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	Application for Medical Staff Appointment

	1840 Bragaw    Street, Suite 110
	Human Resources 907-562-4155, ext. 142

	Anchorage, AK  99508-3463
	Fax 907-743-0644


Below is a list of facilities that are participants in Chugachmiut’s Verification Program as well as an insurance carrier that will use our application for their own process.  The information you provide in and with this application and all subsequent verifications/information received may be shared with any of the facilities listed.  In addition to the facilities listed below, the information contained in your application for Medical Staff Appointment may be shared with insurance carriers with whom North Star Health Clinic, ANMC, ANTHC or SCF have preferred provider agreements.
	North Star Health Clinic - Seward
	Premera Blue Cross / Blue Shield of Alaska

	South Central Foundation (SCF) - Anchorage
	Alaska Native Tribal Health Consortium (ANTHC) - Anchorage

	 Alaska Native Medical Center (ANMC) - Anchorage
	Admiral insurance Company 


PLEASE   SUBMIT ALL NECESSARY  ATTACHMENTS – See Page 2
PLEASE   SUBMIT  ALL NECESSARY  ATTACHMENTS ( SEE  LIST  BELOW )
( WE  NEED  CLINICAL  DATA  ATTACHED  WITH  APPLICATION )

Application Instructions: Applicant MUST fill out the application in its entirety and include all required documentation in accordance with the instructions given in the application cover letter and listed below.
Failure to do so will result in the return of the application to the applicant and will delay processing.

1. All information must be TYPED or CLEARLY HANDWRITTEN. (Applications that are not legible will be returned)
2. No part of the application may be completed by referring to or writing “See Curriculum Vitae” and / or “See Enclosed / Attached”.  All parts of the application must be completed in its entirety.  Any area(s) that does not apply to the applicant should be marked with N/A leaving no blank area(s) on the application. (Applications deemed incomplete will be returned for completion)
3. If more space is needed, a blank sheet is provided for your convenience, it is page 12 of this application.  If using a blank sheet, please 
make reference to the question being answered.

4.
All applicants are required to submit / return the following: (THIS INFORMATION IS REQUIRED IN ORDER TO CONSIDER YOUR REQUEST FOR CLINICAL PRIVILEGES)
(
Completed Application for Medical Staff Appointment
· Completed Medical Privileges Request Form (include all if more than one is provided)

(
Clinical Data (As detailed on the enclosed privilege delineation form(s) your documentation will need to follow the Required Previous Experience number of patient contacts or completion of an approved Residency / Fellowship and establishment of board qualification within the past six (6) months.  If you are just completing your Residency / Fellowship a letter from your Clinical Director / Program stating what it was you have been doing in your program.

· Copy of ALL current State License(s) to practice medicine

· Copy of Business License(s) if ever been Self-Employed and / or Private Practice

(
Status of Alaska License: ( Applied   ( Pending Approval   ( Approved

(Note:  Please submit a copy of your Temporary and Permanent State of Alaska License Human Resources once it has been issued.)  Chugachmiut will reimburse for some Alaska Licenses.  Please check with Human Resources Office to find out if you are qualified for reimbursement.  Reimbursement can take 2-4 weeks.

(
Copy of DEA registration certificate, if you already have one (Otherwise a Fee Exempt DEA application is included with this packet)

(
Copy of Current Medical Malpractice Insurance (Provide Face Sheet).
(Does not apply if you are covered by the Federal Tort Claim Act)  (If Federal Tort please write FTCA on page 8 under Malpractice Coverage)
(
Copy of ECFMG certificate (if you are a foreign medical graduate)

(
Copy of your Permanent Resident Card (if you are not a US Citizen) If you do not have this, please provide copies of any 

documentation confirming your right to work in the United States.

