Atte sta tio n a nd  

Re le a se  is irre vo c a b le  fo r a ny p e rio d  d uring  whic h I a m a n a p p lic a nt fo r Pa rtic ipa tio n a t a n Entity, a  me mb e r o f a n Entity’ s 

me d ic a l o r he a lth c a re  sta ff, o r a  p a rtic ip a ting  p ro vid e r o f a n Entity. I a g re e  to  e xe c ute  a no the r fo rm o f c o nse nt if la w o r 

re g ula tio n limits the  a p p lic a tio n o f this irre vo c a b le  a utho riza tio n. I und e rsta nd  tha t my fa ilure  to  p ro mp tly p ro vid e  a no the r 

c o nse nt ma y b e  g ro und s fo r te rmina tio n o r d isc ip line  b y the  Entity in a c c o rd a nc e  with the  a p p lic a b le  b yla ws, rule s, a nd  

re g ula tio ns, a nd  re q uire me nts o f the  Entity, o r g ro und s fo r my te rmina tio n o f Pa rtic ip a tio n a t o r with the  Entity. I a g re e  tha t 

info rma tio n o b ta ine d  in a c c o rd a nc e  with the  p ro visio ns o f this Autho riza tio n, Atte sta tio n a nd  Re le a se  is no t a nd  will no t b e  a  

vio la tio n o f my p riva c y. 

 

I c e rtify tha t a ll info rma tio n p ro vid e d  b y me  in my a p p lic a tio n is true , c o rre c t, a nd  c o mp le te  to  the  b e st o f my kno wle d g e  a nd  

b e lie f, a nd  tha t I will no tify the  Entity a nd ⁄o r its Ag e nt(s) within 10 d a ys o f a ny ma te ria l c ha ng e s to  the  info rma tio n I ha ve  

p ro vid e d  in my a p p lic a tio n o r a utho rize d  to  b e  re le a se d  p ursua nt to  the  c re d e ntia ling  p ro c e ss. I und e rsta nd  tha t c o rre c tio ns to  

the  a p p lic a tio n a re  p e rmitte d  a t a ny time  p rio r to  a  d e te rmina tio n o f Pa rtic ip a tio n b y the  Entity, a nd  must b e  sub mitte d  o n-line  

o r in writing , a nd  must b e  d a te d  a nd  sig ne d  b y me  (ma y b e  a  writte n o r a n e le c tro nic  sig na ture ). I und e rsta nd  a nd  a g re e  tha t 

a ny ma te ria l missta te me nt o r o missio n in the  a p p lic a tio n ma y c o nstitute  g ro und s fo r withd ra wa l o f the  a p p lic a tio n fro m 

c o nsid e ra tio n; d e nia l o r re vo c a tio n o f Pa rtic ip a tio n; a nd ⁄o r imme d ia te  susp e nsio n o r te rmina tio n o f Pa rtic ip a tio n. This a c tio n 

ma y b e  d isc lo se d  to  the  Entity a nd ⁄o r its Ag e nt(s). 

 

I furthe r a c kno wle d g e  tha t I ha ve  re a d  a nd  und e rsta nd  the  fo re g o ing  Autho riza tio n, Atte sta tio n a nd  Re le a se . I und e rsta nd  

a nd  a g re e  tha t a  fa c simile  o r p ho to c o p y o f this Autho riza tio n, Atte sta tio n a nd  Re le a se  sha ll b e  a s e ffe c tive  a s the  o rig ina l. 

 

 

SIGNATURE 

 
      

NAME (PLEASE PRINT OR TYPE) 

 
      

La st 4 d ig its o f SSN o r NPI (PLEASE PRINT O R TYPE) 

 
      

DATE (MM ⁄DD ⁄ YYYY) 

 

Re quire d Atta c hme nts or Supple me nta l Informa tion –Ple a se  a tta c h ha rd  c o p y o r sc a nne d  d o c ume nts o f the  fo llo wing : 

 Co p y o f DEA o r sta te  DPS Co ntro lle d  Sub sta nc e s Re g istra tio n Ce rtific a te  

 Co p y o f o the r Co ntro lle d  Da ng e ro us Sub sta nc e s Re g istra tio n Ce rtific a te (s) 

 Co p y o f c urre nt p ro fe ssio na l lia b ility insura nc e  p o lic y fa c e  she e t, sho wing  e xp ira tio n d a te s, limits a nd  a p p lic a nt’ s na me  

