Physician Credentialing Application Form ‘= OPUS

SECTION 1 — Personal Information

Full Legal Name

|
City State ZIP
| | | | |

Mobile Phone Email Address

Citizenship Status

Other Names Used (maiden, aliases)

Date of Birth (MM/DD/YYYY)

Home Address

[ |u.s. citizen [ | Permanent Resident [ |visa Visa Type: ‘ ‘
SECTION 2 — Professional Identifiers

NPI Number Tax ID/EIN

Medicare Number Medicaid Number

DEA Registration Number Expiration State Controlled Substance License No.

State CS License Expiration

\ [ | CIME certified [ ] ABIME Certified

SECTION 3 — Medical Licensure

List all active and inactive licenses:

State License Number Status Issue Date Expiration Date



SECTION 4 — Education & Training

Medical School
Facility / School Name

Address Degree Earned From (MM/YY) To (MM/YY)

Internship
Facility / School Name

Address Specialty From (MM/YY) To (MM/YY)

Residency
Facility / School Name

Address Specialty From (MM/YY) To (MM/YY)

Fellowship (if applicable)
Facility / School Name

Address Specialty From (MM/YY) To (MM/YY)

Explain any gaps > 30 days in training or employment:

SECTION 5 — Board Certification

Certifying Board Name
Specialty Certificate Number Initial Cert. Date (MM/YY)

Current Status
[ Active [ | Inactive [ | Expired MOC Participation: | |Yes [ |No

SECTION 6 — Employment & Hospital Privilege History

Employment History (since completing training):

Employer / Facility City/State Position Dates Reason for Leaving

Hospital Privileges (current and prior):

Hospital Name City/State Privilege Type Dates Status



SECTION 7 — Clinical Privileges Requested

List procedures or privilege categories requested:

—_

N

w

Supporting documentation (case logs, training certificates) may be required.

SECTION 8 — Professional Liability (Malpractice)

Current Carrier Name Policy Number

Coverage Type
|| Claims-made [ | Occurrence Limits: $ ‘ ‘ /3% ‘

Effective From (MM/YY) To (MM/YY)
‘ ‘ ‘ Face sheet: D Attached

Malpractice Claim History — Have you ever had a professional liability claim?

D No D Yes (attach explanation: allegation, dates, outcome)

SECTION 9 — Disclosure Questions

Have you ever experienced any of the following? (Check Yes or No)

Question

<
[1]
]

License suspension, restriction, or investigation
DEA or controlled substance registration issues
Denied or restricted hospital privileges

Criminal charges or convictions

Medicare/Medicaid sanctions or exclusions

OO/gd|fd
OOggoo|g

Substance use treatment or impairment concerns

If any answer is 'Yes,' provide full explanation below:

SECTION 10 — Health Status

| attest that | am physically and mentally able to perform the essential duties of my specialty:
D Yes D No (attach explanation)

Immunization records provided: | |Yes [ |No



SECTION 11 — References (same specialty; not family members)

Provide three peer references who can speak to your clinical competence.

Reference 1

Name ‘ Specialty ‘

Institution / Practice Phone

Reference 2

Name ‘ Specialty ‘

Institution / Practice ‘ Phone ‘

Reference 3

Name ‘ Specialty ‘

Institution / Practice ‘ ‘ Phone ‘ ‘

SECTION 12 — Attestation & Signature

| attest that all information provided in this application is accurate, current, and complete to the best of my knowledge. | authorize the verification
of all information submitted. | understand that misrepresentation may result in denial or termination of credentialing.

Physician Signature Date (MM/DD/YYYY) ‘

Printed Name




	Full Legal Name: 
	Other Names Used maiden aliases: 
	Date of Birth MMDDYYYY: 
	Home Address: 
	City: 
	State: 
	ZIP: 
	Mobile Phone: 
	Email Address: 
	US Citizen: Off
	Permanent Resident: Off
	Visa: Off
	Visa Type: 
	NPI Number: 
	Tax ID  EIN: 
	Medicare Number: 
	Medicaid Number: 
	DEA Registration Number: 
	Expiration: 
	State Controlled Substance License No: 
	State CS License Expiration: 
	CIME Certified: Off
	ABIME Certified: Off
	State_2: 
	License Number: 
	Status: 
	Issue Date: 
	Expiration Date: 
	undefined: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	undefined_7: 
	undefined_8: 
	undefined_9: 
	undefined_10: 
	undefined_11: 
	undefined_12: 
	undefined_13: 
	undefined_14: 
	undefined_15: 
	undefined_16: 
	undefined_17: 
	undefined_18: 
	undefined_19: 
	undefined_20: 
	undefined_21: 
	undefined_22: 
	undefined_23: 
	undefined_24: 
	undefined_25: 
	undefined_26: 
	undefined_27: 
	undefined_28: 
	undefined_29: 
	undefined_30: 
	undefined_31: 
	undefined_32: 
	undefined_33: 
	undefined_34: 
	undefined_35: 
	undefined_36: 
	undefined_37: 
	undefined_38: 
	undefined_39: 
	undefined_40: 
	Facility  School Name: 
	Address: 
	Degree Earned: 
	From MMYY: 
	To MMYY: 
	Facility  School Name_2: 
	Address_2: 
	Specialty: 
	From MMYY_2: 
	To MMYY_2: 
	Facility  School Name_3: 
	Address_3: 
	Specialty_2: 
	From MMYY_3: 
	To MMYY_3: 
	Facility  School Name_4: 
	Address_4: 
	Specialty_3: 
	From MMYY_4: 
	To MMYY_4: 
	Explain any gaps  30 days in training or employment: 
	Certifying Board Name: 
	Specialty_4: 
	Certificate Number: 
	Initial Cert Date MMYY: 
	Active: Off
	Inactive: Off
	Expired: Off
	Yes: Off
	No: Off
	Employer  Facility: 
	CityState: 
	Position: 
	Dates: 
	Reason for Leaving: 
	undefined_41: 
	undefined_42: 
	undefined_43: 
	undefined_44: 
	undefined_45: 
	Hospital Privileges current and prior: 
	undefined_46: 
	undefined_47: 
	undefined_48: 
	undefined_49: 
	Hospital Name: 
	CityState_2: 
	Privilege Type: 
	Dates_2: 
	Status_2: 
	undefined_50: 
	undefined_51: 
	undefined_52: 
	undefined_53: 
	undefined_54: 
	undefined_55: 
	undefined_56: 
	undefined_57: 
	undefined_58: 
	undefined_59: 
	List procedures or privilege categories requested: 
	2: 
	3: 
	Current Carrier Name: 
	Policy Number: 
	Occurrence: Off
	undefined_60: 
	undefined_61: 
	Effective From MMYY: 
	To MMYY_5: 
	Attached: Off
	No_2: Off
	Yes  attach explanation allegation dates outcome: Off
	If any answer is Yes provide full explanation below: 
	No  attach explanation: Off
	Name: 
	Institution  Practice: 
	Name_2: 
	Institution  Practice_2: 
	Name_3: 
	Institution  Practice_3: 
	Specialty_5: 
	Phone: 
	Specialty_6: 
	Phone_2: 
	Specialty_7: 
	Phone_3: 
	Date MMDDYYYY: 
	Printed Name: 
	Claimsmade: Off
	Question1: Off
	Question1B: Off
	Question2B: Off
	Question2: Off
	Question3: Off
	Question3B: Off
	Question4B: Off
	Question4: Off
	Question5B: Off
	Question5: Off
	Question6: Off
	Question6B: Off
	Yes_3: Off
	Yes_31: Off
	Yes_32: Off