(
Copies of Medical School / Professional Diploma   ( Certificate of Internship   ( Certificate of Residency(ies)

 ( Certificate of Fellowship(s) ( Board Certifications (Please include all boards, if dual certified / boarded and / or notice of eligibility status)
· Copy of DD-214  (If you have prior military experience)

· Copy of Driver’s License or State Identification ( with a picture on it ) or a recent quality ( professional ) photograph

(
Curriculum Vitae (CV)
(
Copy of current Basic Life Support Certification (BLS) and any other life support certifications that may be required on the

attached privileges   (i.e. NRP, ACLS, BLS, ATLS, PALS, etc. )

· First Health Form / Medicaid Application  (included with this application packet) (if applicable)

· TriWest Application (included with this application packet) (if applicable)
· Medicare Application (included with this application packet) (if applicable)

· Computer Access Form

· KROLLS Background Check

· CME Certificates ( if you choose to attach )
(THIS INFORMATION IS REQUIRED IN ORDER TO CONSIDER YOUR REQUEST FOR CLINICAL PRIVILEGES)
	Personal Information:

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Last Name:


	First Name:


	Middle Name

or Middle Initial:
	

	Position applying for:


	Degree:


	Specialty:



	Are you applying as a Locum Tenens: ( Yes  ( No
	When will you begin your Locum Tenens assignment:


	When will you complete your Locum Tenens assignment:



	Other Names By Which You Have Been Known Either Socially or Professionally
	Dates other name used
	Gender:

	
	
	(  Male      (  Female

	Home Street / PO Address:
Home City / State / Zip:

	Home Phone Number:
	Home Fax Number:
	E-Mail Address:

	
	
	

	Date of Birth
	Social Security Number
	Birth City / State

	
	
	

	Birth Country
	Ethnic Origin (optional)
	Citizenship
	Permanent Resident Card Number (if applicable):

	
	
	
	

	Languages Spoken by Applicant
	Spouse’s Full Name (optional)
	Marital Status (Optional)

	
	
	(  Single ( Married   (  Divorced   (  Widowed

	

	Current Work / Mailing Address:

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Office

	

	Street Address, City, State, Zip

	

	Office Phone 1
	Office Fax
	Beeper
	Cell Phone

	
	
	
	


	Other Work / Mailing Address  
(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Office

	

	Street Address, City, State, Zip

	

	Office Phone 1
	Office Fax
	Beeper
	Cell Phone

	
	
	
	


	Education and Training: (For Current or Prior ANTCH Employee)
(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Office:  Alaska Native Tribal Health Consortium

	

	Street Address, City, State, Zip:  4315 Diplomacy Drive, Anchorage, AK  99508

	

	Coordinator for Insurance Billing:
	Office Fax
	Name Affiliated with Tax ID Number:
	Federal Tax ID Number:

	Sherry Reedy (907-729-3971)
	(907-729-1542)
	Alaska Native Tribal Health Consortium
	92-0162721


	Education and Training:

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Undergraduate Education:

	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director/Dean?

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Education and Training (continued):

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Medical Education or Professional School: 

If foreign medical school graduate, submit a copy of ECFMG.

	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Internship:

	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Residency:

	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Education and Training (continued):

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Fellowship:

	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Additional Formal Training, such as Preceptorship(s), etc.

	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Name Of Institution


	Start Date
	Finish Date

	Complete Address

City, State, Zip

	Type of training/specialty/major


	Was program successfully completed?  ( Yes    ( No
	If Yes, what degree was awarded
	Your Program Director

	
	
	If No, Please explain on Page 13
	

	Current Program Director (if known)


	Phone Number
	Fax Number
	E-Mail Address


	Academic Appointments:

List all current and past clinical teaching appointments

	School Name


	Start Date
	Finish Date

	Complete Address

City, State, Zip
	Rank/Position


	School Name


	Start Date
	Finish Date

	Complete Address

City, State, Zip
	Rank/Position


	Board Certified Specialty / Medical Board(s), NCCPA, ANCC, ACNM, etc.
(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Are you currently Board Certified?: ( Yes  ( No

