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MINDEN

MEDICAL CENTER

FExcellence in healthcare close to home.




Dear Practitioner:

Thank you for your interest in re-applying for medical staff membership and clinical privileges at Minden Medical Center.  Although you may have been recently appointed to our Medical Staff, we reappoint our entire Medical Staff at the same time on a bi-annual basis.  Please find enclosed a reappointment request and information form and clinical privilege forms in your specialty.  Please read all documents carefully before completing all forms.  

Instructions for completion of Application for Reappointment

You must complete and return the following by: ASAP.
Reappointment profile:

The enclosed profile shows current information on file.

· Update and/or correct the information directly on the profile.

· If you are requesting a change in staff status, indicate the change directly on the form.

· Complete the listing of all continuing medical education (CME) programs that you attended since your last reappointment with the credits earned, and/or attach copies.

· Answer questions about disciplinary action and clinical performance, and complete the form on professional liability insurance (attach certificate of insurance (COI)).
Clinical privileges request:

You must submit a new clinical privileges request form.  

· Complete the clinical privileges request form for your specific specialty.

· Sign, date, and return the privileges request form.

· If you are requesting new privilege(s) for procedure(s) never requested or granted at Minden Medical Center, you must attach documentation of training and/or experience with the requests.

Also please enclose the following with your completed reappointment request:
· Current curriculum vitae (CV) or resume’ including months and years for all places of employment during the past ten (10) years.  Explain any gaps of six (6) months or more during the past five (5) years.
· Copies of: current state professional license/certificate or registration (including Board certification/recertification, CPR/BLS, ACLS, PALS, NRP (whatever applies to your Staff Category), federal DEA registration certificate and Controlled Dangerous Substance/Substance Registration (CDS/CSR).  If your registration(s) will be expiring within the next sixty (60) days, please provide a copy of the renewal certificate.  Also, a current & legible copy of your driver’s license (DL) – PLEASE MAIL IF NECESSARY.
· Any additional attachments required by the application.
· ALL signed and dated signature forms.

· Please return your reappointment request with all supporting documentation by ASAP.  Courtesy Staff ONLY: $250 for Reappointment, payable to Minden Medical Center.
If you DO NOT wish to reappoint, please sign below and return this page only.

I do not wish to reappoint at this time.  In the future, should I reconsider; I will contact the appropriate personnel.  Thank you,
Signature





Printed Name




Date
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MINDEN

MEDICAL CENTER

FExcellence in healthcare close to home.




Reappointment Request and  Information Form

Please complete ALL sections of application. « SEE CV » sections will be returned.


Name:
Specialty: 
SSN:
DOB:
Gender:        F
M
Staff Category (check one):   Active    Associate (ER)   Consulting   Courtesy    AHP (NP, PA, RN)
Practice Name:

Address, City, State and Zip Code:

Telephone Number:



Facsimile Number:

Email Address:



Office Mgr/Contact Person:

Home Address, City, State and Zip Code:

Telephone Number:



Cell/Pgr Number:

1. Do you wish to be reappointed to the medical staff of this hospital?  YesNo

2. Please complete a new privilege request form for the desired privileges, and add or delete according to your current clinical practice patterns. Please note: All requests for additional or modification of clinical privileges must be accompanied by information documenting training, experience and current clinical competence.

3. Please submit a copy of your current state license(s), Drug Enforcement Administration (DEA) and Controlled Dangerous Substance (CDS/CSR) license, ACLS/BLS, CPR, PALS, NRP ( whatever is applicable for your Staff Category") professional liability insurance cetificate or other evidence of current coverage.


If you answer “yes” to any of the following questions, please provide an explanation on the reverse side of this form or on a separate sheet of paper and attach. 

4. Since your last appointment: 
	1. Has your license/certification (MD, DO, DDS, DPM, RN, LPN, APRN, PA, COA, COT, OSA) in any jurisdiction ever been challenged, limited, suspended, or revoked, or is your license currently subject to any successful or pending challenge?   YesNo

	2. Has your DEA number ever been limited, suspended, or revoked, or is it currently subject to any successfully or pending challenge?
                            YesNo

	3. Have you ever been notified to appear before any licensing agency for a hearing or complaint of any nature?                                                                             YesNo

	4. Has your federal or state narcotics registration certificate in any jurisdiction ever been voluntarily or involuntarily limited (stipulations), suspended, revoked, restricted, or surrendered, or is it currently being challenged?                                         YesNo

	5. Have your privileges at any hospital ever been suspended, diminished, revoked, or not renewed?
                                                                                                    YesNo

	6. Has your specialty board status ever been suspended or revoked?
    YesNo

	7. Have you taken an examination for board certification and failed since your last appointment/reappointment?
                                                                YesNo

