Pursuant to Texas Insurance Code § 1452.052, LHL234 Rev. 01/07 is promulgated by the Texas Department of Insurance. Please send this
application to the carrier with whom you wish to become credentialed.

Texas Standardized Credentialing Application (Please type or print)

Section I-Individual Information

TYPE O F PROFESSIO NAL
IASTNAME FIRST MDDIE (JR, SR., EIC.)
MAIDDEN NAME YFARSASSO CIATED (YYYY-YYYY) | OTHERNAME YFARS ASSO CIATED (YYYY-YYYY)
HOMEMAIING ADDRESS
cIy STATE C O UNTRY POSTALCODE
HO ME PHO NE NUMBER SO CIALSEC URITY NUMBER
[J Female [IMale
CORRESPONDENCE ADDRESS
cIy STATE C O UNTRY POSTALCODE
PHO NE NUMBER FAX NUMBER EMAL
DA'TE O FBIRTH (MM/ DD/ YYYY) PIACEOFBRIH C IIZENSHIP
IFNO TAMERIC AN CIIIZEN, VISA NUMBER & STATUS ARE YO UHIG BIETO WO RKIN THE UNIIED STATES?
[ Yes [ No
USMIIARY SERVIC E' PUBLIC HEATTH DATES O FSERVIC E(MM/ DD/ YYYY) TO IASTIOCATON
OYes [ No (MM/DD/ YYYY)
BRANCHOF SERVICE ARE YO UCURRENTLY ON ACTIVE O R RESERVE MILITARY DUIY?
[ Yes [ No
Education

PRO FESSIO NALDEG REE (MEDICAL DENTAL; CHIROPRACTIC, EIC )

Issuing Institutio n:

ADDRESS
cny STATE C O UNTRY POSTALCODE
DEGREE ATIENDANC EDATES(MM/ YYYY TO MM/YYYY)

[ Pease check thisbox and complete and submit Attachment A if you received otherprofessionaldegrees.

POST GRADUATEEDUCATION SPECTALTY

[ mtemship [JResidency [ Felowship []Teaching Appointment

INSTIUTION

ADDRESS

CIy STATE/ C OUNTRY POSIALCODE

O Program successfully completed

ATIENDANCEDATES (MM/YYYY TO MM/ YYYY)

PROGRAM DIRECTOR CURRENTPRO GRAM DIRECTOR (IFKNO WN)

POST GRADUATEEDUCATION SPECTALTY

[ mtemship [J Residency [] Felowship []®aching Appointment

INSTIUTION

ADDRESS

CIy STATE/ C OUNTRY POSIALCODE
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Education - continued

POSFGRADUATEEDUCATION
[0 Program successfully completed

ATIENDANC EDATES (MM/YYYY TO MM/ YYYY)

PROGRAM DIRECTOR

CURRENTPRO GRAM DIREC TO R (IF KNO WN)

[] Please check thisbox and complete and submit Attac hment Bif you receied additional postgraduate training.

OTHER GRADUA'TE IEVELEDUCATION
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEG REE ATIENDANC EDATES (MM/YYYY TO MM/ YYYY)

have previously been licensed.

Licenses and Certificates - Please include alllicense(s) and certificationsin allStates where you are cumently or

LIC ENSE TYPE TICENSENUMBER

SIATEOFREGISIRATON

ORIGINALDA'E O FISSUE (MM/ DD/ YYYY)

EXPIRATION DATE(MM/ DD/ YYYY)

DO YO U CURRENTILY PRACTIC EIN THIS STATE?
|:| Yes |:| No

LIC ENSE TYPE TICENSENUMBER

SIATEOFREGISIRATON

ORIGINALDATE O FISSUE (MM/ DD/ YYYY)

EXPIRATION DATE(MM/ DD/ YYYY)

DO YO U CURRENTLY PRACTIC EIN THIS STATE?
|:| Yes |:| No

LIC ENSE TYPE TICENSENUMBER

SIATEOFREGISIRATON

ORIGINALDA'E O FISSUE (MM/ DD/ YYYY)

EXPIRATION DATE(MM/ DD/ YYYY)

DO YO U CURRENTILY PRACTIC EIN THIS STATE?
|:| Yes |:| No

|:| DEA Number:

ORIGINALDATE O FISSUE (MM/ DD/ YYYY)

EXPIRATION DATE(MM/ DD/ YYYY)

[0 DPSNumber

ORIGINALDATE O FISSUE (MM/ DD/ YYYY)

EXPIRATION DATE(MM/ DD/ YYYY)

O'THER C DS (PLEASE SPEC IFY) NUMBER

SIATEOFREGISIRATON

ORIGINALDA'E O FISSUE (MM/ DD/ YYYY)

EXPIRATION DA'TE (MM/ DD/ YYYY)

DO YO U CURRENTLY PRACTIC EIN THIS STATE?
|:| Yes |:| No

UPIN

NATIO NALPRO VIDER IDENTIFIER (WHEN AVATABLE)

AREYOUA PARTICIPATNG MEDIC ARE PRO VIDER?
O Yes [ No Medicare ProviderNumber:

AREYOUA PARTICIPATNG MEDICADD PRO VIDER?
O Yes O No Medicaid ProviderNumber

EDUC ATIONALC O UNC ILFOR FO REIG N MEDICALGRADUATES (ECFMG)
O N/A [ Yes[ No BCFMG Number:

ECFMG ISSUE DA'TE(MM/ DD/ YYYY)

Professional/Specialty Information

PRIMARY SPECIALIY BOARD CERTIFIED?

|:|Yes |:| No

Name of Certifying Boand:

INITIAL C ERTIFICATIO N DATE (MM/ YYYY)

RECERTIIC ATION DATHS), IF APPLIC ABLE (MM/ YYYY)

EXPIRATIO N DATE, IF APPLIC ABLE (MM/YYYY)

IFNOTBOARD CERTIFIED, INDICATE ANY O F THE FO I10 WING THATAPPLY.
[ 1have taken exam, re sults pending for Boand.
[J1have taken PartIand am eligible forPart Ilof the Fxam.
[ 1am intending to sit forthe Boardson (date)

[JIam notplanning to take Boamds.

DO YOUWISH'TO BE LSIED IN THE DIREC TO RY UNDER THIS SPEC JALTY?
HMO: [dYes[(INo PPO:[dYesNo POS [ Yes[No

SEC ONDARY SPECIALTY BOARD C ERTIFIED?
O Yes O No

Name of Certifying Board:

INIMALC ERTIFICATIO N DATE (MM/ YYYY)

RECERTIFICATION DATHS), IF APPLIC ABLE (MM/ YYYY)

EXPIRATION DATE, IFAPPLIC ABIE (MM/ YYYY)
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Professional/Specialty Information -continue d

IFNOTBOARD C ERTIFIED, NDICATE ANY O FTHE FO II0 WING THATAPPLY.
[J1have taken exam, results pending for Board.
[OJ1have taken PartIand am eligible forPart Iof the Exam.
O1am intending to sit forthe Boardson (date)

[JIam notplanning to take Boamds.