Have you ever been Board Certified? ( Yes  ( No
	 If NO, are you admissible to take the board exam: ( Yes  ( No
	Have you taken Part I and/or Part II of the exams?  Part  I ( Yes  ( No    When? _________

Which Specialty? _________________

               Part I I ( Yes  ( No    When? _________

Which Specialty? _________________

	Have you ever failed the board exam for a specialty: ( Yes  ( No  If YES, how many times?________

Which Specialty? ________________________    _____________________________
	

	Board Certified Specialty Name
	Year Certified
	Expiration Date

	
	
	

	
	
	


	Healthcare Affiliations:

List all institutions where you have had and / or have an affiliation over the past ten-(10) years. Indicate affiliation status ( Active, Courtesy, Provisional, Temporary, No longer on staff, etc.).  Begin with current affiliation then list past affiliations.

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Institution
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Contact Name
	Contact Phone Number

	Department/Service practiced at this facility
	Staff Category/Title
	Reason for discontinuance of affiliation (if applicable)

	Institution
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Contact Name
	Contact Phone Number

	Department/Service practiced at this facility
	Staff Category/Title
	Reason for discontinuance of affiliation (if applicable)

	Institution
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Contact Name
	Contact Phone Number

	Department/Service practiced at this facility
	Staff Category/Title
	Reason for discontinuance of affiliation (if applicable)

	Institution
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Contact Name
	Contact Phone Number

	Department/Service practiced at this facility
	Staff Category/Title
	Reason for discontinuance of affiliation (if applicable)

	Institution
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Contact Name
	Contact Phone Number

	Department/Service practiced at this facility
	Staff Category/Title
	Reason for discontinuance of affiliation (if applicable)

	Institution
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Contact Name
	Contact Phone Number

	Department/Service practiced at this facility
	Staff Category/Title
	Reason for discontinuance of affiliation (if applicable)


	Work History: 

List all work history experience that is related to healthcare and / or the medical profession, whichever is less:  since the beginning of your education in healthcare or for the past ten years.  Begin with current experience then list past experiences.

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”)

	Name of Current Practice/Employer
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Clinical/Supervisor
	Contact Phone Number

	Type of Practice
	Position Held/Title
	Reason for leaving (if applicable)

	Name of Practice/Employer
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Clinical/Supervisor
	Contact Phone Number

	Type of Practice
	Position Held/Title
	Reason for leaving (if applicable)

	Name of Practice/Employer
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Clinical/Supervisor
	Contact Phone Number

	Type of Practice
	Position Held/Title
	Reason for leaving (if applicable)

	Name of Practice/Employer
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Clinical/Supervisor
	Contact Phone Number

	Type of Practice
	Position Held/Title
	Reason for leaving (if applicable)

	Name of Practice/Employer
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Clinical/Supervisor
	Contact Phone Number

	Type of Practice
	Position Held/Title
	Reason for leaving (if applicable)

	Name of Practice/Employer
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Clinical/Supervisor
	Contact Phone Number

	Type of Practice
	Position Held/Title
	Reason for leaving (if applicable)

	Name of Practice/Employer
	Start Date
	End Date

	Mailing Address

City, State Zip

	Phone Number
	Fax Number
	Clinical/Supervisor
	Contact Phone Number

	Type of Practice
	Position Held/Title
	Reason for leaving (if applicable)


	Military Experience:

 List all military experience since the beginning of your education in healthcare.

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

	Reserve Status?   ( Active     ( Inactive    ( None
If Active, where assigned? 







If Active, is there an end date to your reserve status? ( Yes  ( No 
If Yes, When? 