	8. Have you ever been denied appointment, or clinical privileges, or renewal thereof, or been subject to disciplinary action by any medical staff/hospital, or resigned from a medical staff?
                                                                                        YesNo

	9. Have you been named in a malpractice action within the past five years? YesNo


	10. Has your faculty appointment or membership in any medical or other professional school ever not been renewed or subject to disciplinary action?
                 YesNo

	11. Have you ever requested a fair hearing or board appeal?   
                 YesNo

	12. Have you ever brought litigation against a hospital or medical staff?
     YesNo

	13. Have you received any type of sanction from a professional review organization (PRO), or third-party payer including a state/federal or regulatory agency?
     YesNo

	14. Have you ever been denied appointment or clinical privileges, or renewal thereof, or have you ever voluntarily relinquished clinical privileges or resigned from a medical staff?
                                                                                                     YesNo

	15. Is any such action or investigation pending?                                                YesNo

	16. Do you use illegal drugs or have you illegally used drugs in the past five (5) years?
                                                                                                                             YesNo


5. Have you had any recent physical, mental, or behavioral problems that might affect your ability to safely treat patients at this hospital?


YesNo

If yes, please explain below or on the reverse side of this form or on a separate sheet of paper and attach:




Regardless of how this question is answered, the application will be processed in the usual manner. If you have answered this question affirmatively and are found to be professionally qualified for medical staff appointment and the clinical privileges requested, you will be given an opportunity to meet with the physician’s health task force to determine what accommodations are necessary or feasible to allow you to continue to practice safely.

MINDEN MEDICAL CENTER

EMPLOYEE HEALTH

TB Skin Tests – Physicians and Allied Health

For TB Skin Test:  
Take this form to Kristie Copeland’s office (2nd floor in Nursing Administration) to receive your Matoux (TB) test.

For Chest X-ray:  
If you have a history of positive testing or reactions to the test, take this form to the Radiology Department for a chest x-ray.

If you are pregnant:  
Do not have either of the above tests done.  Contact Kristie Copeland so other arrangements can be made.

Name:  _______________________


  FORMCHECKBOX 
   Mantoux
 FORMCHECKBOX 
  Chest X-ray     Reason for X-ray:  _____________________

Date given:

______________________________

Location:

______________________________

Date read:

______________________________

Result:

______________________________

Nurse Signature:
______________________________

Employee Health Nurse Follow-up:
 FORMCHECKBOX 
  None

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Revised:  02/16/11 KC, RN
6. Since your last appointment, have you been board certified by any Board? YesNo

If yes, please list below:




7. Since your last appointment, have you joined any other hospital staff or health care organization? YesNo

If yes, please list below:




8. Please list two (2) professional peers with the same type of license or a higher level of licensure who are familiar with your professional performance in the past three (3) years.

Name and Title:




Specialty:

Address (street, city, state, zip)

Contact Number:




Fax Number:

Name and Title:




Specialty:

Address (street, city, state, zip)

Contact Number:




Fax Number:

Name and Title:




Specialty:

Address (street, city, state, zip)

Contact Number:




Fax Number:

I hereby request reappointment to the medical staff of this hospital with requested clinical privileges as shown on the attached. I acknowledge that I have been given access to the medical staff’s current bylaws, rules and regulations and hospital policies, and hereby agree to abide by them.

Signature stamps and date stamps are not acceptable.

Practitioner’s Signature





Practitioner’s Printed Name






Date
Statement of Authorization & Release from Liability

(* Please complete entire sheet *)

Name of Insurance Carrier:

Address of Carrier:

Fax Number:
Policy #    

I,  
, am applying for appointment to the Medical Staff of Minden Medical Center and hereby authorize my Carrier to release to the Hospital all information regarding my Claims History, including but not limited to:

1. Judgements entered
2. Claims settled, and
3. Cases and lawsuits pending
Please return this information to:

Medical Staff Department

Attn: Shannie Gobert

P.O. Box 5003

Minden, La 71058-5003

(318) 371-3239 fax

In authorizing the release of such information to the Hospital, I hereby release you from liability and indemnify you for acts performed in good faith and without malice in connection with supplying of this information needed for the processing of my application for appointment to the Medical Staff of Minden Medical Center.  I also request that Minden Medical Center be added as a certificate holder and be mailed updated malpractice certificates as they are renewed.

