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Date:

Re:
RESIDENT APPLICATION 

Dear __________:

Enclosed please find an Initial Appointment APPLICATION package and a request for CLINICAL PRIVILEGES Forms.  Please complete all forms and attach copies of the following items:


1.)
Copy of a current driver’s license;

2.)   
Current copy of DEA Registration License (both Federal and State);


3.)
Certificate of Malpractice Insurance;


4.)
Current Louisiana State Licensure;


5.)
Signature Certification Form

These materials must be returned to the Bogalusa Medical Center, Medical Staff Office as soon as possible.  Failure, without good cause, to provide the requested information by the date specified will cause your application to be deemed as incomplete and will not be processed.

If we can assist you in completing this process, please feel free to contact me at 730-6711. Medical Staff Office Fax (985) 730-6713.

Sincerely,

Kris Duncan

Medical Staff Coordinator

Enclosures

Cc: Physician File

BMC Medical Staff Office  -   433 Plaza Street, Bogalusa, La. 70427
Phone: (985) 730-6711    Fax: (985) 730-6713

LSU/Bogalusa Medical Center

Resident Application
INSTRUCTIONS:

· This form should be typed or neatly printed

· If more space is needed, attach additional sheets with the notation(s) see attached.

· Please do not leave spaces blank; mark a N/A if items are not applicable
· Do not omit addresses, telephone numbers, etc. or refer to CV.
Date: _______________________________________

Are you currently on the faculty of L.S.U. School of Medicine or Dentistry?    ____ Yes    ____ No

IDENTIFIERS:  Personal Information

	Full Name:
	

	Place of Birth
	
	Date Of Birth
	

	US Citizen?
	___   Yes    ___ No *                     * If No, Alien Registration #: 

	SS #
	
	Tax ID #
	

	Home Address:
	
	Phone

(Home)
	(____) ______________

	Mailing Address
	
	Phone:

(Work)
	( ____) ______________

	E-Mail Address:
	
	
	

	Beeper #: 
	
	Fax #:
	

	Marital status:
	
	Spouse’s Name
	

	Please indicate which address would be more convenient for you to receive correspondence:  

__Home 
__Office 
  ___BMC Mailbox


	Program / Level: 
	

	PGY Level:
	  1        2      3      4     5     6  (Please Circle)

	ECFMG Certificate 

(if applicable)
	  ____ Yes   ____ No  ____ NA _____
	ECFMG # :


	WORK HISTORY: (May use separate sheet if necessary)

	Name of Employer
	Location/Address
	Dates of Employment

	
	
	

	
	
	

	
	
	


	Education/Training

	
	Name of School / Hospital
	Address
	Date attended

	Pre-Medical
	
	
	Degree:______________

Mm/yy graduation: ________

	Medical
	
	
	Degree:______________

Mm/yy graduation: ________

	Internships
	
	
	From mm/yy to mm/yy



	Residencies
	
	
	From mm/yy to mm/yy



	Fellowships 


	
	
	From mm/yy to mm/yy



	Post – Graduate Training
	
	
	


	REFERENCES
Please provide (3) peer references that are aware of your CURRENT knowledge of your professional performance, clinical judgment and clinical/technical skills.  This individual MAY NOT BE related to you by family for marriage.  

	Physician Name
	Address
	Phone

	
	
	(____) ___-_____

	
	
	(____) ___-_____

	
	
	(____) ___-_____


	HOSPITAL AFFILIATIONS 
Please list any hospital affiliations that you may have are aware of your CURRENT knowledge of your professional performance, clinical judgment and clinical/technical skills.  

	Physician Name
	Address
	Phone

	
	
	(____) ___-_____

	
	
	(____) ___-_____


Professional Actions

	Please answer the questions below.  If yes is indicated to any question, full disclosure must be provided on separate attachment or this application is considered incomplete.  
	Yes**
	No

	1.
Is your license to practice medicine ever been suspended, revoked, restricted,  

           surrendered voluntarily or involuntarily, not renewed while under suspicion or 

           investigation in any jurisdiction, state or country, or have any disciplinary actions been 

           initiated or are any pending against you?
	
	

	2.
Since receiving your medical license, have your ever been convicted of, or pleaded nolo 
contrendere to or are you currently under investigation of a federal or state felony or 

            other criminal charges or have you ever served a prison term?
	
	

	3.
Has your state or federal or state narcotic license ever been revoked, modified, 

            voluntarily or involuntarily surrendered?
	
	

	4.
Are you presently or have you been under treatment for substance abuse, or are you 
enrolled in an impaired physician program?
	
	

	5.  
Have you ever been denied, withdrawn an application to, or refused membership/ 
appointment on a medical staff, hospital, professional organization, or medical society?
	
	

	6. 
Do you presently have any medical (physical or mental) problem(s) that could affect the 
safety 
of patient’s or your ability to perform those privileges requested in a competent 
manner?
	