	Military Branch
	Last Title
	Last Rank
	Supervisor’s Name

	
	
	
	

	Last Assignment/Facility
	Date of Assignment
	Date of Separation

	Complete Address


	
	

	Phone Number


	Fax Number
	E-Mail Address
	Type of Discharge: 

	Military Branch
	Last Title
	Last Rank
	Supervisor’s Name

	
	
	
	

	Last Assignment/Facility
	Date of Assignment
	Date of Transfer

	Complete Address


	
	

	Phone Number


	Fax Number
	E-Mail Address
	

	Military Branch
	Last Title
	Last Rank
	Supervisor’s Name

	
	
	
	

	Last Assignment/Facility
	Date of Assignment
	Date of Transfer

	Complete Address


	
	

	Phone Number


	Fax Number
	E-Mail Address
	


	Professional References:

Submit the names of three individuals who can attest to your CURRENT clinical competence and professional performance. The references provided must have the same type of professional license that the applicant holds, and the references must have had recent (within the past three years) exposure to your clinical practice. If you are three years or less from having completed your residency program, than one of your references must be a program director from the residency program.

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”)

	Name of Reference
	Year’s Known
	Reference’s affiliation to you?

	
	
	

	Complete Address
	
	

	
	
	

	Phone Number
	Fax Number
	
	E-Mail Address

	
	
	
	

	Name of Reference
	Year’s Known
	Reference’s affiliation to you?

	
	
	

	Complete Address
	
	

	
	
	

	Phone Number
	Fax Number
	
	E-Mail Address

	
	
	
	

	Name of Reference
	Year’s Known
	Reference’s affiliation to you?

	
	
	

	Complete Address
	
	

	
	
	

	Phone Number
	Fax Number
	
	E-Mail Address

	
	
	
	


	Licensure and Certifications:

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”)

	State License(s): List ALL current and past state licenses ( For any healthcare discipline use an additional sheet paper if necessary).

	State of Licensure
	Number
	Type
	Date 1st Issued
	Expiration Date
	Status

	
	
	
	
	
	Active
	Inactive

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Licensure and Certifications (continued):

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”)

	OTHER LICENSURE and CERTIFICATIONS

	Type
	Number
	Issue Date
	Expiration Date
	Circle the schedules you hold on your  DEA 

.
	If you are missing any schedules please explain

By choice, By restriction, By Mistake, etc.

	DEA Number
	
	
	
	2,  2N,  3,  3N,  4,  5
	

	State DEA Number
	
	
	
	
	

	BLS 

( yes  ( no
	Expires
	ACLS 

( yes  ( no
	Expires
	ATLS 

( yes  ( no
	Expires
	PALS 

( yes  ( no
	Expires
	NRP 

( yes  ( no
	Expires


	Type or Number
	Number
	Expiration Date (where applicable)

	UPIN Number
	
	

	NPI Number
	
	

	ECFMG Number
	
	

	Medicare Provider Number
	
	

	Medicaid Provider Number
	
	


	Malpractice Coverage:

List current and past insurance carriers you have had during the past ten years and include a face sheet of any current insurance coverage.  Please provide a complete and detailed report of your Malpractice history for the past 10 years using the Malpractice form on page 10 of this application to report each incident as described in question 1 and 2 below.

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”)

	Name Of Present Carrier
	How long?
	Policy Number



	Complete Address
	Phone Number:
	Fax Number:
	Coverage Amounts
	Dates of Coverage

	
	
	
	
	

	Name Of Past Carrier
	How long?
	Policy Number



	Complete Address
	Phone Number:
	Fax Number:
	Coverage Amounts
	Dates of Coverage

	
	
	
	
	

	If you answer “Yes”, please provide detailed information on a separate sheet.  If you answer yes to question 1 or 2, please use the enclosed Professional Liability Action Explanation Form

	1. 
	In the past ten years, has there been or are there currently, any claims, lawsuits, settlements or judgments against you where you are named as a responsible party in a merited, even if not resulting in monetary damages, or have you received any notice of “Intent to File”?
	( Yes     (  No

	2. 
	If you have been a federal or tribal contracted employee, have you ever been named as a responsible party in a merited lawsuit against the United States Government that resulted in a financial settlement or payment?
	( Yes     (  No

	3. 
	Have you ever had any professional liability insurance coverage canceled, declined or modified (i.e., reduced limits, restricted coverage), or has any renewal ever been refused, or have you voluntarily given up coverage?
	( Yes     (  No


Explanation of Gap(s) in Work History: 

Any time periods or gaps since beginning medical school of greater than 3 months which are not explained in the application thus far, must be addressed here.  If the application is found to have any unexplained time periods or gaps, the application will not be processed and will be returned to the applicant as incomplete.  Please explain any such gaps in detail in the space provided below.

