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Description automatically generated]APPLICATION FOR MEDICAL & PROFESSIONAL STAFF APPOINTMENT
State Form 45307 (R6 / 12-24)
FAMILY AND SOCIAL SERVICES ADMINISTRATION
INDIANA STATE PSYCHIATRIC HOSPITAL NETWORK



	[bookmark: Check1]|_| EPCC
	|_| ESH
	|_| LSH
	|_| MSH
	|_| NDI
	|_| RSH

	Name:
	[bookmark: Text1]     
	Date:
	     

	
	
	
	

	Office Address:
	     

	
	Street
	City/State
	ZIP

	Home Address:
	     

	
	Street
	City/State
	ZIP

	Telephone:
	     
	
	     

	
	Work
	
	Home/Cell

	Citizenship/VISA:
	     
	Social Security Number:
	     

	
	
	
	

	Military Service (branch):
	     
	From
	     
	To
	     

	
	
	
	
	
	

	Date of Birth:
	     
	
	
	
	

	
	
	
	
	
	

	Primary Email Address:
	     
	@     

	
	
	



	Type of Request (Select one):

	|_|
	Emergency Appointment

	|_|
	Initial Appointment

	|_|
	Reappointment

	|_|
	Temporary Appointment (120 days)

	|_|
	Provisional Appointment

	
	

	Privilege Category (Select one):

	|_|
	Psychiatry

	|_|
	Medical

	|_|
	Dentistry

	|_|
	Optometry

	|_|
	Podiatry

	|_|
	Psychology

	|_|
	Advanced Practice Nurse

	|_|
	Physician Assistant

	|_|
	Registered Dietitian

	|_|
	Other:
	







EDUCATION (Not Required for Reappointment)
	
	COLLEGE/UNIVERSITY
	DATES
	DEGREE

	PREMED UNDERGRADUATE
	     
	     
	     

	GRADUATE
	     
	     
	     

	MEDICAL
	     
	     
	     

	POSTGRADUATE
	     
	     
	     

	PRACTICUM/INTERNSHIP
	     
	     
	     



POSTGRADUATE EDUCATION: Residency (R), Internship (I), Fellowship (F), Assistantship (A), Teaching Appointment (TA), Postgraduate Education (PE).

Provide information in chronological order.

	TYPE
	AREA OF SPECIALIZATION
	FACILITY/UNIVERSITY
	DATES
	DEGREES

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



LICENSURE
	STATE
	LICENSE NUMBER / EXPIRATION DATE

	     
	     

	     
	     

	     
	     



CERTIFICATION
	Are you certified by any board(s)?
	     
	

	
	
	

	If YES, which board(s)?
	     

	
	

	If NO, is your professional training sufficient to qualify you for an American board(s) examination(s)?
	     

	
	

	If so, which board(s)?
	     

	
	

	Are you certified in any area of clinical specialization?
	     

	
	

	If YES, specify certification:
	     

	
	

	Federal DEA Registration No.
	     
	Expiration Date
	     

	
	
	
	

	National Practitioner Identification
	     

	
	


STATEMENT OF HEALTH
I certify that I have no physical, mental illness, or chemical dependency that might impair my ability to render quality patient care. I am familiar with the Employee Health policies and will abide by those provisions. If my circumstances change, I will notify my superior promptly. 

	
	
	

	Initial of Applicant
	
	Date



HOSPITAL AFFILIATIONS List all current and previous hospital affiliations in chronological order. List any changes since the last appointment.

	FACILITY
	LOCATIONS
	DATES

	     
	     
	     

	     
	     
	     

	     
	     
	     



MEMBERSHIP IN PROFESSIONAL SOCIETIES AND SPECIALTY ORGANIZATIONS
(national, state, county, or districts; past or present; and indicate any elected office)
	     

	     

	     

	     

	     

	



SUMMARY OF CLINICAL PRACTICE (Not Required for Reappointment) (including office, clinical, hospital, military, etc. in chronological order. Provide last five years only.)
	DATE
	DESCRIPTION

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     



SCIENTIFIC WORKS (Optional): On a separate document, list scientific papers, essays, and thesis you have written and scientific meetings in which you have participated. 
(Curriculum Vitae may be substituted.)