DO YOUWISHTO BE IISTED IN THE DIREC TO RY UNDER THIS SPEC AITY?
HMO: [ Yes[ONo PPO:[dYes[dNo POS:[Yes[dNo

BOARD C ERTIFIED?
[OYes [ No

ADDINO NAL SPECTALTY
Name of Centifying Board:

INITAL C ERTIFIC ATIO N DATE (MM/ YYYY) RECERTFICATION DATH(S), IF APPLIC ABLE (MM/ YYYY)

EXPIRATIO N DA'TE, IF APPLIC ABLE (MM/YYYY)

IFNOTBOARD CERTIFIED, NDICATE ANY O F THE FO 110 WING THATAPPLY.
[O1have taken exam, results pending for Board.
[J1Ihave taken PartIand am eligible forPart Mo f the Exam.
O1am inte nding to sit forthe Boardson (date)

[ 1am notplanning to take Boards.

DO YOUWISH TO BE IISIED IN THE DIREC TO RY UNDER THIS SPEC ATTY?
HMO: [ Yes OO No PPO: [ Yes[ONo POS: [ Yes[dNo

PIEASE IISTO THER AREAS O F PRO FESSIO NALPRACTIC EINTERESTO R FO C US (HIV/ AIDS, EIC .)

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.

CURRENTPRACTICE EMPLO YERNAME

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

ADDRESS

CIY STATE/ C OUNTRY POSIALCODE
PREVIO US PRACTICE EMPLO YER NAME STARTDATE/ END DATE (MM/YYYY TO MM/ YYYY)
ADDRESS

CIY STATE/ C OUNTRY POSIALCODE
REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME STARTDATE/ END DATE (MM/YYYY TO MM/YYYY)
ADDRESS

CIy STATE/ C OUNTRY POSIALCODE
REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME STARTDATE/ END DATE (MM/YYYY TO MM/YYYY)
ADDRESS

CIY STATE/ C OUNTRY POSIALCODE
REASON FOR DISCONTINUANCE

PLEASE PROVIDE AN EXPIANATION FOR ANY GAPS GREATER THAN SIX MO NTHS (MM/YYYY TO MM/ YYYY) IN WO RKHISIORY.

Gap Dates: Explanation:

Gap Dates: Explanation:
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Work History - continued

Gap Dates: Explanation:

Gap Dates: Explanation:

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

Hospital Affiliations-Pe ase include all hospitals where you c urre ntly have orhave previously had privile ge s.

DO YOUHAVEHO SPITALPRIVILEG ES? IFYOUDO NOTHAVEADMITING PRIVIEG ES, WHATADMITTING ARRANG EMENTS DO YOUHAVE?
O Yesd No

PRIMARY HO SPIIAL WHERE YO UHAVE ADMITING PRIVILEG ES STARTDATE (MM/ YYYY)
ADDRESS

CIIY SIATE/ C OUNTRY POSIALCODE
PHONENUMBER FAX EMAL

FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIONAL EIC ) ARE PRIVILEG ES TEMPO RARY?
O Yes[d No O Yes O No

OFTHETO TALNUMBER O FADMISSIONSTO AILHO SPITALSIN THE PASTYEAR, WHATPERC ENTAGEISTO PRIMARY HO SPITAT?

O THER HO SPITALWHERE YO UHAVE PRIVILEG ES STARTDATE (MM/ YYYY)
ADDRESS

CIIY SIATE/ C OUNTRY POSIALCODE
PHONENUMBER FAX EMAL

FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIONAL EIC .) ARE PRIVILEG ES TEMPO RARY?
O Yes[d No O Yes O No

OFTHETO TALNUMBER O FADMISSIONS TO AILHO SPITALS IN THE PASTYEAR, WHATPERC ENTAGEIS'TO THIS SPECIFIC HO SPIIAI?

[ Piease check this box and complete and submit Attachment D if you have additional_current hospital affiliations.

PREVIO US HO SPIALWHERE YO UHAVE HAD PRIVILEG ES AFFIIATIO N DATES (MM/YYYY TO
MM/YYYY)

ADDRESS

cny STATE C O UNTRY POSIALCODE

FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIONAL EIC.) ‘WERE PRIVILEG ES TEM PO RARY?

O Yes [ No [ Yes [ No

REASON FORDISCONTINUANCE

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

References-piease 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 TIIE PHONENUMBER

ADDRESS

CIy STATE/ C O UNTRY POSIALCODE
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References. continued

2 NAME TMIE PHO NE NUMBER

ADDRESS

CIy STATE/ C O UNTRY POSIALCODE

3 NAME TIIE PHO NE NUMBER

ADDRESS

CIy STATE/ C O UNTRY POSIALCODE

Profe ssional Liability Insurance Coverage

SFIF-INSURED? NAME O F C URRENTMAIPRA C TIC E INSURANC E CARRIER O R SELF-INSURED ENTITY

[ Yes I No

ADDRESS

cny STATE/ C O UNTRY POSIALCODE
PHONE NUMBER POLICY NUMBER EFFEC TIVE DA'TE (MM/ DD/ YYYY) EXPIRATIO N DA'TE (MM/ DD/ YYYY)
AMOUNTOF CO VERAGE PER AMOUNTOFCOVERAGEAGGREGATE | TYPEOFCOVERAGE LENG TH O F TME WITH C ARRIER
OCCURRENCE O mdividual [J Shared

NAME O FPREVIO US MAIPRAC TIC EINSURANC E CARRIER IF WITH C URRENT C ARRIER IESS THAN 5 YEARS

ADDRESS

CIY STATE/ C O UNTRY POSTALCODE

PHO NE NUMBER POLICY NUMBER EFFEC TIVE DA'TE (MM/ DD/ YYYY) EXPIRATION DA'TE (MM/ DD/ YYYY)
AMOUNTOF CO VERAGE PER AMOUNTOFCOVERAGEAGGREGATE |TYPEOFCOVERAGE LENG TH O F TIME WIIH C ARRIER

OCCURRENCE O mdividual[J Shared

CallCoverage

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

PIEASE IISTNAMES OF COILIFAG UKS) PRO VIDING REGUIAR COVERAGEAND HIS OR HER SPEC IJALTIES.

Name: Specialty:
Name: Specialty:
Name: Specialty:
Name: Specialty:
Name: Specialty:

PLEASE IISTFULLNAMES O FAIL PARINERS IN YO UR PRACTICE [[] CHEC K THIS BOX AND ATIAC H IISTFOR IARGE GRO UP.