(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)
	From Date
	To Date
	Explanation Of Gap(s) in Work History 

	
	
	

	
	
	


	HEALTH STATUS

	If you answer “Yes” to any of the questions below, please provide detailed information on a separate sheet (see page 13, added for your convenience).  Included should be information regarding the name of any institution, organization, or their entity at which accommodation was made for the condition.  Include the name, address, and telephone number of a knowledgeable person at the hospital, organization, or other entity at which accommodations were made.

	1.
	Do you have an ongoing physical impairment or condition that would prevent you without reasonable accommodation, to perform the essential functions of your area of specialty without a direct threat to the health and safety of others?  If yes, please describe in detail the accommodation needed on a separate sheet (see page 12, added for your convenience).
	( Yes     (  No

	2.  
	Do you have a history, including the present of mental illness or mental health condition that might adversely affect your ability to competently and safely perform the essential functions of a practitioner in your specialty?
	( Yes     (  No

	3.
	Do you have any physical, mental or emotional conditions that might limit your ability to meet other duties associated with Medical Staff membership and which could require an accommodation for you to exercise your clinical privileges and Medical Staff duties completely and safely? If yes, please describe in detail the accommodation needed on a separate sheet (see page 12, added for your convenience).
	( Yes     (  No


	DISCLOSURE QUESTIONS

All “YES” or Pending answers require a full explanation on a separate page (see page 13, added for your convenience).
(IMPORTANT REMINDER: No part of the application may be completed by referring to or writing “See Curriculum Vitae” and/or “See Enclosed/Attached”.)

Have there EVER BEEN on a VOLUNTARY * and/or INVOLUNTARY basis any investigations taken, actions taken, or are currently in process of being taken, which resulted in or may result in any of the following: disciplinary action, revocation, stipulation, sanction, censure, written reprimand, restriction, non-renewal or denial of rights or privileges, suspension, reduction, limitation, placing on probation, required performance of public service, a course of education training, counseling or monitoring, resignation, leave of absence, withdrawal of an application, termination or non-renewal of a contract, relinquishment or non-renewal of any of the following listed below.

* IMPORTANT NOTE: A voluntary relinquishment or voluntary non-renewal should be reported, especially when the relinquishment or non-renewal is done to avoid an adverse action, preclude an investigation, or is done while the licensee is under investigation related to professional conduct.

	1.
	Licensure in any state?
	( Yes      (  No      ( Pending

	2.
	Other professional registration and/or license?
	( Yes      (  No      ( Pending

	3.
	DEA/Controlled Substance Registration?
	( Yes      (  No      ( Pending

	4. 
	Membership in any hospital medical staff?
	( Yes      (  No      ( Pending

	5. 
	Have you ever been the subject of an informal or formal hearing process at any hospital?
	( Yes      (  No      ( Pending

	6. 
	Clinical Privileges?
	( Yes      (  No      ( Pending

	7. 
	Professional Society membership/fellowship?
	( Yes      (  No      ( Pending

	8. 
	Any other type of professional sanction?
	( Yes      (  No      ( Pending

	9. 
	Participation in any third party payer program?
	( Yes      (  No      ( Pending

	10. 
	Participation in Medicare/Medicaid program?
	( Yes      (  No      ( Pending

	11. 
	Research under any federal or private grants?
	( Yes      (  No      ( Pending

	12. 
	Academic Appointment?
	( Yes      (  No      ( Pending

	13. 
	Have you ever been convicted of any charge(s) related to or pertaining to chemical substance abuse, or to the possession, sale or other distribution, or use, of illegal or legally controlled substances?
	( Yes      (  No      ( Pending