STATEMENT OF PROFESSIONAL STATUS
Answer all the following questions. Affirmative answers to any of these questions will require written explanation.
	1. 
	Have you ever voluntarily or involuntarily surrendered or relinquished a state, district, or federal professional license or registration (DEA or State Controlled Substance Certificate), board certification or any other certification?
	|_| Yes
	|_| No

	2. 
	Have you ever voluntarily or involuntarily surrendered a State, district, or federal professional license or registration (DEA or State Controlled Substance Certificate), board certification or any other certification revoked, suspended, limited, denied or refused by an Indiana licensing, State or Federal drug administration, certifying board, or by such an entity in any other state(s)?
	|_| Yes
	|_| No

	3. 
	Have there been any previously successful or are there any currently pending challenges, complaint(s), sanction(s), disciplinary action(s), investigations or denials recommended or taken against your state, district, or federal professional license(s), registrations (DEA or State Controlled Substance Certificate), board certification, or any other certification(s)?
	|_| Yes
	|_| No

	4. 
	Have you ever voluntarily or involuntarily withdrawn from a clinical, medical, dental or professional staff?
	|_| Yes
	|_| No

	5. 
	Have you ever voluntarily or involuntarily withdrawn a request for an increase in privileges?
	|_| Yes
	|_| No

	6. 
	Have you ever been refused membership on a clinical, medical, dental or professional staff (other than for a general closure of that staff to providers of your specialty)?
	|_| Yes
	|_| No

	7. 
	Have you ever had a hospital, health care facility, or other care organization invoke probation, issue a reprimand, impose proctoring, (other than proctoring when privileges are initially granted), require a second opinion or initiate an investigation of your professional conduct or competence?
	|_| Yes
	|_| No

	8. 
	Are you currently performing, or do you plan to perform any procedures for which you have ever been refused or lost privileges?
	|_| Yes
	|_| No

	9. 
	Have you ever been the subject of a formal or public citation or warning or ever had a sanction of any kind imposed by any health care institution, health care organization, licensing authority, or other governmental entity, or voluntarily or involuntarily resigned under threat of the same?
	|_| Yes
	|_| No

	10. 
	Have your employment, medical staff appointment/membership, or clinical privileges ever been challenged or voluntarily or involuntarily suspended, reduced, refused (denied), relinquished, terminated, limited, or lost at any hospital, healthcare plan or other healthcare facility or organization?
	|_| Yes
	|_| No

	11. 
	Have you ever been convicted of any crime related to your clinical, medical, dental, or professional practice?
	|_| Yes
	|_| No

	12. 
	Regarding Medicare, Medicaid, or any governmental health related programs, have you ever been convicted of a crime, or been subjected to civil penalties, disciplinary proceedings, investigations, denial of or suspension from participation, or had any type of sanction?
	|_| Yes
	|_| No

	13. 
	Do you have any felony, grand jury indictment, or other criminal charges pending?
	|_| Yes
	|_| No

	14. 
	Have you ever been convicted of, found guilty of or pled no contest to a felony, grand jury indictment or crime, other than a minor traffic violation?
	|_| Yes
	|_| No

	15. 
	Do you presently have a physical, mental, or emotional condition (including alcohol or drug dependence) that affects or is reasonably likely to affect your ability to perform your professional duties appropriately or which could adversely affect the quality of care rendered by you to the patients or jeopardize the safety of patients?
	|_| Yes
	|_| No

	16. 
	Has your malpractice insurance ever been denied, suspended, limited, not renewed or terminated by a carrier?
	|_| Yes
	|_| No

	17. 
	Have you ever had a malpractice case filed against you?
	|_| Yes
	|_| No

	18. 
	Have you ever had a malpractice judgment entered against you?
	|_| Yes
	|_| No

	19. 
	Have any malpractice settlements ever been made on your behalf?
	|_| Yes
	|_| No

	20. 
	Are there any open claims or pending malpractice cases presently filed against you?
	|_| Yes
	|_| No

	21. 
	Has/have any adverse action(s) or malpractice report(s) about you been made to the National Practitioner Data Bank, or any other databank?
	|_| Yes
	|_| No

	22. 
	Have you ever been denied membership in or voluntarily or involuntarily been terminated by any professional organization?
	|_| Yes
	|_| No

	23. 
	Have you ever had any sanctions or disciplinary action executed against you by a Professional Standards review Organization (PRSO), utilization or quality control Peer Review Organization (PRO), or any professional organization?
	|_| Yes
	|_| No

	24. 
	Has your participation in a managed care plan or healthcare organization been limited, denied, or terminated, or have you been sanctioned by such an organization?
	|_| Yes
	|_| No

	Explanation of Affirmative Answer:

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     

	     



INFORMATION TO BE FURNISHED BY APPLICANT (must be submitted before application can be processed.)
	1. Professional references (List at least two clinical practitioners who can verify relevant training, experience, current competence such as professors, chief of staff, training directors, etc.) Include name, title, email and mailing address.