Name: Name:
Name: Name:
Name: Name:
Name: Name:
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Practice Location Information - piease answer the following questions for each practice location. Use Attachment F or | PRACTICE LOCATION

Imake copies of pages 6-7 as necessary. of

TYPE O F SERVIC E PRO VIDED

[ Solo Pimary Care [ solo Specialty Care [ Group Primary Care [ Group Single Specialty [ Group Multi-Spe cialty
GROUP NAME PRACTCENAMETO APPEAR IN THE DIREC TORY GROUP/CORPORATENAMEASITAPPEARSON IRSW-9

PRACTICEIO CATION ADDRESS

O Primary

CIY STATE C O UNTRY POSIALCODE
PHO NENUMBER FAX NUMBER EMAIL

BAC KO FFIC E PHO NE NUMBER SITE-SPEC INC MEDIC AID NUMBER TAX ID NUMBER

GROUP NUMBER C ORRESPONDING TO TAXID NUMBER | GROUP NAME C O RRESPONDING TO TAXID NUMBER

AREYOUCURRENTLY PRACTICING ATTHISIO CATION? IFNO, EXPEC TED STARTDATE? (MM/DD/YYYY) DO YOUWANTTHIS IO CATION IISTED IN THE
O Yes[No DIRECTORY? [ Yes [ No
OFFICEMANAGERORSIAFFCONTACT PHO NENUMBER FAX NUMBER

CREDENTIAIING CONTACT

ADDRESS
CIy STATE C O UNTRY POSIALCODE
PHO NENUMBER FAX NUMBER EMAIL
BIIING COMPANY'S NAME (IF APPLIC ABLE) BIIING REPRESENTATIVE
ADDRESS
CIy STATE C O UNTRY POSIALCODE
PHO NENUMBER FAX NUMBER EMAIL
DEPARIMENTNAME IF HO SPITA1-BA SED CHEC KPAYABIETO CAN YO UBILEIEC TRO NIC AILY?
O Yes ONo
HO URS PATENTS ARE SEEN
Monday [J No Office Hours Mo ming: Aftemoon: Evening:
Tuesday [J No Office Hours Mo ming: Aftemoon: Evening:
Wednesday []No Office Hours Mo ming: Aftemoon: Evening:
Thursday [ No Office Hours Mo ming: Aftemoon: Evening:
Fiday [ No Office Hours Mo ming: Aftemoon: Evening:
Saturday [ No Office Hours Mo ming: Aftemoon: Evening:
Sunday [J No Office Hours Mo ming: Aftemoon: Evening:
DOESTHISIO CATON PROVIDE 24 HOUR/7 DAY A WEEKPHONE C O VERAGE?
O Answernng Serice [ Voice mail with instruc tio ns to callanswernng serwice [ Voice mail with o the rinstruc tio ns [ None

THISPRACTCEIOCATON ACCEPTS
[dalnew patients De)dsﬁng patients with change of payor Onew patients with referral [ new Medicare patients [ new Medicaid patients

IFNEW PATIEENTAC CEPTANC E VARIES BY HEALIH PIAN, PIEASE PRO VIDEEXPIANATO N.

PRACTCELIMITATONS
[ Male only [ Female only Age: [ other

DO NURSE PRACTHIO NERS, PHYSIC JAN ASSISTANTS, MIDWIVES, SO CIALWO RKERS OR O THER NO N-PHYSIC JAN PRO VIDERS CAREFOR PATENTS ATTHIS PRACTICE
IOCATION?

O Yes [ No Fyes, provide the following information foreach staff member
NAME PROFESSIO NALDESIGNATON SIATE & LICENSENO.
NAME PROFESSIONALDESIGNATON SIATE& LICENSENO.
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Practice Location Information - continued

NAME PRO FESSIO NALDESIGNATON SIATE & LICENSENO.
NAME PROFESSIONALDESIGNATON SIATE & IICENSENO.
NAME PROFESSIONALDESIGNATON SIATE & IICENSENO.
NAME PROFESSIONALDESIGNATON SIATE & IICENSENO.

NON-ENGIISHIANG UAGES SPO KEN BY HEAITH C ARE PRO VIDERS

NON-ENGIISHIANG UAGES SPO KEN BY O FFIC E PERSO NNEL

ARE INTERPREIERS AVATABLE?
[ Yes[d No Fyes, please specify languages:

DOESTHSPRACTCEIO CATION MEETADA AC CESSIBIITY STANDARDS?
O Yes O No

WHICHOFTHE FO 110 WING FAC ILITIIES ARE HANDIC APPED AC C ESSIBLE?
O Building (JParking [ Restroom [J Other:

DOESTHISIO CATIO N HAVE O THER SERVIC ES FO R THE DISABIED?

O xt B le phony-TIY [] Americ an Sign Language-ASL[] Mental/PhysicalImpaiment Sewvices (] Other

ISTHISIO CATION AC CESSBLE BY PUBLIC TRANSPO RTATION?
[OBus [ Regional Tain [JOther:

DOESTHISIO CATION PRO VIDE C HIDC ARE SERVICES?
Oves [ No

OYes [ No

DOESTHISIO CATON QUALIFY ASA MINO RITY BUSINESS ENTERPRISE?

WHO ATTHISIO CATON HAVETHE FO IIO WING CURRENTC ERTIFICATIONS? (PLEASE IISTO NLY THE APPLIC ANTS C ERTIFICATION EXPIRATION DATES)

Basic Life Support [ staff [ ProviderExp:
Advanced Trauma Life Support [ stafr O ProviderExp:
Advanced Candiac Life Support [ Staff [ ProviderExp:
NeonatalAdvanced Life Support [ Staff [0 ProviderExp:

Advanced Life Supportin OB
Cardio-Pulmonary Resusc ita tion
Pediatic Advanced life Support
Other(please specify)

Ostaff [ ProviderExp:
O staff [ ProviderExp:
Ostaff O ProviderExp:
Cstafr O ProviderExp:

DOESTHISIO CATION PROVIDEANY O FTHEFO ILI0 WING SERVICESON SIIE? [ Yes [ No

[ 1aboratory Sewices; please listallCertificates of Patticipation (CLIA, AAFP, COIA, CAP, MIE):

DOESTHSIOCATON PROVIDEANY OFTHEFOIIO WING SERVICESON SII?  [] Yes [ No

[ X-ray; please list all ¢ e rtific a tio ns:

O'THER SERVIC ES

[0 Radiology Services O exc

O Allergy hjec tions [ Allergy Skin T sts

[0 Age Approprate Inmuniza tio ns [ Rexible Sigmoidoscopy
O Oste o pathic Manipulations O IV Hydration /e atme nts
O Other

[ care of Minorlacerations

[ Routine Office Gynecology

O Tympanome try/ Audio me try T sts
O camdiac Stress T sts

[ Pulmonary Func tion T sts
[ Drawing Bood

[0 Asthma Teatments

[ PhysicalTherapies

PIFASEIISTANY ADDITO NALO FFIC EPRO C EDURES PRO VIDED (INCIUDING SURG ICALPRO C EDURES)

ISANESTHESIA ADMINISTERED ATTHIS PRACTIC ELO CATION?
[ Yes[d No Please specify the classesorcategories:

WHO ADMINISIERS IT?

