GREATER ARIZONA CENTRAL CREDENTIALING PROGRAM
326 EAST CORONADO ROAD

PHOENIX, ARIZONA 85004-1576
TELEPHONE: 602-256-0705

FAX: 602-256-2763 SATE

APPLICATION SENT:

APPLICATION
RECEIVED:

INITIAL APPLICATION
FOR
ALLIED HEALTH PRACTITIONER APPOINTMENT

Application will be returned if not complete.

Incomplete addresses will delay file.

DO NOT leave any blank spaces. "See CV" is not acceptable, if not applicable mark N/A.
Please PRINT (using black ink) or type. *If using a Highlighter, use yellow ONLY
DO NOT use white out. INITIAL ALL CHANGES.

Copies of all required attachments must be legible.

(PLEASE INDICATE YOUR PRACTITIONER CLASSIFICATION)

NAME: TITLE:

|:| Audiologist
|:| Cardiovascular Perfusionist

|:| Occupational Therapist
|:| Physical Therapist

|:| Non-Physician First Assistant

|:| Registered Nurse First Assistant

|:| Certified Surgical Assistant/Certified First Assist

Scrub Technician

O

Surgical Technician

|:| Registered Nurse/Operating Room

|:| Behavioral Health

Clinical Social Worker (Master's level)
Clinical Nurse Specialist (Master's level)

Other licensed, certified, or registered by the state behavioral health care specialist

Dietitians

Ooddn

Therapists

|:| Other
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. PERSONAL DATA

Confidential and only used in the event of an emergency.

a) Name:
(Last) (First) (Middle) (Title)
b) List other names you have used: Sex: JF OM
¢) Home:
(Street Address) (City) (State) (Zip)
d) Home Phone #: e) Name of Spouse:
f) Date of Birth: g) Place of Birth: h) Citizenship:
i) Foreign Language(s): [] Speak [] Write j) UPIN #:
(Assigned by Medicare)
k) NP1 #: [) SSN: m) Tax ID#:

n) Primary Taxonomy Code:

[I. CURRENT PRACTICE INFORMATION

a) Primary Office

Corporate/Group Name: Office Manager:
(Street Address)
(City) (State) (Zip Code)
Phone: Fax #: Email:
Answering Service: Pager: Cell Phone:

b) Other Locations

(Street Address) (City) (State) (Zip)
(Street Address) (City) (State) (Zip)
(Street Address) (City) (State) (Zip)

[ ] If additional space is needed - please attach a separate sheet

¢) Address to which all correspondence should be sent (IF DIFFERENT FROM Primary Office Address):

(Street Address / P.O. Box Number)

(City) (State) (Zip Code)
Phone: Fax #: Email:
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LICENSURE/REGISTRATION

Please list all CURRENT professional licenses/registrations and attach copies.

STATE:

Type: Number:

Name of licensing agency:

Original date of issue:

STATE:

Expiration date:

Continue with additional licensing information?

|:|Yes I:] No

Type: Number:

Name of licensing agency:

Original date of issue:

STATE:

Expiration date:

Continue with additional licensing information?

|:|Yes |:| No

Type: Number:

Name of licensing agency:

Original date of issue:

STATE:

Expiration date:

Continue with additional licensing information?

DYes |:| No

Type: Number:

Name of licensing agency:

Original date of issue:

Expiration date:

Continue with additional licensing information?

|:|Yes |:| No

Please list all PAST professional licenses/registrations and attach copies

STATE:

Type: Number:

Name of licensing agency:

Original date of issue:

STATE:

Expiration date:

Continue with additional licensing information?

|:|Yes |:| No

Type: Number:

Name of licensing agency:

Original date of issue:

STATE:

Expiration date:

Continue with additional licensing information?

DYes |:| No

Type: Number:

Name of licensing agency:

Original date of issue:

Name:

Expiration date:

Continue with additional licensing information?