 Co p ie s o f IRS W-9s fo r ve rific a tio n o f e a c h ta x id e ntific a tio n numb e r use d  

 Co p y o f wo rke rs c o mp e nsa tio n c e rtific a te  o f c o ve ra g e , if a p p lic a b le  

 Co p y o f CLIA c e rtific a tio ns, if a p p lic a b le  

 Co p ie s o f ra d io lo g y c e rtific a tio ns, if a p p lic a b le  

 Co p y o f DD214, re c o rd  o f milita ry se rvic e , if a p p lic a b le  

 

Re p ro d uc tio n o f this fo rm witho ut a ny c ha ng e s is a llo we d . 

 

 

Notic e  About Ce rta in Informa tion Laws a nd Pra c tic e s Pe rta ining  to  Sta te  Gove rnme nta l Bodie s (i.e . Sta te  Hospita ls) 

With fe w e xc e p tio ns, yo u a re  e ntitle d  to  b e  info rme d  a b o ut the  info rma tio n tha t a  sta te  g o ve rnme nta l b o d y c o lle c ts a b o ut 

yo u (i.e . a  sta te  ho sp ita l). Und e r se c tio ns 552.021 a nd  552.023 o f the  Te xa s Go ve rnme nt Co d e , yo u ha ve  a  rig ht to  re vie w o r 

re c e ive  c o p ie s o f info rma tio n a b o ut yo urse lf, inc lud ing  p riva te  info rma tio n. Ho we ve r the  sta te  g o ve rnme nta l b o d y ma y 

withho ld  info rma tio n fo r re a so ns o the r tha n to  p ro te c t yo ur rig ht to  p riva c y. Und e r se c tio n 559.004 o f the  Te xa s Go ve rnme nt 

Co d e , yo u a re  e ntitle d  to  re q ue st tha t the  sta te  g o ve rnme nta l b o d y c o rre c t info rma tio n tha t it ha s a b o ut yo u tha t is inc o rre c t. 

Fo r info rma tio n a b o ut the  p ro c e d ure  a nd  c o sts fo r o b ta ining  info rma tio n, p le a se  c o nta c t the  a p p ro p ria te  sta te  g o ve rnme nta l 

b o d y to  whic h yo u ha ve  sub mitte d  this a p p lic a tio n. 
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Texas Standardized Credentialing Application               Attachment A – Other Professional Degrees   

 
OTHER PROFESSIONAL DEGREE  

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

DEGREE 

      

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 

               

OTHER PROFESSIONAL DEGREE  

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

DEGREE 

      

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 

               

OTHER PROFESSIONAL DEGREE  

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

DEGREE 

      

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 

               

OTHER PROFESSIONAL DEGREE  

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

DEGREE 

      

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 

               

OTHER PROFESSIONAL DEGREE  

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

DEGREE 

      

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 

               

OTHER PROFESSIONAL DEGREE  

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

DEGREE 

      

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 

               

OTHER PROFESSIONAL DEGREE  

Issuing  Institutio n:        

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

DEGREE 

      

ATTENDANCE DATES(MM/ YYYY TO MM/ YYYY) 
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Texas Standardized Credentialing Application        Attachment B – Other Post Graduate Education   

 
OTHER POST-GRADUATE EDUCATION  SPECIALTY 

 Inte rnship     Re side nc y     Fe llo wship     Te a c hing  Appo intme nt       

INSTITUTION 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 

 Pro g ra m suc c e ssfully c o mp le te d  

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

             

 
PROGRAM DIRECTOR 

      

CURRENT PROGRAM DIRECTOR (IF KNOWN) 

      

 
OTHER POST-GRADUATE EDUCATION  SPECIALTY 

 Inte rnship     Re side nc y     Fe llo wship     Te a c hing  Appo intme nt       

INSTITUTION 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 

 Pro g ra m suc c e ssfully c o mp le te d  

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

               

 
PROGRAM DIRECTOR 

      

CURRENT PROGRAM DIRECTOR (IF KNOWN) 

      

 
OTHER POST-GRADUATE EDUCATION  SPECIALTY 

 Inte rnship     Re side nc y     Fe llo wship     Te a c hing  Appo intme nt       

INSTITUTION 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 

 Pro g ra m suc c e ssfully c o mp le te d  

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

               