[ Please check this box and complete and submit Attachment F if you have other practice locations.
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Section lI-Disclosure Questions - Please provide an explanation forany question answered yes-except 16-on

page 10.
Lic ensure
1 Has yourlicense to practice, in your profession, ever been denied, suspended, revoked, restricted,
voluntarly sumendered while underinvestigation, orhave you everbeen subjectto a consent order,
probation orany conditions orlimitations by any state licensing board?

2 Have youeverreceived a reprimand orbeen fined by any state licensing board?

Hospital Privile ge s and O the r Affilia tions

3 Have yourclinical privilegesorMedical Staff membeship at any hospitalorhealthc are institution ever
been denied, suspended, revoked, restricted, denied renewalorsubject to probationary orto other
disciplinary conditions (for reasons other than non-completion of medical records when quality of
care wasnot adversely affected) orhave proceedings toward any of those ends been instituted or
recommended by any hospital or healthc are institution, medical staff or committee, or goveming
board?

4 Have you voluntarly sumrendered, limited your privileges or not reapplied for privileges while under
inve stig a tion?

5 Have you ever been terminated for cause or not renewed for cause from panticipation, or been
subject to any disciplinary action, by any managed care organizations (including HMOs, PPOs, or
providerorganizations suc h as IPAs, PHOs)?

Education, Training and Board Certific a tion

6 Were youeverplaced on probation, disciplined, formally reprimanded, suspended orasked to resign
during an inte mship, residency, fello wship, preceptorship orotherclnicaleducation program? Kyou
are curmently in a training program, have you been placed on probation, disciplned, formally
reprimanded, suspended orasked to resign?

7 Have you ever, while underinvestigation, voluntarly withdrawn orprematurely terminated yo ur sta tus
asa studentoremployee in any inte mship, residency, fello wship, prec e ptorship, orotherclnical
education program?

8 Have any ofyourboand certtificationsoreligibility everbeen revoked?

9 Have you ever chosen not to re-certify or voluntarly surrendered your board c ertific ation(s) while
underinve stig a tion?

DEA orDPS
10 Have yourFederal DEA and/orDPS Controlled Substances Certific ate(s) orauthorzation(s) everbeen
denied, suspended, revoked, restricted, denied renewal, orvoluntarily re linquished ?

Medicare, Medicaid orotherGovemmental Program Participation

11 Have you ever been disciplined, excluded from, debamed, suspended, reprimanded, sanctioned,
censured, disqualified or otherwise restricted in regard to participation in the Medicare or Medicaid
program,orinregard to otherfederalorstate govermmentalhealth care plansorprograms?

OtherSanctions or Inve stig a tions

12 Are you cunently or have you ever been the subject of an investigation by any hospital, licensing
authority, DEA or DPS authorizing entities, education or training program, Medicare or Medicaid
program,orany otherprivate,federalorstate health program?

[JYes [I1No
[JYes [INo

DYes I:lNO

DYes |:|No

[]Yes [1No

[]Yes [1No

DYes |:|No
[]Yes [1No

DYes |:|No

[JYes [INo

[JYes [INo

DYes |:|No
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Section Il - Disclosure Questions - continued
OtherSanctions orInve stig a tions
13 T yourknowledge, hasinformation pertaining to you everbeen reported to the National Practitioner
Data BankorHealthcare Inte grity and Protec tion Data Bank?

14 Have you ever received sanctions from or been the subject of investigation by any regulatory
agencies(e.g.,CIIA, OSHA, etc.)?

15 Have you ever been investigated, sanctioned, reprimanded or cautioned by a military hospital,
facility, or agency, or voluntarly terminated or resigned while under investigation by a hospital or
healthcare facility of any military agency?

Malpractice Claims History
16 Have you had any malpractice actions within the past 5 years (pending, settled, aritrated,
mediated orlitigated?

Ll Fyes please checkthisboxand complete and submit Attac hme nt G-

Criminal
17 Have you ever been convicted of, pled guilty to, or pled nolo contendere to any felony that is
reasonably related to yourqualifications, competence, functions, ordutiesasa medical professional

18 Have youeverbeen convicted of, pled guilty to, orpled nolo contendere to any felony including an
actofviolence, child abuse ora sexualoffense?

19 Have youbeen court-martialed foractionsrelated to yourdutiesasa medical professional?

Ability to Pe form Job

20 Are you cumrently engaged in the illegaluse of drugs? ("Cumently" me ans suffic iently re c ent to justify a
reasonable belief that the use of drug may have an ongoing impact on one's ability to practice
medicine. It is not limited to the day of, or within a matter of days or weeks before the date of
application, mtherthatithasoccuned recently enough to indicate the individualisactively engaged
in such conduct. "Megaluse of drugs" refers to drugs whose possession ordistrbution is unlawful under
the Controlled Substances Act, 21 US.C. § 812.22. it "does not include the use of a drug taken under
supervision by a licensed health care professional or other uses authorized by the Controlled
Substances Actorotherprovision of Federallaw." The term doesinclude, however, the unlawfuluse of
prescription controlled substances.)

21 Do you use any chemical substances that would in any way impair or imit your ability to practice
medicine and perform the functionsofyourjob with reasonable skilland safe ty?

Ability to Perform Job
22 Do you have any reason to believe that you would pose a risk to the safety or wel-being of your
p a tie nts?

23 Are you unable to perform the essential functions of a practitionerin your area of practice, with or
without reasonable accommodation?

Please use the space onpage 10to explain yesanswersto any question except # 16.

LHL234 Rev.01/07
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[]Yes [1No

[]Yes [1No

[JYes [1No

[]Yes [1No

[]Yes [1No
DYes |:|No

[]Yes [1No
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[]Yes [1No

[JYes [1No
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Section Il - Disclosure Questions-c ontinue d
Please use the space below to explain yesanswersto any question except 16.

QUESTION NUMBER

PLEASE EXPTAIN
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Se c tion III- Standard Authorization, Attestation and Release (Not forUse for Employment Purpo ses)
Iunderstand and agree that, aspartofthe credentialing application processforparticipation and/rclnical privileges
(hereinafter, referred to as“Participation”) at or with

(PLEASE INDICATE MANAGED CARE COMPANY(S) OR HO SPITAL(S) TO WHIC HYO U ARE APPLYING ) (HEREINAFIER, INDIVIDUAILY REFERRED TO AS THE “ ENTIIY”)

and any of the Entity’s affiliated entities, [am required to provide sufficient and accurate information fora properevaluation
of my cument licensure, relevant training andor experience, clinical competence, health status, character, ethics, and any
other crteria used by the Entity for determining initial and ongoing eligibilty for Participation. Each Entity and its
representatives, employees, and agent(s) acknowledge that the information obtained relating to the application process wil
be held confidentialto the extent pemitted by law.