© 1988 GACCP
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IV. EDUCATION

List all relevant Undergraduate/Graduate/Postgraduate Education. "See CV/resume" is not acceptable

1. School/Program Name:

(Name)

(Street Address) (City) (State) (Zip)

From: To:

Month Year

Degree/Certificate Earned:
Month Year

Continue with additional education? |:| Yes |:| No

2. School/Program Name:

(Name)

(Street Address) (City) (State) (Zip)

From: To:

Month Year

Degree/Certificate Earned:
Month Year

Continue with additional education? |:| Yes |:| No

3. School/Program Name:

(Name)

(Street Address) (City) (State) (Zip)

From: To:

Month Year

Degree/Certificate Earned:
Month Year

Continue with additional education? D Yes |:| No

[ ] Proceed to Post Graduate training? [lyes [INo

V. POST GRADUATE TRAINING

Provide all training relating to your area of practice.

[ ] Does Not Apply

1. Institution Name:

Mailing Address:

From:
Month Year

To: Type of Training / Specialty:

Month Year

Program Director:

Program Name and Department:

Continue with additional training? [lves [INo

2. Institution Name:

Mailing Address:

From:
Month Year

To: Type of Training / Specialty:

Month Year

Program Director:

Program Name and Department:

Continue with additional training? |:| Yes |:| No

3. Institution Name:

Mailing Address:

From:
Month Year

To: Type of Training / Specialty:

Month Year

Program Director:

Program Name and Department:

Continue with additional training? [lves [INo

Name:
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VI. MILITARY/PUBLIC HEALTH SERVICE
Please include a copy of your DD-214/Statement of service U.S. Public Health

|:| Does Not Apply
In the previous 5 years, have you served or are you currently serving [lyes [INo
|:| U.S. Military |:| Reserves |:| Public Health Service

If yes, which Branch:

From: To: Type of discharge:
Month Year Month Year

VIl. WORK EXPERIENCE
Complete Work Experience Addendum if additional space is needed.

1. Have you ever been terminated from any healthcare related job? [Ives [INo

If yes, explain:

2. List relevant current and previous positions for the past five (5) years.
a) ] Independent Practitioner/Private Practice ] Pending Employer [ ] current Employer [ ] Previous Employer

From: To: Activity/Position:
Month Year Month Year

Employer/Corporation Name:

Name and Title of person to contact for verification:

Address:
(Street Address) (City) (State) (Zip)
Phone: Fax:
Continue with additional practice history? [lyes [INo
b) ] Independent Practitioner/Private Practice ] Pending Employer [ ] current Employer [] Previous Employer

From: To: Activity/Position:
Month Year Month Year

Employer/Corporation Name:

Name and Title of person to contact for verification:

Address:
(Street Address) (City) (State) (Zip)

Phone: Fax:

Continue with additional practice history? [lves [INo

c) [:| Independent Practitioner/Private Practice |:| Current Employer |:| Previous Employer

From: To: Activity/Position:
Month Year Month Year

Employer/Corporation Name:

Name and Title of person to contact for verification:

Address:
(Street Address) (City) (State) (Zip)

Phone: Fax:

Continue with additional practice history? [lves [INo
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VIIl. TIME GAPS
You must account for time gaps less than 90 days (3 months). Time gaps greater than 90 days (3 months) must be
accounted for by you and verified in writing by someone other than yourself. You must account for all time gaps that
occurred during the previous 5 years.

[]1have no time gaps

1. From: To: Explain:
Month Year Month Year

Name and address of person to contact for verification of time gap greater than 3 months.

(Name) (Phone) (Eax)

(Street Address) (City) (State) (Zip)

Continue with additional time gap information? [Jyes [INo

2. From: To: Explain:
Month Year Month Year

Name and address of person to contact for verification of time gap greater than 3 months.

(Name) (Phone) (Eax)

(Street Address) (City) (State) (Zip)
Continue with additional time gap information? [Jyes [INo

3. From: To: Explain:
Month Year Month Year

Name and address of person to contact for verification of time gap greater than 3 months.

