


APPLICATION FOR REGISTRATION/APPOINTMENT
1.  All information should be printed or typed. 

2.  An incomplete application will be returned for completion and the credentialing process will not 
commence until it is complete.  (Please do not refer to C.V. or other attachements)

3.  Please attach current copies of the following documents:
1) All current state licenses to practice; Supervising Physician License (if applicable)
2) Narcotics registration certificates -  Federal (if applicable);

3) Professional liability insurance certificate of coverage from private insurance carrier:

a) 1,000,000/3,000,000; OR

b) 500,000/1,000,000 PLUS Nebraska State Excess Liability Fund proof of participation;

4) ACLS/ATLS certificate (if applicable).

5) CME’s for last 2 years

6) Wallet size photo
4.  All certificates must be legible please lighten and enlarge, if necessary.

I. PERSONAL INFORMATION

	     
	     
	     

	Last Name
	First Name
	Middle Name (Required)

	     
	     
	     
	     
	     

	Office Address
	City
	State
	Zip
	Telephone #

	     
	     
	     
	     
	     

	Home Address
	City
	State
	Zip
	Telephone #

	     
	
	     
	
	     

	Social Security Number
	
	Date of Birth
	
	National Provider Identifier


II. POSITION APPLYING FOR

	 FORMCHECKBOX 

	Nurse Anesthetist
	 FORMCHECKBOX 

	Optometrist

	 FORMCHECKBOX 

	Physical Therapist
	 FORMCHECKBOX 

	Dentist

	 FORMCHECKBOX 

	Physician Assistant
	 FORMCHECKBOX 

	Nursing

	 FORMCHECKBOX 

	Occupational Therapist
	 FORMCHECKBOX 

	Speech Therapist

	 FORMCHECKBOX 

	Respiratory Therapist
	 FORMCHECKBOX 

	Audiologist

	 FORMCHECKBOX 

	Other
	     

	
	
	(State Position)


III. EDUCATIONAL BACKGROUND

1.  SCHOOLS

	     
	
	     

	College/Univeristy/Program
	
	Type of Degree/Certification

	     
	     
	     
	     

	Complete Address
	City
	State
	Zip

	     
	
	
	

	Date of Graduation
	
	
	


IV. PROFESSIONAL PRACTICE

In chronological order, list all present and previous employers, contract agencies, and/or medical/academic affiliations.  If additional space is needed, please supply the same information on a separate sheet.

	Institution
	
	Department Chief/CEO
	
	Dates

	     
	
	     
	
	     

	Complete Address
	     

	Institution
	
	Department Chief/CEO
	
	Dates

	     
	
	     
	
	     

	Complete Address
	     

	Institution
	
	Department Chief/CEO
	
	Dates

	     
	
	     
	
	     

	Complete Address
	     


V. CONTINUING EDUCATION

On a separate sheet, please list all continuing education programs attended, including dates and hours received for each program.

VI. MEMBERSHIP IN PROFESSIONAL SOCIETIES

Please list all current memberships:

	     
	
	     

	     
	
	     

	     
	
	     


VII. LICENSE CERTIFICATION REGISTRATION

	
	     
	
	     
	

	
	Ne License/Reg. No.
	
	Expiration Date
	


Other State Licenses/Certifications/Registrations:

	     
	
	     

	
	
	Expiration Date

	     
	
	     

	
	
	Expiration Date

	     
	
	     

	
	
	Expiration Date


VIII. CURRENT MALPRACTICE INSURANCE CARRIER (Individual or Group)

	Current Insurance Carrier
	Policy No 
	Amt. of Coverage
	Expiration Date

	     
	     
	     
	     

	     
	     
	     
	     


VIII.  CURRENT MALPRACTICE INSURANCE CARRIER (Individual or Group) con’t

List all previous insurance carriers:  (Use the reverse side if more space is needed).