I acknowledge that each Entity has its own crteria for acceptance, and I may be accepted or rejected by each
independently. I further acknowledge and understand that my cooperation in obtaining information and my consent to the
release of information do not guarantee that any Entity will grant me clinical privileges orcontract with me as a providerof
services. [understand that my application for Participation with the Entity isnot an application foremployment with the Entity
and thatacceptance of my application by the Entity willnot result in my employment by the Entity.

For Hospital Credentialing. I consent to appear for an interview with the credentials committee, medical staff executive
committee, or other representatives of the medical staff, hospital administration or the goveming boamrd, if required or
requested. Asa medical staff member, Ipledge to provide continuous care formy patients. Thave been informed of existing
hospital bylaws, rules and regulations, and policies regarding the application process, and Iagree that as a medical staff
member, Iwilbe bound by them.

Authorization of Investigation Conceming Application for Participation. I authorize the following individuals inc luding, witho ut
limitation, the Entity, its representatives, employees, and/or designated agent(s); the Entity’s affiiated entities and their
representatives, employees, and/or designated agents; and the Entity’s designated professional credentials verific ation
organization (collectively referred to as “Agents”), to investigate information, which includes both oral and writte n state ments,
records, and documents, conceming my application forParticipation. Iagree to allow the Entity and/orits Agent(s) to inspect
allrecordsand documents relating to such an inve stiga tion.

Authorization of Third-Party Sources to Release Information Conceming Application for Participation. Iauthorize any thid panty,
including, but not limited to, individuals, agencies, medical groups responsible for credentials vernfication, corporations,
companies, employers, former employers, hospitals, health plans, health maintenance organizations, managed care
organizations, law enforcement or licensing agencies, insurance companies, educational and other institutions, military
services, medical credentialing and accreditation agencies, professional medical societies, the Federation of State Medical
Boards, the National Practitioner Data Bank, and the Health Care Integrity and Protection Data Bank, to release to the Entity
and/or its Agent(s), information, including otherwise prvieged or confidential information, conceming my professional
qualific ations, credentials, clinical competence, quality assurance and utilization data, character, mental condition, physical
condition, alcoholorchemicaldependency diagnosis and treatment, ethics, behavior,orany othermatterreasonably having
a bearng on my qualifications for Participation in, or with, the Entity. I authorize my cument and past professional liability
camier(s) to release my history of claims that have been made and/orare cumently pending against me. Ispecifically waive
written notice from any entities and individuals who provide information based upon this Authornzation, Attestation and
Release.

Authorization of Release and Exchange of Disciplinary Information. Thereby furtherauthorize any third party at whic h Ic ume ntly
have Patticipation or had Patticipation and/or each third party’s agents to release “Disciplinary Information,” as defined
below, to the Entity and/orits Agent(s). IThereby further authorize the Agent(s) to release Disciplinary Ihformation about any
disciplinary action taken against me to its participating Entities at which I have Partticipation, and as may be otherwise
required by law. Asused herein, “Disciplinary Ihformation” means information conceming: () any action taken by such health
care organizations, theiradministrators, ortheirmedicalorothercommitteesto revoke, deny, suspend, restrict, orc ondition my
Participation orimpose a comective action plan; (i) any other disciplinary action involving me, including, but not limited to,
discipline in the employment context; or (i) my resignation prior to the conclusion of any disciplinary proceedings or prior to
the commencement of formal charges, but after I have knowledge that such formal charges were being (or are being)
contemplated and/orwere (orare) in preparation.

Release from Liability. Irelease from allliability and hold hammle ss any Entity, its Agent(s), and any otherthird party fortheiracts
performed in good faith and without malice unless such acts are due to the gross negligence or willful misconduct of the
Entity, its Agent(s), or other third party in connection with the gathering, release and exchange of, and reliance upon,
information used in accordance with this Authorzation, Attestation and Release. I further agree not to sue any Entity, any
Agent(s), orany otherthird

APPLICANT S INIIALS AND DATE (MM/DD/YYYY)
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Se ction II- Standard Authorization, Attestation and Release —c ontinued

party for their acts, defamation or any other claims based on statements made in good faith and without malice or
misconduct ofsuch Entity, Agent(s) orthird party in connection with the credentialing process. Thisrelease shallbe in addition
to, and in no way shalllimit, any otherapplicable inmunities provided by law forpeerreview and credentialing ac tivitie s.

In this Authorization, Attestation and Release, all eferences to the Entity, its Agent(s), and/or other thid party include their
respective employees, directors, officers, advisors, counsel, and agents. The Entity or any of its affiiates or agents retains the
right to allow accessto the application nformation forpurposes of a credentialing audit to customers and/r their auditors to
the extent required in connection with an audit of the credentialing processes and provided that the customer and/or their
auditor executes an appropriate confidentiality agreement. Iunderstand and agree that this Authorization, Attestation and
Release is mevocable forany period during which ITam an applicant for Participation at an Entity, a member of an Entity’s
medical or health care staff, ora participating provider of an Entity. Tagree to execute another form of consent if law or
regulation limits the application of this imevocable authorization. I understand that my failure to promptly provide another
consent may be grounds for termination or discipline by the Entity in accordance with the applicable bylaws, rules, and
regulations, and requirements of the Entity, or grounds for my termination of Participation at or with the Entity. Iagree that
information obtained in accordance with the provisions of this Authorization, Attestation and Release isnot and wil not be a
violation of my privacy.

Icertify that allinformation provided by me in my application is true, comect, and complete to the bestof my knowledge and
belief, and that I will notify the Entity and/or its Agent(s) within 10 days of any material changes to the mformation I have
provided in my application orauthorized to be released pursuant to the credentialing process. lunderstand that c omrec tions to
the application are pemitted at any time priorto a determmination of Participation by the Entity, and must be submitted on-line
orin writing, and mustbe dated and signed by me (may be a written oran electronic signature). lunderstand and agree that
any material misstatement or omission in the application may constitute grounds for withdrawal of the application from
consideration; denial orrevocation of Participation; and/or immediate suspension or termination of Participation. This action
may be disclosed to the Entity and/orits Agent(s).

I further acknowledge that Thave read and understand the foregoing Authorization, Attestation and Release. Iunderstand
and agree thata facsimile orphotocopy of this Authorization, Attestation and Release shallbe aseffective asthe orginal

SIG NATURE

NAME (PLEASE PRINTO R TYPE)

Last 4 digits o f SSN o r NPI(PLEASE PRINTO R TYPE)

DATE (MM/DD/YYYY)

Required Attachments or Supplemental Information—Please attach hard copy orscanned documents ofthe following:
[1Copyof DEA orstate DPSControlled Substanc es Re gistration Ce ttific a te

[l CopyofotherContoled Dangerous Substanc es Re gistration Ce ttific a te (s)

] Copy ofcument professionalliability msurance policy face sheet, showing expiration dates, limitsand applicant' sname
] Copiesof RSW-9s forverification of each tax id e ntific ation numberused

] Copyofworkerscompensation certificate of coverage, ifapplicable

] Copyof CIIA cettifications, ifapplicable

] Copiesofradiology certifications,if applicable

] CopyofDD214, record of military service, if applicable

Reproduc tion of this form without any changesisallowed.