(Name) (Phone) (Eax)

(Street Address) (City) (State) (Zip)

Continue with additional time gap information? [lves [INo

4. From: To: Explain:
Month Year Month Year

Name and address of person to contact for verification of time gap greater than 3 months.

(Name) (Phone) (Eax)

(Street Address) (City) (State) (Zip)

Continue with additional time gap information? [Jves [INo

Name: © 1988 GACCP Page 6



List all current principal affiliations

ipst. List al faciliti r have applied/been credentialed in
the last five (5) years for the purdx'e o%hﬁ@gﬁﬁ ggﬁi‘fwﬁmﬁsufﬁciem space, please attach an

addendum. Your response must include the reason(s) for any termination or discontinuation of practice,

privileges, or association at any of the named healthcare facilities. "See CV/resume" is not acceptable.

1. Facility/Hospital Name:

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Facility/Hospital Name:

Continue with additional healthcare affiliations? D Yes

|:|No

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Facility/Hospital Name:

Continue with additional healthcare affiliations? |:| Yes

|:|No

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Facility/Hospital Name:

Continue with additional healthcare affiliations? |:| Yes

[:|No

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Continue with additional healthcare affiliations? |:| Yes

Name:

© 1988 GACCP

|:|No

Page 7



X. CERTIFICATION
List any and all certifications. Attach copy of certificate(s) or documentation of status.

a) Are you certified? LYes [INo If yes, complete questions 1 through 3

1) Name of Certifying Agency: Certfying Agency Name

2) Date Date Recertified, if applicable:
Cartifiad: Month Year Month Year

3) Identify each date you sat or will sit for Certifying Agency Exam:

b) If you are not certified, indicate status:

Name of Certifying Agency:
Certifying Agency Name

Identify dates you sat for exam: Or will sit:
Date: [] Passed Exam [] Failed Exam Date:
Date: [] Passed Exam [] Failed Exam Date:
Date: [] Passed Exam [] Failed Exam Date:

c¢) [ Not Pursuing

Xl.  PROFESSIONAL LIABILITY INSURANCE

Please list current professional liability insurance information and attach a copy of your current certificate of
insurance. You must provide information on all professional policies under which you may be covered. If
insured as an employee of a hospital provide hospital insurance information; if insured as a physician's employee

provide policyholder information. List ALL policies under which you've been insured for the previous five (5)
years. N/A is NOT acceptable.

CURRENT CARRIERS

1. Name of Policyholder:

Policy #:
Name of Insurance Carrier:
Mailing Address:
(Street Address) (City) (State) (Zip)
Phone Number: Fax Number:
Dates of Coverage: From: To: Retro Date:
Month Year Month Year Month Year
Amount of coverage currently in effect: $ per occurrence/per aggregate.
Continue with additional carrier information? [Jyes [ INo
PRIOR CARRIERS
1. Name of Policyholder: Policy #:
Name of Insurance Carrier:
Mailing Address:
(Street Address) (City) (State) (Zip)
Phone Number: Fax Number:
Dates of Coverage: From: To:
Month Year Month Year
Continue with additional carrier information? [Jyes [INo

Name: © 1988 GACCP Page 8



Xll.  PROFESSIONAL REFERENCES

Please list sponsoring physician/employer. In addition, please list three (3) peers who have personal knowledge
of your current clinical abilities, ethical character, and ability to work cooperatively with others. The named
individuals must have acquired the requisite knowledge through observation of your professional practice over a
reasonable period of time. Examples of professional references are other practitioners in the same field and/or
other practitioners in your specialty. If your training was completed within the past three years list your program
director as a professional reference. Practitioners listed must be local if in Arizona for more than six (6) months.
Observations bv reference must be within the last 2 vears for current competency.