 
PROGRAM DIRECTOR 

      

CURRENT PROGRAM DIRECTOR (IF KNOWN) 

      

 
OTHER POST-GRADUATE EDUCATION  SPECIALTY 

 Inte rnship     Re side nc y     Fe llo wship     Te a c hing  Appo intme nt       

INSTITUTION 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 

 Pro g ra m suc c e ssfully c o mp le te d  

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

               

 
PROGRAM DIRECTOR 

      

CURRENT PROGRAM DIRECTOR (IF KNOWN) 

      

 
OTHER POST-GRADUATE EDUCATION  SPECIALTY 

 Inte rnship     Re side nc y     Fe llo wship     Te a c hing  Appo intme nt       

INSTITUTION 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 

 Pro g ra m suc c e ssfully c o mp le te d  

ATTENDANCE DATES (MM/ YYYY TO MM/ YYYY) 

               

 
PROGRAM DIRECTOR 

      

CURRENT PROGRAM DIRECTOR (IF KNOWN) 
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Texas Standardized Credentialing Application                 Attachment C – Other Work History   

 
PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY)  

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY)  

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY)  

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY)  

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY)  

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY)  

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 

      

PREVIOUS PRACTICE/ EMPLOYER NAME 

      

START DATE/ END DATE (MM/ YYYY TO MM/ YYYY)  

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

REASON FO R DISCO NTINUANCE 
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Texas Standardized Credentialing Application       Attachment D – Other Current Hospital Affiliations  

 
OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES 

      

START DATE (MM/ YYYY) 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
PHONE NUMBER 

      

FAX 

      

E-MAIL 

      

FULL UNRESTRICTED PRIVILEGES?  

  Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

ARE PRIVILEGES TEMPORARY?  

  Ye s   No  

OF THE TOTAL NUMBER OF ADMISSIONS TO ALL HOSPITALS IN THE PAST YEAR, WHAT PERCENTAGE IS TO THIS SPECIFIC HOSPITAL?  

      

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES 

      

START DATE (MM/ YYYY) 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
PHONE NUMBER 

      

FAX 

      

E-MAIL 

      

FULL UNRESTRICTED PRIVILEGES?  

  Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

ARE PRIVILEGES TEMPORARY?  

  Ye s   No  

OF THE TOTAL NUMBER OF ADMISSIONS TO ALL HOSPITALS IN THE PAST YEAR, WHAT PERCENTAGE IS TO THIS SPECIFIC HOSPITAL?  

      

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES 

      

START DATE (MM/ YYYY) 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
PHONE NUMBER 

      

FAX 

      

E-MAIL 

      

FULL UNRESTRICTED PRIVILEGES?  

  Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

ARE PRIVILEGES TEMPORARY?  

  Ye s   No  

OF THE TOTAL NUMBER OF ADMISSIONS TO ALL HOSPITALS IN THE PAST YEAR, WHAT PERCENTAGE IS TO THIS SPECIFIC HOSPITAL?  

      

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES 

      

START DATE (MM/ YYYY) 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
PHONE NUMBER 

      

FAX 

      

E-MAIL 

      

FULL UNRESTRICTED PRIVILEGES?  

  Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

ARE PRIVILEGES TEMPORARY?  

  Ye s   No  

OF THE TOTAL NUMBER OF ADMISSIONS TO ALL HOSPITALS IN THE PAST YEAR, WHAT PERCENTAGE IS TO THIS SPECIFIC HOSPITAL?  

      

OTHER HOSPITAL WHERE YOU HAVE PRIVILEGES 

      

START DATE (MM/ YYYY) 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
PHONE NUMBER 

      

FAX 

      

E-MAIL 

      

FULL UNRESTRICTED PRIVILEGES?  

  Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

ARE PRIVILEGES TEMPORARY?  

  Ye s   No  

OF THE TOTAL NUMBER OF ADMISSIONS TO ALL HOSPITALS IN THE PAST YEAR, WHAT PERCENTAGE IS TO THIS SPECIFIC HOSPITAL?  
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Texas Standardized Credentialing Application      Attachment E – Other Previous Hospital Affiliations  

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES 

      

AFFILIATION DATES (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
FULL UNRESTRICTED PRIVILEGES?  

 Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

WERE PRIVILEGES TEMPORARY?  

