APPLICATION FOR EMPLOYMENT

AT SWLA CENTER FOR HEALTH SERVICES
INSTRUCTIONS   All information should be typed or printed legibly.  Please fill in all spaces.  If a particular section does not apply, enter “N/A”.  Give complete answers to all questions and attach all requested documentation.  We ask that you do not fill in the blanks with “See C.V.”  If more space is needed, attach additional sheet and make reference to the question being answered.

Your application will be considered INCOMPLETE if all blanks are not filled in or all requested documentation is not attached, and you will be contacted for that information.  This may cause a delay in processing.

Attach the following documents to this application:



____
Current state license(s), board certifications, etc.



____
Current DEA and State controlled substance licenses



____
Certificate of professional liability insurance



____
ECFMG Certificate if applicable (# ________________)



____
Current Curriculum Vitae

PERSONAL DATA
Name in Full ________________________________________________________________________



First



Middle



Last


Suffix

Maiden Name (if applicable): ___________________________________________________________

List all names under which you were enrolled, licensed, or also known as: ________________________

____________________________________________________________________________________

Sex ___________________ Social Security # _____________________________

Marital Status ____________________  If Married, Spouse’s Name ____________________________

Birthdate ___________________ Birthplace ______________ Citizenship _______________________

If not a citizen of the United States, status of your visa: ________________ Expiration _____________

Languages spoken in addition to English: __________________________________________________
ADDRESSES

Residence __________________________________________________________________________



No. and Street                            City                                  State                                    Zip

Telephone:  ________________________________      Fax:  ____________________________

Primary Office ______________________________________________________________________

                            No. and Street                       City                                   State                                    Zip

Telephone: ________________________________      Fax: _____________________________

Credentialing Contact ________________________________________________________________

                                         Name                                                                         Telephone and/or extension

STAFF CATEGORY




Privileges are being requested for the practice of:






_____
Pediatrics






_____
Obstetrics and Gynecology






_____
Family Practice






_____
Internal Medicine

PROFESSIONAL DATA

BOARD CERTIFICATION Names of specialty boards by which you are certified.

Specialty/Subspecialty ___________________ Date Certified ___________ Expiration Date _________

Recertified
[  ] Yes    [  ] No     Date of Recertification ________________ Expiration ____________

Specialty/Subspecialty ___________________ Date Certified ___________ Expiration Date _________

Recertified 
[  ] Yes   [  ] No      Date of Recertification ________________ Expiration ____________

1 a.
Are you Board Qualified?  [ ] Yes   [ ] No   If YES, Date of Exam: ________________________

   b.  
Has your Board Certification ever been suspended or revoked?*
[ ] Yes   [  ] No


*If the answer to the above question is YES, please attach a sheet with detailed information.

AFFILIATIONS:  List all present and previous affiliations with complete addresses, in chronological order, beginning with the most recent dates.  Please explain any time periods that are unaccounted for in your work history, including military service.  If more space is needed, attach additional sheet.

Facility Name


Complete Address

Department

          Dates Affiliated

____________________________________________________________________________________

Facility Name


Complete Address
 
Department

          Dates Affiliated

____________________________________________________________________________________

Facility Name


Complete Address

Department

          Dates Affiliated

____________________________________________________________________________________

Facility Name


Complete Address

Department

          Dates Affiliated

____________________________________________________________________________________

Facility Name


Complete Address

Department

          Dates Affiliated

____________________________________________________________________________________

Facility Name


Complete Address

Department

          Dates Affiliated

1. Have your  memberships or clinical privileges ever been voluntarily or

[  ] Yes
  
[  ] No
involuntarily limited, reduced, suspended or relinquished, or have you

ever lost your clinical privileges at another health care facility (i.e.

hospital, HMO, PPO)?

2. Has your application for appointment to the medical staff or any other

[  ] Yes

[  ] No
health care facility ever been denied?

3. Have you voluntarily or involuntarily resigned from the medical staff

[  ] Yes

[  ] No
of any health care facility?