1. Sponsoring Physician/Employer (if Applicable):

Physician Name:

Complete Mailing Address:

(City) (State) (Zip)
Telephone Number: Fax Number:

Email:

TOTAL OF THREE PROFESSIONAL REFERENCES REQUIRED
Peer References (A Peer Reference is an individual holding the same designation, i.e.: PA to PA)

2. Peer Reference Name:

Complete Mailing Address:

(City) (State) (Zip)
Telephone Number: Fax Number:

Email:

3. Peer Reference Name:

Complete Mailing Address:

(City) (State) (Zip)
Telephone Number: Fax Number:

Email:

4. Peer Reference Name:

Complete Mailing Address:

(City) (State) (Zip)
Telephone Number: Fax Number:

Email:
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XIll. OTHER PERTINENT INFORMATION

a) Are you currently under investigation or have you been subject to disciplinary or corrective action such as admonition, reprimand,
probation, non-provisional supervision, suspension, termination, revocation or reduction of privileges by any healthcare facility or
professional organization? [JYes [INo IF YES, EXPLAIN:

b) Have you ever voluntarily withdrawn / terminated your healthcare facility application / membership? Llyes [INo

Have you ever voluntarily experienced a limitation, reduction, or loss of clinical privileges at any healthcare facility? Oves [INo
IF YES, EXPLAIN:

c) Have you ever involuntarily withdrawn / terminated your healthcare facility application / membership? LlYes [ INo

Have you ever involuntarily experienced a limitation, reduction, or loss of clinical privileges at any healthcare facility? Olyes  [INo
IF YES, EXPLAIN:

d) Have you ever been or are you currently the subject of an investigation, suspension or sanction from participating in any private, federal or
state health insurance program (e.g., Medicare, Blue Cross)? Yes [INo |F YES, EXPLAIN:

e) Have you ever been convicted of a felony? LIYes | [No
Have you ever been convicted of a misdemeanor? CIyes [No IF YES TO EITHER QUESTION, EXPLAIN:

XIV. LICENSURE/REGISTRATION

a) Are you currently under investigation or has any license or registration entitling you to practice your profession in any jurisdiction been
censured, challenged, investigated, denied, suspended, limited, placed under stipulation or probation, revoked or been
voluntarily/involuntarily relinquished? [JYes [INo IF YES, EXPLAIN:

b) Have you ever been issued an advisory letter or a letter of concern/reprimand? LIYes LINo IF YES, EXPLAIN:

XV. PROFESSIONAL LIABILITY INSURANCE

a) Have you ever been denied liability insurance, in whole or in part, or has your policy ever been canceled, involuntarily restricted, denied
renewal, or rated up because of the nature or volume of claims against you? [1Yes [INo IF YES, EXPLAIN:

c) Have you ever practiced without professional liability insurance? LlYes | INo IF YES, EXPLAIN:

d) In the previous 5 years, have there been or are there currently pending malpractice claims, suits, settlements, judgments, arbitration
proceedings, or complaints filed involving your professional practice? [JYes [INo
IF YES TO THIS QUESTION YOU MUST COMPLETE THE ATTACHED CONFIDENTIAL INFORMATION REPORT FOR EACH
INCIDENT.
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CONFIDENTIAL INFORMATION REPORT

[ ] Does not apply

If you have answered "YES" to question (d) in Section XV - Professional Liability Insurance (page 10), you must furnish
the following information regarding each lawsuit or complaint. Attach a copy of the complaint and your response. It is
your responsibility to provide documentation verifying your response (i.e., statement from an attorney, court
records, etc.). You may choose to have your attorney complete this form, however, your signature is required.

Month / Year of Incident? Where incident occurred?

Nature of Incident? (Complaint, Allegation)

D|Spos|t|on of Claim | B LI Dismissed [_[Fending []setted, Amount 7
1 with Prejudice ] Without Prejudice
] Verdict for you, Amount? [ Verdict for plaintiff,

Represented by Legal Counsel for this claim / malpractice lawsuit? [IYes [INo

If yes, give the name and address of counsel. Name:

(Street Address) (City) (State) (Zip)

Phone Number: Fax Number:

Insurance Company that provided coverage for this claim?