Practitioner Signature




Date
Applicant’s Attestation

I,                                                
   , certify that the information I have provided and the statements I have made on this application are correct, true, and complete to the best of my knowledge.  I will abide by the applicable Medical Staff Bylaws and Rules & Regulations of Minden Medical Center, should I be granted membership and/or clinical privileges.  I also agree to be bound by the terms thereof in all matters relating to consideration of my application, without regard to whether or not I am granted membership and/or clinical privileges.  I acknowledge that I have received and reviewed a copy of the Medical Staff Bylaws and Rules & Regulations of Minden Medical Center.  I further agree that, in the event there should arise an adverse ruling with respect to my staff membership, staff status and/or clinical privileges, I will exhaust the administrative remedies afforded by Minden Medical Center’s Medical Staff Bylaws before resorting to formal legal action.  I signify my willingness to appear for interview in regard to this application, from time to time upon the request of the Hospital, their Medical Staff, or any committee or official thereof.  I further understand that any misrepresentation or omission of information from this application shall constitute cause for denial of this application and cause for summary revocation of staff membership and any clinical privileges granted to me.  I also understand, acknowledge and agree that I have the burden of producing adequate information for proper evaluation of my licensure, experience, background, training, ability, professional ethics, competence, judgment, physical, mental, and emotional health status/stability and/or resolving any doubts about these or any of the other qualifications for staff membership and/or clinical privileges specified in the Medical Staff Bylaws of Minden Medical Center.  I fully understand that it is my duty to promptly report to the Medical Staff of Minden Medical Center any changes in the responses (s) to the questions I Licensure and Certification section, resulting from my practice in any other setting or institution.  The failure to do so shall constitute cause for summary suspension and dismissal from the staff.  I agree to provide such other and further information relating to the foregoing as the Medical Staff may require.

Signature stamps and date stamps are not acceptable.

Signature






   Date (do not type)

All applicants have the right to be informed of their application status.  Application status inquiries should be directed to Minden Medical Center.  Practitioners may utilize any or all of the following to ensure accurate file information.

· The right of practitioners to review information submitted to support their credentialing application.

· The right of practitioners to correct erroneous information.

· The right of practitioners to be informed of the status of their credentialing or recredentialing application upon request.

· The right of practitioners to be notified of these rights.

This application has been designed to streamline the credentials verification process for providers, and meets the standards of many accrediting organizations.  The application will be processed in accordance with Minden Medical Center’s required standards.
MINDEN MEDICAL CENTER

CREDENTIALS VERIFICATION

STATEMENT OF CONTINUING MEDICAL EDUCATION

This form is only required for those applicants applying for hospital or clinic privileges.  

It is not required for health plan credentialing.

Each licensing board has specific requirements governing the amount of CME credits needed each year to maintain current licensure.  Please list below the courses completed, and the location, date and the number of hours of CME credits you have obtained during the past two years.  If necessary, use an additional sheet, or you may send a copy of your own listing of courses completed.

	Course Taken
	Location
	Date
	Number of

CME Hours

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


During the past two years, _________ % of my continuing medical educational activities was related to the privileges requested.  I hereby certify that within the past two years I have completed at least the minimum number of hours of continuing education credits required by the board through which I am licensed, and have participated in all performance improvement activities as specified by the hospital(s) at which I have privileges.  If audited, I will be able to provide documentation of the seminars or courses attended.  I recognize that failure to produce documentation upon request will jeopardize my membership on the medical staff.

Practitioner Name (Printed)







Signature








Date (Do not type)







MINDEN MEDICAL CENTER

CREDENTIALS VERIFICATION 

DESIGNATION AND AUTHORIZATION FOR RELEASE AND REDISCLOSURE OF INFORMATION (“Release”)

Authority to Release:  I have applied to participate as a provider for MINDEN MEDICAL CENTER and its authorized representatives (i.e. CEO and authorized representative, Board of Governors, trustees, and directors, and all Medical Staff members who have responsibility assigned in the Bylaws).  I consent to complete disclosure by the recipient of this release to MMC all relevant information pertaining to my professional qualifications, moral character, physical and mental health (hereinafter “qualifications”).  I authorize the recipient to make available and/or disclose to MMC all such information in its files from any university, professional school, licensing authority, accreditation board, hospital, physician, dentist, professional society, insurance carrier, law enforcement agency, military service, or any other person or entity deemed necessary or appropriate in the investigation and processing of my application.

I request and authorize the recipient to release the requested information and I expressly waive any claim of privilege or privacy with respect to the released information bearing on my admission to, retention or termination of medical staff appointment or clinical privileges.  I release and discharge MMC, and the medical, dental, podiatry and ancillary staffs or panels, credentials committees, administrators, review and approval boards or committees, governing boards, whether or not designated by these titles, and their agents, servants or employees authorized by representatives and all other persons or entities supplying information to them from liability or claims of any kind or character in any way arising out of inquiries concerning me or disclosures made in good faith in connection with my application for appointment to the Minden Medical Center’s Medical Staff or Provider Panel.