Notice About Certain Information Iaws and Practices Pertaining to State Govemmental Bodies (i.e. State Hospitals)
With few exceptions, you are entitled to be informed about the information that a state govemmental body collects about
you (ie. a state hospital). Under sec tions 552.021 and 552.023 of the Texas Govemment Code, you have a right to review or
receive copies of information about yourself, including private information. However the state govemmental body may
withhold information for reasons other than to protect your right to privacy. Under section 559.004 of the Texas Govemment
Code, you are entitled to request that the state govemmentalbody comectinformation thatit hasaboutyou thatisincomect.
Forinformation about the procedure and costs forobtaining information, please contact the approprate state govemmental
body to which you have submitted this applic a tion.
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Texas Standardized Credentialing Application Attachment A - Other Professional Degrees

OTHER PRO FESSIO NALDEG REE
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEGREE ATIENDANC EDATES(MM/YYYY TO MM/ YYYY)

O'THER PRO FESSIO NA LDEG REE
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEGREE ATIENDANC EDATES(MM/YYYY TO MM/YYYY)

O'THER PRO FESSIO NA LDEG REE
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEGREE ATIENDANC EDATES(MM/YYYY TO MM/YYYY)

O'THER PRO FESSIO NA LDEG REE
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEGREE ATIENDANC EDATES(MM/YYYY TO MM/YYYY)

O'THER PRO FESSIO NA LDEG REE
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEGREE ATIENDANC EDATES(MM/YYYY TO MM/YYYY)

O'THER PRO FESSIO NA LDEG REE
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEGREE ATIENDANC EDATES(MM/YYYY TO MM/ YYYY)

O'THER PRO FESSIO NA LDEG REE
Issuing Institutio n:

ADDRESS
CIy STATE/ C OUNTRY POSIALCODE
DEGREE ATIENDANC EDATES(MM/YYYY TO MM/YYYY)
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Texas Standardized Credentialing Application

Attachment B - Other Post Graduate

Education

OTHER PO SF GRADUATE EDUCATION SPECTALTY
[ mtemship [JResidency [ Fellowship [ TR aching Appointment
INSTMUTION
ADDRESS
CIy SIATE C O UNTRY POSIALCODE
ATIENDANCEDATES (MM/YYYY TO MM/ YYYY)
O Program successfully completed
PROGRAM DIRECTOR CURRENTPRO GRAM DIREC TO R (IF KNO WN)
OTHER PO ST GRADUATEEDUCATION SPECIALTY
Dhtemship DResidency O Fe Ilo wship |:|'Iéaching Appointment
INSTIIUTION
ADDRESS
CIY STATE/ C OUNTRY POSIALCODE
ATIENDANCEDATES (MM/YYYY TO MM/ YYYY)
O Program successfully completed
PROGRAM DIRECTOR CURRENTPRO GRAM DIREC TO R (IF KNO WN)
OTHER PO ST GRADUA'TE EDUCATION SPECIALTY
Dhtemship DResidency O Fe Ilo wship |:|'Iéaching Appointment
INSTIIUTION
ADDRESS
CIy SIATE C O UNTRY POSIALCODE
ATIENDANCEDA'TES (MM/YYYY TO MM/ YYYY)
OProgram successfully completed
PROGRAM DIRECTOR CURRENTPRO GRAM DIREC TO R (IF KNO WN)
OTHER PO ST GRADUATEEDUCATION SPECIALTY
Dhtemship DResidency O Fe Ilo wship |:|'Iéaching Appointment
INSTIIUTION
ADDRESS
CIY STATE/ C OUNTRY POSIALCODE
ATIENDANC EDATES (MM/ YYYY TO MM/ YYYY)
O Program successfully completed
PROGRAM DIRECTOR CURRENTPRO GRAM DIREC TO R (IFKNO WN)
O'THER PO STF GRADUATEEDUCATION SPECTALTY
[ mtemship [ Residency [ Felowship []Taching Appointment
INSTIUTION
ADDRESS
CIy SIATE C O UNTRY POSIALCODE
ATIENDANC EDATES (MM/YYYY TO MM/ YYYY)
O Program successfully completed
PROGRAM DIRECTOR CURRENTPRO GRAM DIRECTOR (IFKNO WN)
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Texas Standardized Credentialing Application

Attachment C - Other Work History

PREVIO US PRACTICE EMPLO YERNAME

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

ADDRESS

cny STATE/ C O UNTRY

POSIALCODE

REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME

STARTDATE END DA'TE (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE/ C O UNTRY

POSIALCODE

REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME

STARTDATE END DA'TE (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE/ C O UNTRY

POSIALCODE

REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME

STARTDATE END DA'TE (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE/ C O UNTRY

POSIALCODE

REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME

STARTDATE END DA'TE (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE/ C O UNTRY

POSIALCODE

REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME

STARTDATE END DA'TE (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE/ CO UNTRY

POSIALCODE

REASON FOR DISCONTINUANCE

PREVIO US PRACTICE EMPLO YER NAME

STARTDATE END DA'TE (MM/YYYY TO MM/ YYYY)

ADDRESS

CIy STATE/ C OUNTRY

POSIALCODE

REASON FOR DISCONTINUANCE
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Texas Standardized Credentialing Application

Attachment D - Other Current Hospital Affiliations

O THER HO SPITALWHERE YO UHAVE PRIVILEG ES

STARTDA'TE (MM/ YYYY)

ADDRESS

cy STATE C O UNTRY POSTALCODE
PHO NENUMBER FAX EMAL

FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDITIO NAL EIC.) ARE PRIVILEG ES TEMPO RARY?
O ves [ No O ves[d No

OFTHETOTALNUMBER O FADMISSIONSTO AILHO SPITALS IN THE PASTYEAR, WHATPERC ENTAG EIS'TO THIS SPEC IFIC HO SPITAI?

O THER HO SPITALWHERE YO UHAVE PRIVILEG ES

STARTDA'TE (MM/ YYYY)

ADDRESS

CIy SIATE C O UNTRY POSIALCODE
PHO NENUMBER FAX EMAIL

FULL UNRESIRIC TED PRIVILEG ES? TYPES O F PRIVILEG ES (PRO VISIO NAL, LIMITED, CONDIIONAL EIC.) ARE PRIVILEG ES TEMPO RARY?
O Yes[d No O Yes O No

OFTHETOTALNUMBER O FADMISSIONSTO AILHO SPITALS IN THE PASTYEAR, WHATPERC ENTAG EIS'TO THIS SPEC IFIC HO SPITAI?

