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Applicant Reference/Verification

Applicant Full Name 






 Date of Birth 





Address 







 Social Security No. 




Home Phone  



 Cell  



 E-mail 





Board Certification: ( Emergency Medicine  (  Family Practice
Other 






Interested in   ( Full Time
( Part Time
Location Preference 







1. Have your privileges/appointment/membership at any healthcare entity ever been denied, reduced, revoked, suspended or terminated either voluntarily or involuntarily?    ( Yes
( No
 If yes, please explain.
______________________________________________________________________________________________________________________________________________________________________________
2. Have you ever been subject to any disciplinary proceedings or investigations by any healthcare entity or are any investigations pending? ?    ( Yes
( No
 If yes, please explain.
______________________________________________________________________________________________________________________________________________________________________________
3. Are you now or have you ever been involved, directly or indirectly, in a claim, potential claim, or suit arising out of rendering or failing to render professional services? ?    ( Yes
( No
 If yes, please explain.
______________________________________________________________________________________________________________________________________________________________________________
4. Are you currently licensed to practice in Indiana?     ( Yes    ( No 
If yes please provide your Indiana License No. 





Other states (include license numbers) you are licensed to practice in:
5. Has any professional license (or DEA) ever been denied, limited (either voluntarily or involuntarily), suspended, revoked, voluntarily surrendered or otherwise acted against or is any such action pending? 
( Yes
( No       If yes, please explain.

______________________________________________________________________________________________________________________________________________________________________________
DEA Number: 





NPI Number: 






6. Do you presently have (or have you had in the last five years) a physical or mental health condition that may adversely affect your ability to exercise clinical privileges or would require accommodation in order for you to exercise the privileges safely and competently?      ( Yes
( No       If yes, please explain.
______________________________________________________________________________________________________________________________________________________________________________
7. Are you currently using or consuming any controlled substance, illegal drug or using alcohol to excess?
( Yes
( No        If yes, please explain.
______________________________________________________________________________________________________________________________________________________________________________

8. Have you ever been convicted of a felony or a misdemeanor other than a minor traffic violation? 
( Yes
( No           If yes, please explain.
______________________________________________________________________________________________________________________________________________________________________________

Professional References: 
Please provide the names and phone numbers of at least three references who can attest to your skill, expertise, clinical privileges and relationships with other hospital staff: 

_______________________________________________________________________________________

_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________

Authorization for Investigation and Release of Information:

I hereby authorize Emergency Medicine of Indiana, P.C. to make inquiry regarding my credentials or education to: (a) any hospital on whose staff I presently am a member or was a member; (b) any hospital or teaching institution at which I received any training; (c) any medical association or society; or (d) any state licensing board or organization which certifies medical specialization. 

As such, I authorize any person or member of any such hospital, society or organization so contacted to release to Emergency Medicine of Indiana, P.C. any information or documentation concerning my education, training, medical staff membership, membership in any such association or society, licensure or status with any organization which certifies medical specialization.

I hereby release from liability any and all individuals and organizations who provide information to Emergency Medicine of Indiana, P.C. in good faith and without malice concerning my professional competence, ethics, character and other qualifications for staff appointment, including otherwise privileged or confidential information.

Signature








Date
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