	Previous Insurance Carrier
	Policy No./Amt. of Coverage
	Expiration Date

	     
	     
	     

	     
	     
	     

	     
	     
	     


IX. IF YOUR ANSWER TO ANY OF THE FOLLOWING QUESTIONS IS “YES”, PLEASE GIVE FULL DETAILS ON A SEPARATE SHEET

A.  The essential functions of the position for which you are applying are set forth on the attached job description and/or privilege list.  Are you able to perform these tasks?

	
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	Yes, with accommodation           
	 FORMCHECKBOX 

	No
	


Regardless of how this question is answered, the application will be processed in the usual manner.  If you have answered this question affirmatively and are found to be professionally qualified for appointment/registration and the privileges requested, you will be given an opportunity to meet with the Medical Executive Committee to determine what accommodations are necessary or feasible to allow you to practice safely.

	B.  Have any of the following ever been revoked, denied, suspended, reduced, voluntarily relinquished or subject to probationary conditions? Or are there any pending challenges to the following?

	
	
	N/A
	
	Yes
	
	No

	1.  Any licensure or registration

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	2.  Clinical Privileges

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	3.  Academic appointment
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	4.  Professional society membership
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	5.  Professional liability insurance
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	C.  Have you ever been convicted of a felony?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	D.  Has any judgment or settlement been made against you

      in any professional liability case?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 


	E.  Are you named in any professional liability cases for which 

      judgment or settlement is still pending?
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 



X. REFERENCES

List four PEER references preferrably in your same professional discipline, not including relatives, partners or associates in practice who have worked with, observed, and have CURRENT knowledge of your competency, health status, character, and qualifications.  Provide current and complete addresses.  References will be evaluated according to the extent of their direct clinical observation of your work and other knowledge of you.

List at least three references:

	1. 
	     
	     

	
	Name
	Telephone

	
	     
	     

	
	Street Address
	Affiliation

	
	     
	

	
	City, State, Zip
	

	2. 
	     
	     

	
	Name
	Telephone

	
	     
	     

	
	Street Address
	Affiliation

	
	     
	

	
	City, State, Zip
	

	3. 
	     
	     

	
	Name
	Telephone

	
	     
	     

	
	Street Address
	Affiliation

	
	     
	

	
	City, State, Zip
	

	4. 
	     
	     

	
	Name
	Telephone

	
	     
	     

	
	Street Address
	Affiliation

	
	     
	

	
	City, State, Zip
	


CONSENT AND RELEASE FOR REGISTRATION/APPOINTMENT

APPLICANT’S RESPONSIBILITY:

I apply for registration/appointment and privileges as requested above.  I am willing to make myself available for interviews in regard to this application and intend to be legally bound by the terms of this Consent and Release.  As an applicant for registration/appointment and privileges, I understand that it is my responsibility to produce adequate information so the credentialing entity and its representatives can perform a proper evaluation of my application.  I agree to provide the credentialing entity with updated information regarding all questions on this application form as new information becomes available.  I also agree to provide the credentialing entity with additional information that the credentialing entity or its representatives may request.  Failure to produce any requested information will prevent my application from being processed.

TERMS AND CONDITIONS OF REGISTRATION/APPOINTMENT AND PRIVILEGES:
By applying for registration/appointment and privileges to practice, I accept the terms and conditions set forth below and intend to be legally bound thereby:

(a)  registration/appointment and privileges by the credentialing entity are not a right of every licensed professional who makes application for the same;

(b)  my application will be evaluated in accordance with prescribed procedures defined in the credentialing entity’s Medical Staff Bylaws, Policies, Rules and Regulations, and Directives, as applicable;

(c)  all recommendations relative to my application are subject to the ultimate action of the credentialing entity’s governing board, whose decision shall be final;

(d)  if registered/appointed, my initial registration/appointment and privileges may be provisional for the time period determined by the credentialing entity’s board;

(e)  I shall keep this application current by informing the credentialing entity, through its Chief Executive Officer or his/her designee(s), of any changes, including, but not limited to, any change in my professional liability insurance coverage or in my Medical Staff status at any other Hospital, and the filing of a lawsuit against me; and

(f)  registration/appointment and privileges remain contingent upon my continued demonstration of professional competence and cooperation, my general support of the credentialing entity, acceptable performance of all related responsibilities, as well as other factors set out in the credentialing entity’s Medical Staff Bylaws, Rules and Regulations, Operating Manuals, Policies and Directives, as applicable.