	Name
	Title
	Email / Phone Number
	Mailing Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	2. Copy of current Indiana State Medical License.

	3. Copy of current DEA certificate.

	4. Copy of current Indiana Controlled Substance Registration Certificate.

	5. Copy of documentary evidence of professional education, residencies, internships, fellowship board certificates, Diploma, etc.

	6. Copy of Valid Driver’s License.

	7. Copy of ECFMG Certificate if applicable.

	8. Copy of Professional Liability Insurance coverage (if applicable)

	9. Curriculum Vitae (CV)

	10. Continuing Education Units/Continuing Medical Education in the last 3 years





CLINICAL SERVICE
I hereby apply for an appointment to the Medical/Professional Staff on the service(s) indicated. 
	[bookmark: Check4]|_| Adult
	[bookmark: Check5]|_| Youth
	
	



DELINEATION OF CLINICAL CATEGORIES FOR PRIVILEGES
I hereby apply for clinical privileges in the following category:

Check all applicable privileges for the selected category.

	General Psychiatry Privileges
	Requested

	Psychiatric Assessments
	|_|

	Establishing Diagnosis According to DSM 
	|_|

	Prescribing and Monitoring of Medication
	|_|

	Providing Short Term Individual and Group Therapy
	|_|

	Geriatric Psychiatry
	|_|

	Forensic Psychiatry   
	|_|

	Child & Adolescent Psychiatry
	|_|

	General Medical Assessment and Triage
	|_|

	Telemedicine
	|_|



	On-Call Privileges - Physician
	Requested

	General Medical Assessment and Triage
	|_|

	Admission and Initial Assessments
	|_|

	Psychiatric Assessments
	|_|

	Establish Diagnosis According to DSM
	|_|

	Prescribing and Monitoring Medications
	|_|

	Consultation in General Psychiatry
	|_|

	Telemedicine
	|_|



	On-Call Privileges – Nurse Practitioner/PA
	Requested

	General Medical Assessment and Triage
	|_|

	Admission and Initial Assessments
	|_|

	Psychiatric Assessments
	|_|

	Establish Diagnosis According to DSM
	|_|

	Prescribing and Monitoring Medications
	|_|

	Consultation in General Psychiatry
	|_|

	Telemedicine
	|_|







	General Medical Privileges
	Requested

	General Medical Examination
	|_|

	Establish Medical Diagnosis
	|_|

	Prescribe/Recommend Medications
	|_|

	Direct/Recommend Course of General Medical Treatment
	|_|

	General Medical Therapies (Including Initial Emergency Care)
	|_|

	Minor Procedures not Requiring Specialized Training (e.g. I&D of Abscess, etc.)
	|_|