 Ye s   No  

REASON FOR DISCONTINUANCE 

      

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES 

      

AFFILIATION DATES (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
FULL UNRESTRICTED PRIVILEGES?  

 Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

WERE PRIVILEGES TEMPORARY?  

 Ye s   No  

REASON FOR DISCONTINUANCE 

      

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES 

      

AFFILIATION DATES (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
FULL UNRESTRICTED PRIVILEGES?  

 Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

WERE PRIVILEGES TEMPORARY?  

 Ye s   No  

REASON FOR DISCONTINUANCE 

      

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES 

      

AFFILIATION DATES (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
FULL UNRESTRICTED PRIVILEGES?  

 Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

WERE PRIVILEGES TEMPORARY?  

 Ye s   No  

REASON FOR DISCONTINUANCE 

      

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES 

      

AFFILIATION DATES (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
FULL UNRESTRICTED PRIVILEGES?  

 Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

WERE PRIVILEGES TEMPORARY?  

 Ye s   No  

REASON FOR DISCONTINUANCE 

      

PREVIOUS HOSPITAL WHERE YOU HAVE HAD PRIVILEGES 

      

AFFILIATION DATES (MM/ YYYY TO MM/ YYYY) 

               

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  

 
FULL UNRESTRICTED PRIVILEGES?  

 Ye s   No  

TYPES OF PRIVILEGES (PROVISIONAL, LIMITED, CONDITIONAL, ETC.) 

      

WERE PRIVILEGES TEMPORARY?  

 Ye s   No  

REASON FOR DISCONTINUANCE 
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Texas Standardized Credentialing Application                  Attachment F – Other Practice Locations   

Practice Location Information - Please answer the following questions for each practice location. Use Attachment F or 

make copies of pages 6-7 as necessary. 

PRACTICE LOCATION 

   of    

TYPE OF SERVICE PROVIDED 

 So lo  Prima ry Ca re    So lo  Sp e c ia lty Ca re     G ro up  Prima ry Ca re   G ro up  Sing le  Spe c ia lty   G ro up  Multi-Sp e c ia lty 

GROUP NAME/ PRACTICE NAME TO APPEAR IN THE DIRECTORY 

      

GROUP/ CORPORATE NAME AS IT APPEARS ON IRS W-9 

      

PRACTICE LOCATION ADDRESS 

  Prima ry        

CITY STATE/ COUNTRY POSTAL CODE 

                  
 
PHONE NUMBER 

      

FAX NUMBER 

      

E-MAIL 

      

BACK OFFICE PHONE NUMBER 

      

SITE-SPECIFIC MEDICAID NUMBER 

      

TAX ID NUMBER 

      

GROUP NUMBER CORRESPONDING TO TAX ID NUMBER 

      

GROUP NAME CORRESPONDING TO TAX ID NUMBER 

      

ARE YOU CURRENTLY PRACTICING AT THIS LOCATION?  

  Ye s  No  

IF NO, EXPECTED START DATE?  (MM/ DD/ YYYY) 

      

DO YOU WANT THIS LOCATION LISTED IN THE 

DIRECTORY?     Ye s     No  

OFFICE MANAGER OR STAFF CONTACT 

      

PHONE NUMBER 

      

FAX NUMBER 

      

CREDENTIALING CONTACT 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 
PHONE NUMBER 

      

FAX NUMBER 

      

E-MAIL 

      

BILLING COMPANY'S NAME (IF APPLICABLE) 

      

BILLING REPRESENTATIVE 

      

ADDRESS 

      

CITY STATE/ COUNTRY POSTAL CODE 

                  
 
PHONE NUMBER 

      

FAX NUMBER 

      

E-MAIL 

      

DEPARTMENT NAME IF HOSPITAL-BASED 

      

CHECK PAYABLE TO 

      

CAN YOU BILL ELECTRONICALLY?  

  Ye s    No  

HOURS PATIENTS ARE SEEN 

Mo nda y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Tue sd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

We d ne sd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Thursd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Frid a y  No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Sa turd a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:        Eve ning :        

Sund a y   No  Offic e  Ho urs  Mo rning :        Afte rno o n:   Eve ning :   

DOES THIS LOCATION PROVIDE 24 HOUR/ 7 DAY A WEEK PHONE COVERAGE?   