If the answer to any of the above questions is YES, please attach a sheet with detailed information.

LICENSE(S)    Please list all.

State __________
License# __________
   Profession __________
Expiration Date __________

State __________
License# __________
   Profession __________
Expiration Date __________

State __________
License# __________
   Profession __________
Expiration Date __________

State __________
License# __________
   Profession __________
Expiration Date __________

UPIN Number _____________ Medicare Number _______________ Medicaid Number ___________

DEA Registration Number _________________ Schedules ___________ Expiration Date ___________

State Controlled Substance Number__________ Schedules ___________ Expiration Date ___________

If DEA/State Controlled Substance Number does not reflect schedules 2, 2N, 3, 3N, 4 and 5, please provide explanation.
Please answer each of the following questions in full.

1. Have any disciplinary actions ever been initiated and/or are now pending against        [  ] Yes   [  ] No

    you by any state licensure board?
2. Has your license to practice medicine in any state ever been denied, limited,
         [  ] Yes   [  ] No

    suspended, revoked, or voluntarily relinquished?

3. Have you ever been suspended, sanctioned or otherwise restricted from

         [  ] Yes [  ] No

    participating in any private, federal or state health insurance program (i.e.

    Medicare, Medicaid)?

4. Have you ever been the subject of an investigation by any private, federal                    [  ] Yes [  ] No

    or state agency concerning your participation in any private, federal or state

    health insurance program?

5. Has your DEA/State Controlled Substance Number ever been limited,

         [  ] Yes [  ] No

    suspended, revoked or voluntarily/involuntarily relinquished?

6. Have you ever been convicted of a felony or misdemeanor other than minor
         [  ] Yes [  ] No

    traffic violations?

7. List participation in any private health insurance program: ________________________________

If the answer to any of the above questions is YES, please attach a sheet with detailed information.
EDUCATION

Schools:  College or University

Name



Complete Address


Degree

     Date of Graduation

Name



Complete Address


Degree

     Date of Graduation

If more than one of the following was begun or completed, please supply the same information on a separate sheet and attach.

Internships:
________________________________________________________________________



Institution Name




Complete Address



________________________________________________________________________



Type of Internship


Effective Dates

     Program Chairman

Residencies:
________________________________________________________________________



Institution Name




Complete Address



________________________________________________________________________



Type of Residency


Effective Dates

     Program Chairman

Fellowships:
________________________________________________________________________



Institution Name




Complete Address



________________________________________________________________________



Type of Fellowship


Effective Dates

    Program Chairman

Teaching:
________________________________________________________________________



Institution Name




Complete Address



________________________________________________________________________



Type of Appointment


Effective Dates

    Program Chairman

1. During your internship, residency, fellowship or teaching appointment (as is applicable):

    a.  were you disciplined, suspended, placed upon probation, formally reprimanded, or

         asked to resign?








          [  ] Yes  [  ] No

    b.  have you had a leave for 30 or more consecutive days?                                             [  ] Yes  [  ] No

         If YES, please attach a sheet with detailed information.

Professional Society Memberships

Name _______________________________________  
Date of Membership __________________

Have you ever been denied membership or renewal thereof, or been subject to proceedings in any

professional organization? If YES, please attach a sheet with detailed information.      [  ] Yes  [  ] No

PROFESSIONAL LIABILITY INSURANCE

Present Carrier ______________________________________________________________________

 


Name





Address

Coverage Limits ______________________________________________________________________

Effective Date _______________ Expiration Date _______________ Retroactive Date _____________

Type of Policy: 
Occurrence [  ]
Claims Made [  ]

Do you participate in the Louisiana Patient’s Compensation Fund?

                 [  ] Yes      [  ] No

1.  Has your professional liability insurance coverage ever been terminated by            [  ] Yes      [  ] No

     action of an insurance company?

2.  Have you ever been denied professional liability insurance coverage or rated         [  ] Yes      [  ] No

     in a higher than average risk class for your profession?