	Consultation in General Medicine
	|_|

	Interpretation of X-Rays, EKG’s and Other Investigative Reports
	|_|

	Telemedicine
	|_|



	NP/Psychiatric Nurse Practitioner/PA Privileges
	Requested

	Admission and Intake Assessments
	|_|

	General Medical Assessment
	|_|

	Psychiatric Assessments
	|_|

	Establishing Diagnosis according to DSM
	|_|

	Prescribing and Monitoring of Medications
	|_|

	Directing and Managing the Course of Psychotropic Treatments
	|_|

	Telemedicine
	|_|



	Podiatry Privileges
	Requested

	Podiatry Assessment
	|_|

	Podiatry Diagnosis
	|_|

	Prescribe/Recommend Medication Directly Related to Podiatry Practice
	|_|

	Consultation for Podiatry
	|_|



	Dentistry Privileges
	Requested

	Diagnostic Procedures
	|_|

	Preventive Dentistry
	|_|

	Education/Consultation
	|_|

	Dental Restoration
	|_|

	Emergency Treatment
	|_|

	Oral Surgery
	|_|

	Postoperative Care
	|_|

	Dental Prosthetics
	|_|

	Prescribe Medications
	|_|

	Periodontal Procedures
	|_|







	Psychology Privileges
	Requested

	Perform Initial Psychological Assessments
	|_|

	Behavioral Assessments
	|_|

	Psychological Testing
	|_|

	Provide Group and/or Individual Therapy, Systematic De-sensitization
	|_|

	Forensic Assessments
	|_|

	Telemedicine
	|_|



	Dietitian Privileges
	Requested

	Assessment
	|_|

	Diet Order Entry (in EMR)
	|_|

	Counseling of Patients Regarding Specialty Dietary Issues
	|_|

	Parenteral Nutrition/Tube Feeding
	|_|

	Telemedicine
	|_|



	Optometry Privileges
	Requested

	Comprehensive Examinations
	|_|

	Routine Ophthalmology Examinations
	|_|

	Refraction
	|_|

	Post Operative Care
	|_|

	Extended Ophthalmoscopy
	|_|

	Gonioscopy
	|_|

	Evaluation and Office Management Visits
	|_|





















AGREEMENT OF APPLICANT

I represent and warrant that all the information provided, and responses given on this application are complete and accurate to the best of my knowledge and belief. I understand that willful falsification or willful omission of information could result in the rejection or termination of my appointment to the medical staff in addition to penalties provided by law.

I hereby authorize the Credentialing Verification Organization (CVO), credentialing entity, managed care plan or its delegated agents, staff and representatives to collect and review all records and documents, which may include records or previous education, training and licensure; board certification status; and responses to queries to the National Practitioner Data bank (NPDB) and Criminal Background Check Investigations, that may be material to an evaluation of my professional qualifications and competence. I also understand that certain fields of data on this application contain time sensitive information and must be updated from time to time, as required by specific credentialing criteria; in that regard, I authorize the entity to which this application is submitted, to collect from me and other sources this information on an as needed basis, and understand and agree that they may communicate with me through various means, including but not limited to telephone, mail, and/or email regarding my application.

I hereby release from liability the entity to which this application is submitted and their delegated agents, staff and representatives for their acts performed without malice in connection with the evaluation of my application, credentials, and qualifications. It is my understanding that the entity to which this application is submitted shall treat the information provided herein or on any attachments hereto, and on any documents submitted or collected in support of this application as confidential and shall only disclose such information to third parties as required for purposes approved by me, my designated entity, or as authorized under State or Federal law or regulations. I also release from any liability all individuals and organizations who provide information to the entity reviewing my credentials, and its agents, staff and representatives, in good faith and without malice, concerning my professional qualifications, competence, ethics and character, and hereby consent to the release of such information. I understand and agree that I as an applicant, have the burden of producing adequate information for proper evaluation of my professional competence, character, ethics and other qualifications and for resolving any doubts about such qualifications.

I understand that the Governing Body has the ultimate authority to grant, restrict, or deny privileges, which may include modification of my request. In the event I believe I have been inappropriately restricted or denied privileges to practice my profession at the hospital, I understand that I shall have the right to appeal. 

	[bookmark: Text2]     
	
	     

	Applicant’s Name (Printed or Typed)
	
	Date

	
	
	

	
	
	

	Applicant’s Signature
	
	Date












	|_| EPCC
	|_| ESH
	|_| LSH
	|_| MSH
	|_| NDI
	|_| RSH

	
	
	
	
	

	
	
	MEDICAL/PROFESSIONAL STAFF
	
	

	
	Request for Appointment and Privileges
	

	
	
	
	
	
	

	
	     
	

	
	Name of Applicant
	

	
	
	
	
	
	

	RECOMMENDED BY EXECUTIVE COMMITTEE of the MEDICAL STAFF ORGANIZATION as indicated by 
the following signatures:

	[bookmark: Check6]|_| Approve
	
	[bookmark: Check7]|_| Approve with Limitations
	
	
	|_| Disapprove

	If approved with limitations, describe specific limitations:
	
	
	

	[bookmark: Text3]     

	     

	     

	     

	
	
	

	Chairman, Credentials Subcommittee
	
	Date

	
	
	

	Clinical Director (If member of Medical Staff)
	
	Date

	
	
	

	
	
	

	Medical Director
	
	Date

	
	
	

	APPROVED BY THE SUPERINTENDENT as the on-site representative of the Governing Body:

	
	
	

	Superintendent
	
	Date
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