	14. 
	Have you ever been or are there currently, any criminal charges (including crimes involving children), brought against you (other than minor traffic violations)?    
	( Yes      (  No      ( Pending

	15. 
	Have you ever been charged and/or convicted of a felony or  misdemeanor?
	( Yes      (  No      ( Pending

	16. 
	Do you have or have you had a diagnosed and / or undiagnosed chemical dependency ( to include alcohol, illegal drugs, prescriptive drugs, etc.)?
	( Yes      (  No

	17. 
	Are you using illegal drugs and / or abusing prescriptive drugs and / or alcohol?
	( Yes      (  No


I represent that the information provided in or attached to this application is accurate. I understand that misrepresentation, misstatement, or omission from this application will cause rejection and denial of this Application.  Evidence of false information will cause rejection or revocation of this application.  I have read and will abide by the Medical Staff Bylaws, rules and regulations, policies and agree that they will bind my activities as a member of the Medical Staff.  I agree to provide for continuous care for my patients.

Signature:









Date: 





(Stamped or representative signatures unacceptable)

Please print name: 










[image: image2.png]Valdez

Tatitlek
Eyak
Chenega Bay  pyince Gulf of Alaska
Qutekecak William Sound

e Chugachmiut




	Statement of Understanding, Attestation and Consent & Release from Liability


Below is a list of facilities that are participants in the Chugachmiut Centralized Verification Program as well as an insurance carrier that will use our application for their own process.  The information you provide in and with this application and all subsequent verifications/information received may be shared with any of the facilities listed.  In addition to the facilities listed below, the information contained in your application for Medical Staff Appointment may be shared with insurance carriers with whom North Star Health Clinic, ANMC, ANTHC or SCF have preferred provider agreements.
	Alaska Native Medical Center - Anchorage
	Premera Blue Cross / Blue Shield of Alaska

	Aleutian Pribilof Islands Association, Inc .- Anchorage
	Samuel Simmonds Memorial Hospital – Barrow

	Bristol Bay Area Health Corporation – Dillingham
	Seldovia – Seldovia

	Copper River Native Association – Copper Center
	South East Alaska Regional Health Consortium Medical Clinic – Juneau

	Eastern Aleutian Tribes, Inc. – Anchorage
	St. George Traditional Counsel – St. George

	Ketchikan Indian Community – Ketchikan
	Tanana Chiefs Conference - Fairbanks

	Maniilaq Health Center - Kotzebue
	Yukon-Kuskokwim Delta Regional Hospital – Bethel

	Norton Sound Health Corporation - Nome
	


In signing the application for Medical Staff Appointment, 
I understand and authorize the staff of CHUGACHMIUT to release acquired information to State Licensing Boards or Agencies of the Federal Government, or other similar entities at the discretion of CHUGACHMIUT.  

I release from liability all those that provide information to CHUGACHMIUT in good faith and without malice in response to their inquiries. 

I understand and authorize the staff of CHUGACHMIUT to release any requested information to their affiliated field hospitals.  I understand that ANMC and affiliated hospital to mean: 1) ANMC-Anchorage;  2) APIAI-Anchorage;  3) Blue Cross/Blue Shield of Alaska;  4) BBAHC-Dillingham;  5)Chugachmuit-Anchorage;  6) Copper River Native Association-Copper Center; 7) EAT-Anchorage;  8) Maniilaq-Kotzebue; 9) NSHC-Nome; 10) Samuel Simmonds-Barrow; 11) SEARHC-Juneau; 12) St. George Traditional Counsel-St. George 13) TCC-Fairbanks; and 14) Yukon-Kuskokwim-Bethel.