3.  If the answer to question 1 or 2 is YES, state when and by what company: _____________________

4.  List all insurance carriers for the past five (5) years.  Attach additional sheet if necessary.

____________________________________________________________________________________

Carrier



Complete Address


Policy #
         Coverage Period

____________________________________________________________________________________

Carrier



Complete Address


Policy #
         Coverage Period

LEGAL ACTIONS

1.  Have any professional liability suits ever been filed against you?

[  ] Yes      [  ] No

2.  Have any professional liability suits been filed against you which are

[  ] Yes      [  ] No

     presently pending?

3.  Have any judgments been made against you in a professional liability

[  ] Yes     [  ] No

     case(s) or claims(s), or have you entered into any settlements?

If the answer to any of the above questions is YES, please attach a sheet with detailed information.  The explanation must include: Name of court in which suit was filed; caption and docket number of case; name and address of attorney defending you; all other relevant details.

HEALTH STATUS

1.  Do you have any physical, mental, or emotional condition that would affect
[  ] Yes    [  ] No


     your practice in any way?

2.  Present health status: [  ] GOOD   [  ] FAIR   [  ] POOR (If Fair or Poor, state reasons on a separate sheet)

3.  Have you been hospitalized any time during the past five years?


[  ] Yes   [  ] No

4.  Do you have any limitations on your health, life or disability insurance, or 
[  [ Yes   [  ] No

5.  Have you ever had any problems with alcohol or drug dependency?

[  ] Yes   [  ] No

6.  Are you currently taking any medication that may affect either your clinical
[  ] Yes
   [  ] No

     judgment or motor skills?

7.  Are you currently under any limitations in terms of activity or work load?
[  ] Yes   [  ] No

8.  Are you currently under the care of a physician or psychologist?


[  ] Yes   [  ] No

If the answer to questions 1, 3, 4, 5, 6, 7 or 8 is YES, please attach a sheet with detailed information.

REFERENCES

List three professional references who have personal knowledge and can evaluate your performance, such as Department Chairman, Chief of Staff, current partners, and associates in practice. Provide current, complete addresses along with fax numbers, if known.

____________________________________________________________________________________

Name



Complete Address


Telephone


Fax

____________________________________________________________________________________

Name



Complete Address


Telephone


Fax

____________________________________________________________________________________

Name



Complete Address


Telephone


Fax

DETAIL SHEET

For questions answered “Yes” under the professional liability section.  Complete this form for each professional liability claim which has been filed against you.  This form may be copied.

Name of Applicant: _____________________________________________________ Date: ________________

Year Claim Was Filed: _____________ Name of Patient: ____________________________________________

Name(s) Of Claimant(s), If Other Than Patient: ____________________________________________________

Briefly state the allegation made against you (i.e., what the claimant alleges you did or failed to do that caused the patient to be injured).

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What did the claimant allege was the nature of the patient’s injury?

_________________________________________________________________________________________

Was the claim filed under the Louisiana Medical Malpractice Act (Act 817)?
    
   Yes ____    No ____

If yes, has a medical review panel rendered an opinion?




   Yes ____    No ____


If yes, did the panel render an opinion in your favor?


_____ No


_____ Yes, Month/Year of Opinion ___________________

Has the claimant (plaintiff) filed suit in court?

_______ No

_______ Yes, Case Number _____________________________________

_______ State Court  

State: __________________  Parish/County: _______________________

_______ Federal Court (U.S. District Court)

         District: _____________________________

Has the case been tried in court?

Yes ______
No _______

Present disposition of the claim or case:

_______  Verdict of judgment in my favor, no damages awarded.

_______  Verdict or judgment of the claimant (plaintiff) in the amount of $____________________

_______  Case or claim settled for $_____________________

_______  Case or claim is still pending.

Your attorney in this case:

Name: _________________________________________________

Firm: __________________________________________________

Address: _______________________________________________

Additional Comments: ________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Signature: ___________________________________________ Date: _________________________________
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