	

	7.
Have judgments or settlements been made against you in professional liability cases, or

           are there any pending?  
	
	

	8.  
Have you ever voluntary resigned from medical staff membership?
	
	

	9.
 Have your ever had professional liability insurance declined, cancelled, issued on 

            Special terms, or renewal refused?
	
	

	10.
Have you ever been suspended from participation in Medicare, Medicaid, or another 

           third-party payment program?


	
	


	Print Name:________________________________________    
Date: _____________________

Physicians Signature: _______________________________
Date: _____________________




Statement of Applicant

(please read carefully before signing)

	I fully understand that any significant misstatements in, or omissions from, this application constitute cause for denial of appointment/reappointment or cause for summary dismissal from the medical staff.  All information submitted by me in this application is true to my best knowledge and belief.

In making this application for appointment/reappointment to the medical staff of this hospital, I acknowledge my obligation to provide continuous care and supervision of my patients, to accept committee assignments when applicable, to accept consultation assignments and to participate in staffing in other areas when necessary (i.e. disaster).  I acknowledge that I have received and read the bylaws of the Hospital’s Medical Staff bylaws, rules and regulations, for which I have requested staff membership and privileges, and agree to be bound by the terms thereof if I am granted membership or clinical privileges.   I further agree to be bound by the terms thereof without regard to whether or not I am granted membership clinical privileges in all matters relating to the consideration of my application for appointment/reappointment to the medical staff, and I further agree to abide by such hospital and staff rules and regulations as may be from time to time enacted.

I am familiar with the principles and standards of the Joint Commission on Accreditation of Hospitals and the principles of ethics of the Bogalusa Medical Center Medical Staff, and the terms there of if I am granted membership or clinical privileges.

By applying for appointment to the medical staff I hereby signify my willingness to appear for the interviews in regard to my application.  I hereby authorize the hospital, its medical staff and their representatives to consult with administrators and members of medical staffs of other hospitals or institutions with which I have been associated and with other, including past and present malpractice carriers, who may have information bearing on my professional competence, character, and ethical qualifications.  I hereby further consent to the inspection by the hospital, its medical staff and it representatives of all records and documents, privileges requested as well as my moral and ethical qualifications for staff membership.  

I hereby release from liability all representatives of the hospital and its medical staff for their acts performed in good faith and without malice in connection with evaluation my application and my credentials and qualifications, and I hereby release from any liability any and all individual and organizations who provide information to the hospital, or its medical staff, in good faith and without malice concerning my professional competence, ethics, character and other qualifications for staff appointment and clinical privileges, and hereby consent to the release of such information.

I hereby further authorize and consent to the release of information by this hospital, or its medical staff and other hospitals and medical associations on request regarding any information the hospital and the medical staff may have concerning me as long as such release of information is done in good faith and without malice, and I hereby release from liability this hospital and its staff for so doing.

I understand and agree that I, as an applicant for medical staff membership, have the burden of producing adequate information for proper evaluation of professional competence, character, ethics and other qualifications and to resolving any doubts about such qualification.

I have not requested privileges for any procedures for which I am not qualified.  I am familiar with the laws of this State governing the practice of medicine (dentistry, podiatry, etc) and pledge to abide by these laws.

I particularly agree to subject my clinical performance to, and faithfully participate in, the Hospital’s quality improvement programs as the same shall from time-to-time be in effect, and the National Patient Safety Goals, and I agree to hold members of the Medical Staff and other authorized representatives of the Hospital engaged in these quality activities free from all liability for their actions performed in good faith in connection therewith.   I understand that similar provisions are contained in the Medical Staff bylaws, and I acknowledge that I have read these provisions and have no objections to them.  

__________________________________________



______________________

Print Name 

Date
__________________________________________________

Physician Signature


	Medicare/Champus Acknowledgement Statement

	
I, the undersigned, acknowledge that I have received and read the following notice to 

           Physicians by Bogalusa Medical Center:

Notice to Practitioner: 


          Medicare/Champus payment to hospitals is based in part on each patient’s principle 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, falsities, or conceals essential information required for payment 

          of Federal funds, may be subjected to fine, imprisonment, or civil penalty, under applicable

          Federal laws.

Practitioner Signature: ________________________

Date:  ____________________

Practitioner Name: ___________________________




(Please print)

Practitioner License Number: __________________




	AUTHORIZATION FOR RELEASE OF INFORMATION

	I hereby consent to the release to Bogalusa Medical Center and its Medical Staff and its representatives, records, and documents, including but not limited to quality assurance actions, malpractice actions, disciplinary actions, or concerns, and substance abuse records that might be material to an evaluation of my professional competence, judgment, ethics, and other qualifications for staff reappointment and clinical privileges requested.