I certify that the answers to the foregoing questions are true to the best of my knowledge, and that the statements I have made in connection with this application, interview, and my CV/resume are also true.  I have not omitted anything, which might be important to CHUGACHMIUT in deciding to appoint me to their medical staff or grant me clinical privileges.  

I understand that any misstatements in, or omissions from this application may constitute cause for summary revocation of my appointment and privileges and termination of my employment.  All information submitted by me on this application is true and correct to the best of my knowledge and belief.  
I authorize CHUGACHMIUT and/or its agents, the hospital, its medical staff and/or their representatives to consult with other persons, hospitals, associations, institutions, and malpractice carriers that I have been associated with to ascertain information which may be pertinent to my application, including, but not limited to: 

	· professional education, training and experience

· clinical competence

· malpractice history

· military and police records 

· ethical qualifications
	· medical records as they pertain to Quality Assurance

· records and documents, including medical records at other hospitals as they pertain to Quality Assurance

· OIG/GSA Reports

· My Health Status as it pertains to my ability to practice safely


I hereby release from liability all representatives of the Chugachmiut and its professional staff for all acts performed in good faith and without malice in connection with evaluating my application, credentials, and professional qualification.  I am willing to appear in person to discuss any matters related to this application.  
In making application for appointment to the medical staff of the North Star Health Clinic, and its affiliated facilities, I acknowledge that I have received a copy of the medical staff by-laws, credentials manual, rules and regulations, organizational manual and the fair hearing plan and agree to abide by them.

Notice to Providers:  Medicare payment to hospitals is based in part on each patient’s principal and secondary diagnoses and the major procedures performed on the patient, as attested to by the patient’s attending physician by virtue of his or her signature in the medical record.  Anyone who misrepresents, falsifies, or conceals essential information required for payment of Federal funds, may be subject to fine, imprisonment, or civil penalty under applicable federal laws.
Photocopies and/ or facsimile copies of this Authorization will serve the same purpose as the originally executed document.
Signature: 








Date: 





(Stamped or representative signatures unacceptable)

Printed Name: 









	Chugachmiut

Professional Liability Action Explanation Form

If you answered YES to question #1 on Page 9, this form MUST BE COMPLETED

 (even if you attach additional papers)

	Please complete this form for each pending or settled professional liability action or any payment made on behalf of applicant.  All questions must be answered completely.  If additional sheets are required, please photocopy this page prior to completing.  Please provide us with a separate sheet for each malpractice action.

	PLEASE  PRINT

	Date of Alleged Incident

	Date Suit Filed
	Date Claim Closed

	Patient Name 

	Location of Incident

	Your Relationship to Patient (Attending Provider, Surgeon, Assistant Surgeon, Consultant, etc.)



	Allegation



	Liability Carrier when Incident Occurred



	Additional Named Responsible Parties/Defendant(s)



	

	

	Claim Status:

	(
OPEN – If open, amount being sought

	(
CLOSED – If closed, indicate method of closing

( Dismissal
( Settlement
( Judgment

	Amount of settlement or judgment

	Summarize the circumstances giving rise to the action.  If the action involves patient care, describe a narrative which provides your care and treatment of the patient.  If additional space is necessary, attach adequate clinical detail to allow proper evaluation by a committee of physicians.  

Include: 1) Condition and diagnosis at time of incident,  2) Dates and description of treatment rendered and  3) Condition of patient subsequent to treatment. 

PLEASE  PRINT

	Summary:

	

	

	

	

	


I certify that the information in this document and any attached documents is true, correct and complete.  I agree that Chugachmiut, its representatives and any individuals or entities providing information to Chugachmiut in good faith shall not be liable for any act or omission related to the evaluation or verification contained in this document, which is part of the application which I am submitting to Chugachmiut. I further agree to notify Chugachmiut  within 15 days of my change to the information included in this form.