O THER HO SPTIAL WHERE YO U HAVE PRIVILEG ES

STARTDA'TE (MM/ YYYY)

ADDRESS

CIIY SIATE/ C OUNTRY POSIALCODE
PHONENUMBER FAX EMAL

FULL UNRESIRIC TED PRIVILEG ES? TYPES O F PRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIO NAL EIC .) ARE PRIVILEG ES TEMPO RARY?
O Yes [ No O Yes O No

OFTHETO TALNUMBER O FADMISSIONS TO AILHO SPITALS IN THE PASTYEAR, WHATPERC ENTAGEIS'TO THIS SPECIFIC HO SPIIAI?

O THER HO SPTIAL WHERE YO U HAVE PRIVILEG ES

STARTDA'TE (MM/ YYYY)

ADDRESS

CcIy STATE/ C OUNTRY POSIALCODE
PHO NENUMBER FAX EMAIL

FULL UNRESIRIC TED PRIVIEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIIONAL, EIC .) ARE PRIVILEG ES TEMPO RARY?
O Yesd No O Yes O No

OFTHETOTALNUMBER O FADMISSIONSTO AILHO SPITALS IN THE PASTYEAR, WHATPERC ENTAG EIS'TO THIS SPEC IFIC HO SPITAI?

O THER HO SPITALWHERE YO UHAVE PRIVILEG ES

STARTDA'TE (MM/ YYYY)

ADDRESS

cny STATE C O UNIRY POSIALCODE
PHO NENUMBER FAX EMAL

FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIO NAL EIC.) ARE PRIVILEG ES TEMPO RARY?
O ves [ No O ves[d No

OFTHETOTALNUMBER O FADMISSIONSTO AILHO SPITALS IN THE PASTYEAR, WHATPERC ENTAG EIS'TO THIS SPEC IFIC HO SPITAIL?
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Texas Standardized Credentialing Application

Attachment E - Other Previous Hospital Affiliations

PREVIO US HO SPITALWHERE YO UHAVE HAD PRIVILEG ES

AFFIIATION DATES (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE/ C O UNTRY POSIALCODE
FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL, IIMITED, CONDIIONAL EIC .) WERE PRIVILEG ES TEM PO RARY?

O vesd No O vesd No

REASON FORDISCONTINUANCE

PREVIO US HO SPIIAL WHERE YO UHAVE HAD PRIVILEG ES

AFFITATIO N DATES (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE C O UN'IRY POSIALCODE
FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIONAL EIC.) WERE PRIVILEG ES TEM PO RARY?
Ovesd No Ovesd No

REASON FORDISCONTINUANCE

PREVIO US HO SPITALWHERE YO U HAVE HAD PRIVILEG ES

AFFIIIATIO N DATES (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE C O UNIRY POSIALCODE
FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIIO NAL EIC.) WERE PRIVILEG ES TEM PO RARY?
Ovesd No Ovesd No

REASON FORDISCONTINUANCE

PREVIO US HO SPITALWHERE YO U HAVE HAD PRIVILEG ES

AFFIIATION DATES (MM/YYYY TO MM/ YYYY)

ADDRESS

cny STATE C O UNIRY POSIALCODE
FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL, IIMITED, CONDIIONAL EIC.) WERE PRIVILEG ES TEM PO RARY?
Ovesd No Ovesd No

REASON FORDISCONTINUANCE

PREVIO US HO SPITALWHERE YO U HAVE HAD PRIVILEG ES

AFFIIATION DATES (MM/YYYY TO MM/ YYYY)

O vesd No

ADDRESS
cny STATE C O UNTRY POSIALCODE
FULL UNRESIRIC TED PRIVILEG ES? TYPES O F PRIVILEG ES (PRO VISIO NAL IIMIIED, C ONDIIO NAL EIC.) WERE PRIVILEG ES TEMPO RARY?

O vesd No

REASON FORDISCONTINUANCE

PREVIO US HO SPITA LWHERE YO UHAVE HAD PRIVILEG ES

AFFIIATION DATES (MM/YYYY TO MM/ YYYY)

ADDRESS

cy STATE C O UNTRY POSIALCODE
FULL UNRESIRIC TED PRIVILEG ES? TYPES O FPRIVILEG ES (PRO VISIO NAL IIMITED, CONDIIIONAL EIC.) WERE PRIVILEG ES TEM PO RARY?
Oves O No OvYes[d No

REASON FORDISCONTINUANCE
LHL234 Rev.01/07 17 of 20




Texas Standardized Credentialing Application Attachment F - Other Practice Locations

Practice Location Information - piease answer the following questions for each practice location. Use Attachment F or | PRACTICE LOCATION

make copies of pages 6-7 as necessary. of

TYPE O F SERVIC E PRO VIDED

[ Solo Pimary Care [ solo Specialty Care [0 Group Primary Care [0 Group Single Specialty [1 Group Multi-Spe cialty
GROUP NAME PRACTICENAMETO APPEAR IN THE DIREC TORY GROUP/CORPORATENAMEASITAPPEARS ON IRSW-9

PRACTICEIO CATION ADDRESS

|:| Primary

cny STATE/ C O UNTRY POSIALCODE
PHO NENUMBER FAX NUMBER EMAIL

BAC KO FFIC E PHO NE NUMBER SITE-SPEC INC MEDIC AID NUMBER TAX ID NUMBER

GROUP NUMBER C ORRESPONDING TO TAXID NUMBER | GROUP NAME C O RRESPONDING TO TAXID NUMBER

AREYOUCURRENTLY PRACTICING ATTHISIO CATION? IFNO, EXPEC TED STARTDATE? (MM/DD/YYYY) DO YOUWANTTHIS IO CATION LISIED IN THE
O Yes[No DIRECTORY? [ Yes [ No
OFFICEMANAGERORSIAFFCONTACT PHO NENUMBER FAX NUMBER

CREDENTAIING CONTACT

ADDRESS
CIy STATE C O UNTRY POSIALCODE
PHO NENUMBER FAX NUMBER EMAIL
BIIING COMPANY'S NAME (IF APPLIC ABLE) BIIING REPRESENTATIVE
ADDRESS
CIy STATE C O UNTRY POSIALCODE
PHO NENUMBER FAX NUMBER EMAIL
DEPARIMENTNAME IF HO SPITA1-BA SED CHEC KPAYABIETO CAN YO UBILEIEC TRO NIC AILY?
O Yes ONo
HO URS PATENTS ARE SEEN
Monday [J No Office Hours Mo ming: Aftemoon: Evening:
Tuesday [ No Office Hours Mo ming: Aftemoon: Evening:
Wednesday []No Office Hours Mo ming: Aftemoon: Evening:
Thursday [ No Office Hours Mo ming: Aftemoon: Evening:
Fiday [ No Office Hours Mo ming: Aftemoon: Evening:
Saturday [ No Office Hours Mo ming: Aftemoon: Evening:
Sunday [ No Office Hours Mo ming: Aftemoon: Evening:
DOESTHISIO CATION PROVIDE24 HOUR/7 DAY A WEEKPHONE C O VERAG E?
[0 Answering Sewice [ Voice mail with instruc tions to callanswering sevic e [ Voice mail with o the rinstruc tio ns [ None

THISPRACTCEIO CATON AC CEPTS
Oalnew patients Dexisting patients with change of payor Onew patients with refermal [ new Medicare patients [ new Medicaid patients

IFNEW PATIENTAC CEPTANC E VARIES BY HEALIH PIAN, PIEASE PRO VIDEEXPIANATO N.