Authority to Redisclose:  Unless I have denied authority by initialing here 
, I authorize Minden Medical Center and Minden Medical Center’s Authorized Representatives to redisclose information concerning my qualifications, or credentials and privileges to third parties who have a need to know the information (1) based upon state or federal laws or regulations, or (2) pursuant to any health care provider agreement to which I am or will be a party and in which I have an interest as an individual health care provider, or (3) to participate in the common recredentials program, if applicable.

This Release does not authorize MMC to disclose information about my qualifications to any claimant.  If a claimant requests information from MMC about me or if a subpoena duces tecum is served upon MMC seeking information about me, which is in MMC’s possession, I understand I will be notified immediately.  If I direct MMC to resist the subpoena, I hereby agree to indemnify and hold harmless MMC, its officers, directors, employees and agents for all attorney fees, costs, fines, and expenses incurred in resisting the subpoena at my request.

This authorization is limited to the acquisition and disclosure of information required by state or federal law, and information which is acquired or disclosed pursuant to activities protected by the state’s Review Organizational Immunity Act and the Health Care Quality Improvement Act of 1986.  A photocopy of this Designation and Authorization for release and redisclosure of information shall be considered by the recipient to be a signed original, as long as it is transmitted to the recipient by MMC and is received within five years of its date.

I understand that I may withdraw or modify this authorization at any time in writing by submitting a written request to MMC.  PHOTOCOPY THIS FORM.
Signature stamps and date stamps are not acceptable.

Applicant Signature

Printed Name






   Date    (do not type)
ARTICLE IV

PROCEDURES FOR INITIAL APPOINTMENT & REAPPOINTMENT
PART A.
INITIAL APPOINTMENT

Section 2.
Content of Application for Initial Appointment
(e)
Health Status: Indication that applicant possesses the necessary physical and mental health status necessary and capable to performing the functions of staff membership and exercising the privileges requested.  In instances where there is doubt about an applicant’s ability to perform privileges requested, an evaluation by an external or internal source may be requested by the MEC or the board.  TB skin testing and/or a copy of the recent test result is required for all Practitioners on an annual basis.  

ARTICLE II

MEDICAL STAFF MEMBERSHIP

PART B.
BASIC QUALIFICATIONS OF STAFF MEMBERSHIP

11.
All Emergency Department physicians are required to have current ACLS and PALS certification.  Failure to maintain current status will result in loss of privileges until ACLS and PALS certification is current.

12.
All Nursery Physicians are required to have current NRP certification.  Failure to maintain current status will result in loss of privileges until NRP certification is current.

13.
All Active and Courtesy Staff Physicians and Practitioners, are required to have current CPR (BLS) certification.  Failure to maintain current status will result in loss of privileges until CPR (BLS) certification is current.  

Education – 2011

CPR Courses:All Classes will be at 8:00 AM




   
	Jan. 14th
	July 29th

	Jan. 25th
	Aug. 2nd

	Feb. 18th
	Aug. 19th

	March 1st
	Sept. 9th

	March 11th
	Sept. 28th

	April 1st
	Oct. 4th

	April 5th
	Oct. 14th

	May 6th
	Nov. 8th

	May 24th
	Nov. 18th

	June 10th
	Dec. 9th

	June 28th
	Dec. 13th

	July 5th
	


NRP Courses: Registration 8-8:30 am Class will start at 8:30 am
	Jan. 7th
	April 8th
	July 15th
	Oct. 6th

	Feb. 18th
	May 12th
	 Aug. 11th
	Nov. 4th

	March 10th
	June 16th
	Sept. 1st
	Dec. 1st


PALS one day renewal Class begins at 8:00 am

	Jan. 28th
	March 25th
	May 27th
	July 22nd
	Sept. 22nd
	Nov. 30th

	Feb. 24th
	April 21st
	June 23rd
	Aug. 26th
	Oct. 21st
	Dec. 23rd


PALS two day courses TBA

ACLS Courses: Class begins at 8:00 am

	Jan. 27th
	March 24th
	May 26th 
	July 21st
	Sept. 23rd
	Nov. 29th 

	Feb. 25th
	April 22nd
	June 24th 
	 August 25th 
	October 20th  
	December 22nd  


Stable Courses: TBA

	January 
	August 

	 April 
	December 


Crisis Prevention Intervention

	Jan. 13th
	July 7th  

	March 3rd 
	September 8th  

	May 5th 
	November 10th 


For Medical Staff Office use: 


Date form sent:	Date form received: ______________________


Reappointment Period:_08/31/2011 – 09/01/2013_________________________________








Medical Staff Office


PO Box 5003


Minden, LA 71058-5003


1 Medical Plaza, LA 71055


P: (318) 371-4325; F: (318) 371-3239


� HYPERLINK "http://www.mindenmedicalcenter.com" �www.mindenmedicalcenter.com�
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