UNDERSTANDINGS:
For my application to a credentialing entity which is a Hospital, I have received and have had an opportunity to read a copy of the Medical Staff Bylaws and Rules and Regulations.  The Board Bylaws are available upon request.  For my application to a credentialing entity other than a Hospital, I have received and had an opportunity to read a copy of all pertinent Operating Manuals and Policies.  I specifically agree to abide by such documents that are in force during the  time I am registered/appointed, and as amended from time to time.  If granted registration/appointment and privileges, I specifically agree to:

(a)  refrain from fee splitting or other inducements relating to patient referral;

(b)  refrain from delegating responsibility for diagnosis of care of hospitalized patients to any other practitioner who is not qualified to undertake this responsibility or who is not adequately supervised;

(c)  refrain from deceiving patients as to the identity of any practitioner providing treatment or services;

(d)  seek consultation whenever necessary or required;

(e)  abide by generally recognized ethical principles applicable to my profession; 

UNDERSTANDINGS (con’t):
(f)  provide continuous care and supervision as needed to all patients for whom I have responsibility; and 

(g)  accept committee assignments and such other duties and responsibilities as shall be assigned to me by the credentialing entity.

RELEASE AND INDEMNITY:

By applying for registration/appointment and privileges, I accept and intend to be legally bound by the following conditions regardless of whether or not I am granted registration/appointment or privileges.  These conditions shall remain in effect for the duration of any term of registration/appointment I may be granted:

(1)  To the fullest extent permitted by law, I extend absolute immunity to, and release from any and all liability, and agree not to sue Heartland Health Alliance the credentialing entity, its representatives or any third party, as defined below, for any action, recommendation, report, statement, communication, or disclosure involving me, which are made, taken, or received by the credentialing entity or its representatives relating to, but not limited to, the following:

(a)  application for registration/appointment or privileges, including temporary privileges;

(b)  provision by any third party of any and all information in the course of the verification of information provided in my application;

(c)  communication by Heartland Health Alliance or any other representative of the credentialing entity to the credentialing entity concerning such information;

(d)  periodic reappraisals undertaken for registration/appointment or for increase or decrease in privileges;

(e)  proceedings for suspension or reduction of privileges or for denial or revocation of registration/appointment, or any other disciplinary action, summary suspensions, hearings and appellate reviews;

(f)  quality assessment/improvement requirements and programs;

(g)  utilization review;

(h)  any other Board, Medical Staff, department, service, committee or review activities of the credentialing entity;

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

(j)  any other matter that might directly or indirectly have an effect on my competence, on patient care or on the orderly operation of the credentialing entity or of a Hospital or other healthcare facility.  

The foregoing shall also be privileged and confidential to the fullest extent permitted by law and the privilege shall extend to the credentialing entity and its representatives, and to any third party.

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

(3) The term “credentialing entity” means each Hospital and Managed Care Organization for which I have designated that I wish to make application for registration/appointment and privileges.  “Credentialing entity and its representatives” means, as to each such Hospital or Managed Care Organization, all of the following:

RELEASE AND INDEMNITY (con’t):
(a)  members of the Board and their designee(s);

(b)  the Chief Executive Officer and his/her designee(s);

(c)  appointees to the Medical Staff, if a Hospital;

(d)  consultant(s) to the credentialing entity;

(e)  attorney(s) to the credentialing entity, Heartland Health Alliance, its Credentialing Committee, Executive Director, Credentialing Coordinator, attorney(s) and their designee(s).