Name (please print or type)

             

Practitioner Signature                                           

Date
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Additional Sheet 

Section being referenced: 





Explanation: 














Section being referenced: 





Explanation: 














Section being referenced: 





Explanation: 














Section being referenced: 





Explanation: 













STATEMENT OF CONTINUING EDUCATION
Chugachmiut’s  policies on appointment, re-appointment, and clinical privileges require proof of continued medical education (CME/CE).  

Chugachmiut requirements match the requirements of the State of Alaska for Licensure, unless otherwise noted.

· PHYSICIANS, please provide at least 34 CME hours (17 credit hours average per year).  

· ALL Associate Staff please provide CME / CE in accordance with your state license requirements. 

In addition, JCAHO regulations require that all or part of your CME be relevant to your specialty of practice.
IN COMPLETING THIS FORM, YOU HAVE THE FOLLOWING OPTIONS:

1. You may list below the courses you have taken, when, where and the number of CME/CE credit hours received.  If you need more room than is provided on this form, please make a copy of this sheet or attach a separate sheet of paper.

2. You may choose to attach a copy of your own listing of CME/CE credits compiled by your office.

3. Or, you may send copies of your certificates received.  Please insure that copies show the course name, course dates, and location of course and the number of CME/CE credit hours received.

PLEASE NOTE: If you choose option 1 or 2 to report your CME / CE, you must sign and return this form.
	CME / CE 

COURSE TAKEN
	DATES OF

COURSE
	COURSE

LOCATION
	Number of

CME / CE CREDITS

RECEIVED

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I hereby certify that within the past 24 months I have completed at least the required CME / CE credits as listed above.  I further agree that if audited by Chugachmiut, I will be able to provide documentation of the seminars and/or courses listed above.  I recognize that failure to produce such documentation upon request will jeopardize my Medical Staff/Allied Health membership at Chugachmiut facilities.  I understand that if I do not provide the minimum number of CME/CE credit hours requested for my specialty, my reappointment may be granted for only one year vs. the normal period of two years.

Signature of Applicant: 








Date: 





Typed or Written Name: 









PLEASE NOTE: If you choose option 1 or 2 to report your CME / CE, you must sign and return this form.
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DECLARATION FOR EMPLOYMENT

INDIAN CHILD PROTECTION ACT (PL 101-630)
Name: 







 
Social Security #: 




BACKGROUND INFORMATION
Section 408 of the Indian Child Protection and Family Violence Prevention Act of 1990
Public Law 101-630 requires an investigation of the character of each individual who is employed, or is being considered for employment, in a position with duties and responsibilities that involve regular contact with or control over Indian Children.

Section 231 of the Crime Control Act of 1990

Public Law 101-647 requires those employment applications for childcare positions have applications sign a receipt of notice that a criminal record check will be conducted.  The check shall include a search of the criminal history repositories of all states that an employee or prospective employee lists as current and former residences in an employment application.

I certify that my response to these questions is under Federal penalty of perjury, which is punishable by fine or imprisonment, and that I have received notice that a criminal check will be conducted.  I understand my right to obtain a copy of any criminal history made available to Alaska Native Tribal Health Consortium and my rights to challenge the accuracy and completeness of any information obtained in the report.

PLEASE  MAKE  SURE  BOTH  QUESTIONS  ARE  ANSWERED
1. 
Have you ever been arrested for or charged with a crime involving a child? 
( Yes       ( No 

If “YES”, provide the date, explanation of the violation, disposition of the arrest or charge, place of occurrence, and the name and address of the police department or court involved.

2. Have you ever been found guilty of, or entered a plea of no contest (nolo contendere), or guilty to, any felonious offense or any of 2 or more misdemeanors offenses under Federal, State, or tribal law involving crimes of violence; sexual assault, molestation, exploitation, contact or prostitution; crimes against persons; or offenses committed against children? 

( Yes        ( No 

If “YES”, provide the date, explanation of the violation, disposition of the arrest or charge, place of occurrence, and the name and address of the police department or court involved. 

Applicant’s Signature: 







 Date: 
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