PRACTCELIMITATONS
[ Male only [ Female only Age: [ other

DO NURSE PRA CTHIO NERS, PHYSIC JAN ASSISTANTS, MIDWIVES, SO CIALWO RKERS OR O THER NO N-PHYSIC JAN PRO VIDERS CAREFOR PATENTS ATTHIS PRACTICE
IOCATION?

O Yes O No Fyes, provide the following information foreach staff member:
NAME PROFESSIONALDESIGNATION SIATE & LICENSENO.
NAME PROFESSIONALDESIGNATON SIATE & LICENSENO.
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Attachment F (continued)

Practice Location Information - continued

NAME PROFESSIONALDESIGNATON SI\TE& LICENSENO.
NAME PROFESSIO NALDESIGNATON SIATE& LICENSENO.
NAME PROFESSIONALDESIGNATON SIATE& LICENSENO.
NAME PROFESSIONALDESIGNATON SIATE& LICENSENO.
NON-ENGIISH IANG UAGES SPO KEN BY HEAITH C ARE PRO VIDERS NON-ENGIISH IANG UAGES SPO KEN BY O FFIC E PERSO NNEL

ARE INTERPREIERS AVATABLE?

[ Yes[d No Fyes, please specify languages:

DOESTHISPRACTICELIO CATION MEETADA AC CESSIBIITY STANDARDS? WHIC H O F THE FO 110 WING FAC ILITIES ARE HANDIC APPED AC C ESSBBLE?

O Yes O No [ Building [(JParking [ Re stroom [ Other:

DOESTHISIO CATION HAVE O THER SERVIC ES FO R THE DISA BLED?
O xt 2 le phony-TIY [] Americ an Sign Language-ASL[] Mental/PhysicalInpaiment Sewvices (] Other

ISTHISIO CATION AC CESSBLE BY PUBLIC TRANSPO RTATIO N?
[OBus [ Regional Tain (1O ther

DOESTHISIO CATION PRO VIDE CHIDC ARE SERVIC ES? DOESTHISIO CATION QUALIFY AS A MINO RIIY BUSINESS ENTERPRISE?
OYes [ No Yes [ No

WHO ATTHISIO CATON HAVETHE FO IIO WING CURRENTC ERTIFICATIONS? (PLEASE IISTO NLY THE APPLIC ANTS C ERTIFICATION EXPIRATION DATES)

Basic Life Support [ staff [ ProviderExp: Advanced Life Supportin OB Ostaff [ ProviderExp:
Advanced Trauma Life Support [ staff [ ProviderExp: Cardio-Pulmonary Re susc ita tion Ostaff [ ProviderExp:
Advanced Camdiac Life Support [ Staff [ ProviderExp: Pediatric Advanced Life Support Ostaff [ ProviderExp:
NeonatalAdvanced Life Support [ stafr O ProviderExp: Other(please specify) Ostatr O ProviderExp:

DOESTHIS IO CATON PROVIDEANY O FTHEFO LIO WING SERVICESON SIIE? [ Yes [ No
O Iaboratory Sewices; please listallCertificatesofParticipation (CLA, AAFP, COIA, CAP, MIE):

DOESTHS IO CATION PROVIDEANY OFTHEFOI10 WING SERVICESON SIIE? [ Yes [ No
[0 X-ray; please list all ¢ etific a tio ns:

O'THER SERVIC ES

O Radiology Services O kG [0 care of Minorlacerations O Pulmonary Func tion T sts
O Allergy hjec tions [ Allergy Skin T sts [ Routine Office Gynecology [ Drawing Bood

[0 Age Approprate Inmuniza tio ns [ Rexible Sigmoidoscopy O ympanome try/Audio me try T sts [ Asthma Teatments

[0 Osteopathic Manipulations [0 v Hydration /Teatments [0 candiac StressTests [ PhysicalTherapies

O Other

PIFASELISTANY ADDINO NALO FFIC EPRO C EDURES PRO VIDED (INCIUDING SURG IC ALPRO C EDURES)

ISANESTHESIA ADMINISTERED ATTHIS PRACTICELO CATION? WHO ADMINISIERS IT?
[ Yes[d No Please specify the classesorcategores:

[ 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

INCIDENTDA'TE (MM/ DD/ YYYY) DATECIAIM WAS FILED (MM/DD/YYYY) CIAIM/CASE STATUS

PRO FESSIO NALTJABILIITY CARRIER INVO LVED

ADDRESS

cny STATE/ C O UNTRY POSTALCODE

PHONE NUMBER POIICY NUMBER AMOTUNTOFAWARD OR SETTEMENT& AMO UNTPAID
$ $

METHOD OFRESOLUTION

[ Dismissed [ Settled (with prejudice) [ Settled (without prejudice)

[0 Judgment forDefendant(s) [ Judgment for Plaintiff(s) [ Mediation orAmitration

DESCRIPION OFAIIEGATIONS

WERE YO UPRIMARY DEFENDANTOR C O-DEFENDANT? | NUMBER O F O THER C O -DEFENDANTS YO UR INVO LVEMENT(ATIENDING, C O NSULING, EIC.)

DESCRIPTION OFAIIEGED INJURY TO THE PATENT

TO THE BESTO F YO UR KNO WIEDGE, IS THIS CASE INC IUDED IN THE NATIO NALPRA C TIIO NER DATA BANK (NPDB)?
O Yes [ No

INCIDENTDA'TE (MM/ DD/ YYYY) DATECIAIM WAS FILED (MM/DD/YYYY) CIAIM/CASE STATUS

PROFESSIO NALTJIABIIITY C ARRIER INVO LVED

ADDRESS

cny STATE/ C O UNTRY POSTALCODE

PHO NENUMBER POIICY NUMBER AMOUNTOFAWARD OR SETIEMENT& AMO UNTPAID
$ $

MEMHOD OFRESOIUTION

[0 Dismissed [ Settled (with prejudice) [ Settled (without prejudice)

[ Judgment forDefendant(s) [ Judgme nt for Pla intiff(s) [ Mediation orAmitration

DESCRIPTION OFAIIEGATIONS

WERE YO UPRIMARY DEFENDANTOR C O-DEFENDANT? | NUMBER O F O THER C O -DEFENDANTS YO UR INVO LVEMENT(ATIENDING, C O NSULING, EIC.)

DESCRIPTION O FAILEG ED INJURY TO THE PATIENT

TO THE BESTO F YO UR KNO WIEDGE, IS THIS CASE INCIUDED IN THE NATIO NALPRA C TIIO NER DATA BANK (NPDB)?
O Yes [ No
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