  Answe ring  Se rvic e     Vo ic e  ma il with instruc tio ns to  c a ll a nswe ring  se rvic e     Vo ic e  ma il with o the r instruc tio ns   No ne  

THIS PRACTICE LOCATION ACCEPTS 

 a ll ne w pa tie nts   e xisting  p a tie nts with c ha ng e  o f p a yo r   ne w p a tie nts with re fe rra l   ne w Me d ic a re  pa tie nts   ne w Me d ic a id  pa tie nts 

IF NEW PATIENT ACCEPTANCE VARIES BY HEALTH PLAN, PLEASE PROVIDE EXPLANATION. 

      

PRACTICE LIMITATIONS 

 Ma le  o nly   Fe ma le  o nly  Ag e :         O the r:        

DO NURSE PRACTITIONERS, PHYSICIAN ASSISTANTS, MIDWIVES, SOCIAL WORKERS OR OTHER NON-PHYSICIAN PROVIDERS CARE FOR PATIENTS AT THIS PRACTICE 

LOCATION?  

 Ye s  No   If ye s, p ro vide  the  fo llo wing  info rma tio n fo r e a c h sta ff me mb e r:        

NAME PROFESSIONAL DESIGNATION                                                                   STATE &  LICENSE NO.        

                  

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 
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Attachment F (continued) 

Practice Location Information - continued 

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NAME PROFESSIONAL DESIGNATION STATE &  LICENSE NO. 

                  

NON-ENGLISH LANGUAGES SPOKEN BY HEALTH CARE PROVIDERS 

      

NON-ENGLISH LANGUAGES SPOKEN BY OFFICE PERSONNEL 

      

ARE INTERPRETERS AVAILABLE?  

 Ye s   No  If ye s, p le a se  sp e c ify la ng ua g e s:       

DOES THIS PRACTICE LOCATION MEET ADA ACCESSIBILITY STANDARDS?  

 Ye s  No  

WHICH OF THE FOLLOWING FACILITIES ARE HANDICAPPED ACCESSIBLE?  

 Build ing  Pa rking   Re stro o m  O the r:       

DOES THIS LOCATION HAVE OTHER SERVICES FOR THE DISABLED?  

Te xt Te le p ho ny-TTY  Ame ric a n Sig n La ng ua g e -ASL   Me nta l/ Physic a l Imp a irme nt Se rvic e s   0the r:       

IS THIS LOCATION ACCESSIBLE BY PUBLIC TRANSPORTATION?  

Bus  Re g io na l Tra in O the r:       

DOES THIS LOCATION PROVIDE CHILDCARE SERVICES?  

Ye s   No  

DOES THIS LOCATION QUALIFY AS A MINORITY BUSINESS ENTERPRISE?  

Ye s  No  

WHO AT THIS LOCATION HAVE THE FOLLOWING CURRENT CERTIFICATIONS?  (PLEASE LIST ONLY THE APPLICANT'S CERTIFICATION EXPIRATION DATES.) 

Ba sic  Life  Supp o rt   Sta ff    Pro vid e r Exp :       Adva nc e d  Life  Sup p o rt in OB   Sta ff    Pro vid e r Exp :      

Adva nc e d  Tra uma  Life  Sup p o rt   Sta ff    Pro vid e r Exp :       Ca rd io -Pulmo na ry Re susc ita tio n   Sta ff    Pro vid e r Exp :      

Adva nc e d  Ca rd ia c  Life  Sup po rt   Sta ff    Pro vid e r Exp :       Pe d ia tric  Adva nc e d  Life  Sup p o rt   Sta ff    Pro vid e r Exp :      

Ne o na ta l Adva nc e d  Life  Supp o rt   Sta ff    Pro vid e r Exp :       O the r (p le a se  sp e c ify)       Sta ff    Pro vid e r Exp :      

DOES THIS LOCATION PROVIDE ANY OF THE FOLLOWING SERVICES ON SITE?    Ye s     No  

  La b o ra to ry Se rvic e s; p le a se  list a ll Ce rtific a te s o f Pa rtic ip a tio n  (CLIA, AAFP, CO LA, CAP, MLE):        

DOES THIS LOCATION PROVIDE ANY OF THE FOLLOWING SERVICES ON SITE?    Ye s     No  

  X-ra y; p le a se  list a ll c e rtific a tio ns:       