Company Name:

(Street Address) (City) (State) (Zip)
Telephone Number: Policy Number: Claim Number:
Other comments:
Practitioner Signature: Date:

Name:
(Please Print)
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XVI. HEALTH STATUS

a) Do you have a chronic or recurring illness, mental or physical disability that might limit or affect your ability to perform

b)

c)

privileges requested? [1Yes [INo |F YES, EXPLAIN:

Are you currently or have you in the past been dependent on or treated for alcohol or drugs? [L1Yes [INo
IF YES, EXPLAIN:

Are you currently taking medication or undergoing treatment or therapy that is likely to affect your ability to perform privileges
requested? [lyes [INo IF YES, EXPLAIN:

TB ATTESTATION FORM

The Arizona Department of Health Services (DHS) requires each medical staff and allied health member to provide
evidence of freedom from infectious pulmonary tuberculosis at least once every 24 months or more often as required by
the hospital's infection control committee. This evidence of freedom from infectious pulmonary tuberculosis can be
established by; (a) a report of a negative Mantoux skin test; (b) a report of a negative chest X-ray; or (c) if the medical
staff member has had a positive Mantoux skin test, another physician's statement that he or she is free from infectious
pulmonary tuberculosis.

DHS will accept a medical staff or allied health member's attestation that he or she is free from infectious pulmonary
tuberculosis and can provide one of the types of evidence listed above upon request. If a medical staff or allied health
member signs this attestation and cannot produce this evidence upon request, DHS has indicated that it will report the
physician to AMB/OBEX or the appropriate licensing board.

| attest that | was evaluated for infectious pulmonary , 200

| can provide the following evidence to demonstrate that | am free from infectious pulmonary tuberculosis:
[ A report of a negative Mantoux skin test;
] A report of a negative chest X-ray; or

L1 Although | had a positive Mantoux skin test, | have another physician's statement that | am free from infectious
pulmonary tuberculosis.

Practitioner Signature: Date:

Print Name:
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RELEASE AND STATEMENT OF APPLICANT

GACCP and all Healthcare Entities receiving this information will treat all information submitted in this application as confidential and
protected under Arizona state statutes.

Please read carefully before signing

| understand and acknowledge that, as an applicant to those healthcare entities indicated in this application, it is my
responsibility to provide sufficient information upon which a proper evaluation of my qualifications including my current
licensure, relevant training and/or experience, current competence, health status, character and ethics can be based. |
hereby pledge to maintain an ethical practice, to provide for continuous care for my patients, and to refrain from
delegating the responsibility for the care of my patients to any practitioner not qualified to undertake that responsibility. |
further understand and acknowledge that the Maricopa County Medical Society's Greater Arizona Central Credentialing
Program (GACCP), acting as agent for the healthcare entities, will verify the information in this application. | further
understand that healthcare entities may also independently investigate my qualifications. By submitting this application, |
agree to such verification and to the information exchange activities of GACCP and the healthcare entities. | further
acknowledge that | am responsible for knowing the contents of the bylaws, rules and regulations, and code of conduct of
the healthcare entities and their medical staffs and agree to be bound by them. | understand and acknowledge that
completing this application does not entitle me to membership or privileges at any of the healthcare entities and that
GACCP shall have no responsibility or liability with respect to healthcare entities' membership decisions. | further
understand and agree that GACCP is solely responsible for the information which it provides to healthcare entities and
that healthcare entities shall have no responsibility or liability for the completeness or accuracy of this information insofar
as it was provided by GACCP or verified by GACCP.

Verification of Application. | hereby authorize all individuals, institutions, and entities, (past, present, and future) including
all professional liability insurers with whom | have had or currently have professional liability insurance (including past
and present claims history), who have knowledge concerning my qualifications and other information requested in this
application to consult with, and release relevant information and/or records to the healthcare entities, their medical staffs
and agents, specifically including but not limited to GACCP.

| further authorize the use of the pictures provided by me for internal/ external purposes.

Authorization of Release. | understand and agree that the authorizations given by me herein shall be irrevocable for a
period of twenty-four (24) months. A photocopy of this waiver shall be as effective as the original when so presented.