(4)  The term “third parties” means all individuals from whom information has been requested by the credentialing entity and its representatives, or who have requested such information from the credentialing entity and its representatives, including, but not limited to, the following:

(a)  appointees to the Medical Staff of the credentialing entity;

(b)  appointees to the Medical Staff(s) of other Hospitals or healthcare facilities;

(c)  other physicians;

(d)  nurses and other healthcare practitioners;

(e)  government agencies, organizations, associations, partnerships, and corporations; and, 

(f)  employers and former employers

AFFIRMATION:
I represent that information provided in or attached to this application is accurate.  I understand that a condition of this application is that any misrepresentation, misstatement, or omission from this application, whether intentional or not, is cause for automatic and immediate rejection of this application and may result in the denial of registration/appointment and privileges.  In the event of my termination for this reason, I will not be entitled to any hearing, appeal or other due process rights as are provided in the Bylaws, Rules and Regulations, Policies or Procedures of the credentialing entity or its Medical Staff.  Upon subsequent discovery of such misrepresentation, misstatement, or omission, the credentialing entity may immediately terminate my registration/appointment and privileges.

	Date:
	     
	
	Signature
	


	Revisions: 11/15/2005
	Printed/Typed Name of Applicant:
	                            


Please return to :

Laurie Otto

Heartland Health Alliance

P.O. Box 9

Holbrook, NE  68948

(308) 493-5353

CONSENT FOR RELEASE OF INFORMATION

RELEASE OF LIABILITY

I hereby give permission to Heartland Health Alliance, its affiliates and the employees, agents and representatives thereof, and the entity’s contracted Credentials Verification Organization, if applicable, to obtain information regarding my professional education, training, experience, certifications, licensing, professional liability insurance history (with respect to certification of coverage and claims history), military experience, faculty appointments, professional associations, competence, ethics, character, conduct and judgment.

I consent to the release of such information whether in the form of transcripts, records, tapes, letters, photocopies or duplications of any of the foregoing, or verbal statements, by hospital or clinic administrators, representatives of clinical departments of hospitals in which I have served on staff, healthcare clinics, state licensing boards or regulatory bodies (by whatever name known in their respective jurisdictions), insurance carriers/agents, governmental agencies or other individuals or organizations who or which possess information about me.  Such information may be released only to the above named entity and its affiliates or to representatives of such entity and its affiliates, and the entity’s contracted organizations for the purpose of credentials verification.

I hereby release from liability and agree to hold harmless any person or entity who or which provides the above described information as authorized herein.

I hereby release from liability and agree to hold harmless all employees, agents and representatives of the above names entity, and any contracted organization who collects verification information regarding me, for their acts performed and statements made in connection with obtaining, reviewing and evaluating my credentials and qualifications.  I further acknowledge my cooperation by consenting to the production of such information about me as a provider of services for this entity.  The determination of whether I am qualified to serve as a provider of services, and the granting or denying of appointment or membership, is to be made by each individual entity and staff subject to the approval of each entity’s governing body to which I apply.

In the event that this application is for appointment at a health care facility, I acknowledge that I have received, or have been or will be given access to the Bylaws (where appropriate) of the entity(s), and any other manuals and policies relevant to the application process and generally to clinical practice at the entity(s), and agree to be bound by the terms thereof in all matters related to appointment and clinical privileges and to the consideration of my application for appointment and for clinical privileges

I acknowledge that all information submitted by me in this application is complete and correct to the best of my knowledge and belief.  During such time as this application is being processed, I agree to update the application should there be any change in the information provided.  I understand that I have the burden of producing adequate information for proper evaluation of my professional competence, character, ethics and other qualifications.

A copy made of this original signed statement constitutes my written authorization and request to release any and all documents relevant to this application.  Said photostatic copy shall have all the same force and effect as the signed original.

	Date:
	     
	
	
	

	Signature
	
	
	Printed Name
	                            


NOTE:  ORIGINAL SIGNATURE REQUIERD ON TIS CONSENT.  NO STAMPED OR ELECTRONIC SIGNATURES
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