OTHER SERVICES 

  Ra d io lo g y Se rvic e s   EKG     Ca re  o f Mino r La c e ra tio ns    Pulmo na ry Func tio n Te sts 

  Alle rg y Inje c tio ns   Alle rg y Skin Te sts    Ro utine  O ffic e  Gyne c o lo g y    Dra wing  Blo o d  

  Ag e  Ap p ro p ria te  Immuniza tio ns    Fle xib le  Sig mo ido sc o p y    Tymp a no me try/ Aud io me try Te sts    Asthma  Tre a tme nts 

  O ste o p a thic  Ma nip ula tio ns    IV Hyd ra tio n / Tre a tme nts    Ca rd ia c  Stre ss Te sts    Physic a l The ra p ie s 

  O the r:        

PLEASE LIST ANY ADDITIONAL OFFICE PROCEDURES PROVIDED (INCLUDING SURGICAL PROCEDURES) 

      

IS ANESTHESIA ADMINISTERED AT THIS PRACTICE LOCATION?  

 Ye s   No  Ple a se  sp e c ify the  c la sse s o r c a te g o rie s:       

WHO ADMINISTERS IT?  

      

 Please check this box and complete and submit Attachment F if you have other practice locations. 
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Texas Standardized Credentialing Application             Attachment G – Malpractice Claims History   

INCIDENT DATE (MM/ DD/ YYYY) 

      
DATE CLAIM WAS FILED (MM/ DD/ YYYY)  
      

CLAIM/ CASE STATUS 

      

PROFESSIONAL LIABILITY CARRIER INVOLVED 

      

ADDRESS 

      

CITY  STATE/ COUNTRY  POSTAL CODE 

                  

PHONE NUMBER 

      

POLICY NUMBER 

      

AMOUNT OF AWARD OR SETTLEMENT & AMOUNT PAID 

$      $      

METHOD OF RESOLUTION 

  Dismisse d  

 

  Se ttle d  (with p re jud ic e ) 

 

  Se ttle d  (witho ut p re jud ic e ) 

 

  Jud g me nt fo r De fe nd a nt(s) 

 

  Jud g me nt fo r Pla intiff(s) 

 

  Me d ia tio n o r Arb itra tio n 

DESCRIPTION OF ALLEGATIONS 

      

 

      

 

      

WERE YOU PRIMARY DEFENDANT OR CO-DEFENDANT?  

      

NUMBER OF OTHER CO-DEFENDANTS 

      

YOUR INVOLVEMENT (ATTENDING, CONSULTING, ETC.) 

      

DESCRIPTION OF ALLEGED INJURY TO THE PATIENT 

      

 

 

TO THE BEST OF YOUR KNOWLEDGE, IS THIS CASE INCLUDED IN THE NATIONAL PRACTITIONER DATA BANK (NPDB)?  

  Ye s  No  

INCIDENT DATE (MM/ DD/ YYYY) 

      
DATE CLAIM WAS FILED (MM/ DD/ YYYY)  
      

CLAIM/ CASE STATUS 

      

PROFESSIONAL LIABILITY CARRIER INVOLVED 

      

ADDRESS 

      

CITY  STATE/ COUNTRY  POSTAL CODE 

                  

PHONE NUMBER 

      

POLICY NUMBER 

      

AMOUNT OF AWARD OR SETTLEMENT & AMOUNT PAID 

$      $      

METHOD OF RESOLUTION 

  Dismisse d  

 

  Se ttle d  (with p re jud ic e ) 

 

  Se ttle d  (witho ut p re jud ic e ) 

 

  Jud g me nt fo r De fe nd a nt(s) 

 

  Jud g me nt fo r Pla intiff(s) 

 

  Me d ia tio n o r Arb itra tio n 

DESCRIPTION OF ALLEGATIONS 

      

 

      

 

      

WERE YOU PRIMARY DEFENDANT OR CO-DEFENDANT?  

      

NUMBER OF OTHER CO-DEFENDANTS 

      

YOUR INVOLVEMENT (ATTENDING, CONSULTING, ETC.) 

      

DESCRIPTION OF ALLEGED INJURY TO THE PATIENT 

      

 

 

TO THE BEST OF YOUR KNOWLEDGE, IS THIS CASE INCLUDED IN THE NATIONAL PRACTITIONER DATA BANK (NPDB)?  

  Ye s  No  

 