All information provided by me in this application is correct and complete to the best of my knowledge and belief. |
understand and agree that any material misstatement in or omission from the application may constitute grounds for
denial of appointment or for summary dismissal from the healthcare entities. | further release from liability and from any
restrictions as to confidentiality and/or privacy, all representatives of GACCP, the hospitals, healthcare entities, their
boards and medical staffs, and further release all medical schools, licensing boards, specialty societies and all other
entities and individuals providing information from liability for their acts performed in connection with the gathering and
exchange of information as consented to above.

| agree to update this application while it is being processed, should there be any change in the information provided that
could affect this application or its outcome.

| hereby agree that the exclusive remedy for any decision or recommendation made pertaining to this application for
appointment or in any other peer review proceeding shall be to seek review of the correctness of the decision or
recommendation, that no claim for alleged monetary damages will be brought on account thereof, and that no action at
law or inequity will be brought until after all appeal rights available under the healthcare entities' medical staff
bylaws/contracts have been exercised and completed.

| agree to notify GACCP and the healthcare entities within ten (10) days of notice of any suit or claims alleging
malpractice or malfeasance against me. | further agree to notify GACCP and the healthcare entities thirty (30) days prior
to any change in malpractice insurance coverage.

Name:
(Please Print)

Date: Signature:
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MEDICARE ATTESTATION STATEMENT

Date:

"Medicare, and/or othe led | program payments to
healthcare entities are— Henta Frefpal and secondary
diagnosis and the major procedures performed on the patient, as
attested to by the patient's attending physician by virtue of his or her
signature in the medical record. Anyone who misrepresents, falsifies,
or conceals essential information required for payment of federal funds,
may be subject to fine, imprisonment, or civil penalty under applicable
federal laws."

| acknowledge that | have read the above statement.

Name:
(Please Print)

Signature:

© 1988 GACCP
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ADDENDUM

WORK EXPERIENCE
d) ] Independent Practitioner/Private [ ] current Employer [] Previous Employer

From: To: Activity/Position:
Month Year Month Year
Employer/Corporation Name:

Name and Title of person to contact for verification:

Address:
(Street Address) (City) (State) (Zip)

Phone: Fax:

Continue with additional practice history? [1ves [INo
e) ] Independent Practitioner/Private Practice [_] Current Employer [] Previous Employer

From: To: - T
Month Year Month Year ACtIVIty/POSItlon'

Employer/Corporation Name:

Name and Title of person to contact for verification:

Address:
(Street Address) (City) (State) (Zip)

Phone: Fax:

Continue with additional practice history? [lves [INo

f) ] Independent Practitioner/Private Practice [ ] current Employer [ ] Previous Employer

From: To: . s
Month Year Month Year ACtIVIty/POSItlon'

Employer/Corporation Name:

Name and Title of person to contact for verification:

Address:
(Street Address) (City) (State) (Zip)

Phone: Fax:

Continue with additional practice history? [lves [INo

Q) ] Independent Practitioner/Private Practice [ ] current Employer [ ] Previous Employer

From: To: - T
Month Year Month Year ACtIVIty/POSItlon'

Employer/Corporation Name:

Name and Title of person to contact for verification:

Address:
(Street Address) (City) (State) (Zip)

Phone: Fax:

Continue with additional practice history? [Ives [INo
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ADDENDUM

HEALTHCARE AFFILIATIONS

5. Facility/Hospital Name:

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Facility/Hospital Name:

Continue with additional healthcare affiliations? |:| Yes |:| No

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Facility/Hospital Name:

Continue with additional healthcare affiliations? [_]Yes [_]No

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Facility/Hospital Name:

Continue with additional healthcare affiliations? D Yes |:| No

Mailing Address:

Department/Service:

From:

Phone: Fax:

To:

Staff Category:

Reason for Leaving:

Continue with additional healthcare affiliations? |:| Yes |:| No

Name:
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