I hereby release from liability Bogalusa Medical Center and/or its medical staff and its representatives for their acts performed in good faith in connection with the solicitation and evaluation of the above records and documents bearing on my application and my credentials and other qualifications for staff reappointment and clinical privileges requested.

I hereby also release from liability any and all individuals and organizations that provide to Bogalusa Medical Center and/or its medical staff in good faith information and material concerning my professional competence, judgment, ethics, and other qualifications for staff reappointment and clinical privileges requested.

Print Name:  _______________________________________  Date: _____________


Physician Signature: _________________________________ Date: _____________




CERTIFICATION OF SIGNATURE

I certify that the signature below is my professional signature to be used by the Pharmacy, Health Information Department and the Medical Staff office to verify signatures if necessary. 

	Print Name:
	

	Signature:
	

	Louisiana Medical License

Number
	

	State (CDS) Narcotics Number:
	

	Federal DEA Number:
	

	Medicaid Provider Number:
	

	Date:
	

	Service:
	


Credential Office:  

Copy of completed form to:



 Pharmacy Department 



 Health Information Manager
	CONFIRMED HEATH STATEMENT

	1.    
Do you have any ongoing physical impairment or condition that would make you unable, with

           or without reasonable accommodation, to perform the essential functions of a practitioner in 

           your area or practice or unable to perform those essential functions without a direct threat to

           the heath and safety of others?

                ____ Yes                        ____ NO



	2.    
Considering the essential functions of a practitioner in your area of practice, are you suffering

           from any communicable health condition that could pose a significant health and safety risk to

           your patients?


____ Yes                       ____ NO



	3.
In the past five years, have you had a history of chemical dependency or substance abuse 

           that might adversely affect your ability to competently and safely perform the essential 

           functions of a practitioner in your area of practice?


____ Yes                       ____ NO




	4.  
In the past five years up to and including the present, do you have a history of mental illness 

           or mental health condition that might adversely affect your ability to competently and safety 

           perform the essential functions of a practitioner in your area of practice?


____ Yes                      ____ NO




	It is my belief that I am in good physical and mental health, and I have no heath problems, that would adversely affect my practice in medicine.  If there are any changes in my health that would affect my practice in medicine, I will notify the medical staff office at once.  I agree to undergo any drug testing that may be required by the Medical Staff.

Applicant’s Signature: ________________________
Date: ___________


Print Name: ____________________



	I certify that the above statements are true to the best of my knowledge and I attest to their validity.

_______________________________
____________       _______________________________

Signature of Physician


Date

          Relationship 

(Must be another Physician)


EMPLOYEE HEALTH REQUIREMENTS

1. 
VARICELLA


I have had natural infection ……………………………….
(___)


I have had Immunization………………………………….. 
(___)


I have had (+) anti-varicella serology ……………………
(___)


I DO NOT know and need to be tested …………………          (___)

2. 
HEPATITIS B


I have had natural infection ………………………………
(___)


I have and immunization …………………………………          (___)


I have had (+) anti-HBS serology …………………….…           (___)


I DO NOT know & need to be tested……………………           (___)


3. 
RUBELLA


I have had natural infection ………………………………          (___)


I have and immunization …………………………………           (___)


I have had (+) anti-Rubella Serology ……………………          (___)


I DO NOT know and need to be tested…………………           (___)

4. 
TUBERCULOSIS


I have had natural disease ………………………………          (___)


I have been Tuberculin skin tested 


on ___________ and was negative………………………        (___)


I have been Tuberculin skin tested 


on ___________ and was positive __________ MM…          (___)

5. 
SMALLPOX VACCINATION  


I have had the Smallpox vaccination in the past .   ___ Yes (date _____)    ___ No 


In answering yes, please state site.   ___Left    ___Right   ___Arm    ___Leg

COMMENTS: _______________________________________________________________________

_______________________________________________________________________

PYHSICIAN: _____________________________________DATE: ________________ 

For Cred staff:  Send completed form to Employee Health/Infection Control.

	LSUHSC/Bogalusa Medical Center

Medical Staff Office

433 Plaza Street

Bogalusa, LA  70427

985-730-6711

Fax: 985-730-6713

Verification of Professional Liability Insurance

I, the undersigned, authorize my professional liability insurance carrier, _________________________________________________________ (Insurance company name) 

Address: _______________________________________________

                Street


suite #

                      ____________________________________________


    City



Sate            
 Zip

to send LSU-BOGALUSA MEDICAL CENTER verification of my professional liability coverage showing the dates of coverage, amounts, of coverage and any limits in coverage.  LSU-BOGALUSA MEDICAL CENTER is to hereinafter be a Certificate Holder and is to be notified of the amount of my coverage and any future changes in my insurance status.

_________________________________________


_______________________

Signature









Date

_________________________________________

Print Name

_________________________________________

Policy Number




