CENTRAL COMMUNITY HEALTH BOARD

STAFF MEMBERSHIP □
CLINICAL  PRIVILEGES □
APPOINTMENT □
REAPPOINTMENT □
APPLICATION
NAME 













ADDRESS 













CITY/STATE/ZIP 











TELEPHONE 












Medical





Psychology

_____
Staff Psychiatrist



_____
Staff Psychologist

_____
Adjunct Physician



_____
Psychology Assistant








_____
Psychology Fellow








_____
Psychology Aide

Social Services




Nursing
_____
Licensed Independent Social Worker(LISW)
_____
Registered Nurse (R.N.)

_____
Licensed Social Worker (LSW)

_____
Nursing Trainee

_____
Social Work Assistant

_____
Social Work Trainee

_____
Community Support Provider

Counselor
_____
Staff Counselor in Substance Abuse (CCDC)

_____
Staff Counselor in Mental Health (LPC and LPCC)

_____
Counselor Trainee

_____
Community Support Provider

Other
_____














Please Specify
1.
EDUCATION & TRAINING
a.
EDUCATION
Indicate undergraduate (U), graduate (G), and post graduate (P), beginning with the most recent.

	TYPE
	SCHOOL
	ADDRESSS
	MAJOR
	DEGREE
	DATE

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


b. CLINICAL/FIELD WORK TRAINING

Indicate graduate (G) or post graduate (P), and fellowship (F), internship (I), residencies (R), teaching appointments (T), etc., beginning with the most recent.

	TYPE
	NAME
	LOCATION
	SUPERVISOR
	DATES

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


c. OTHER RELATED EDUCATION

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


2.
WORK EXPERIENCE
a. PROFESSIONAL WORK EXPERIENCE

Indicate current, past appointments and privileges, beginning with the most recent

	FACILITYNAME
	ADDRESS
	APPOINTMENT/PRIVILEGES
	HEAD OF SERVICE
	DATES

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


b. RELATED WORK EXPERIENCE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


c. Have you ever been denied membership and/or privileges at another facility?

_____
Yes

_____
No

d. Has your membership status and/or clinical privileges ever been revoked, suspended, limited or not renewed at any other facility?

_____
Yes

_____
No

If yes, explain 











3.
VALID CERTIFICATION/LICENSES – Clinical, narcotics, etc.

Indicate all current Ohio licenses and certifications.

	CERTIFICATION/LICENSE
	NUMBER
	EXPIRATION DATE

	
	
	

	
	
	

	
	
	


a. Have any of your licenses or certifications ever been suspended, revoked or limited?

_____
Yes

_____
No
b. Is any action currently pending to suspend, revoke or limit any of your licenses or certifications?

_____
Yes

_____
No


If yes, explain 











4.
MEMBERSHIP IN PROFESSIONAL ORGANIZATIONS

Indicate all local (L), state (S) or national (N) professional organizations and dates

	TYPE
	ORGANIZATION
	DATES

	
	
	

	
	
	

	
	
	

	
	
	


a. Has your membership in a professional organization ever been suspended or terminated?

_____
Yes

_____
No

b. Has a renewal of any of your professional memberships been denied?
_____
Yes

_____
No

c. Have you been subject to any disciplinary proceedings by any local, state or national professional organization?

_____
Yes

_____
No


If your answer to a, b, or c is Yes, explain 








5.
CURRENT MALPRACTICE LIABILITY INSURANCE DATA 

 (Applicable only if the Central Community Health Board is not covering)

Indicate name and address of your carrier and policy

	NAME
	ADDRESS
	POLICY NO.
	EXPIRATION DATE
	AMOUNT OF COVERAGE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


a. Have any malpractice claims ever been filed against you within the past five years or are any currently pending?


_____
Yes

_____
No

b. Have any malpractice allegations involving your work been settled by you or your carrier prior to the filing of a claim?

_____
Yes

_____
No

If your answer to either a. or b. is yes, explain each claim or allegation, the circumstances, including relevant dates, and how it was disposed.

6.
CRIMINAL CONDUCT
a. In the last ten (10) years, have you ever been convicted of a criminal offense other than a minor traffic violation?



_____
Yes

_____
No

b.
In the last ten (10) years, have you pleaded guilty to any criminal charges other than a minor traffic violation?




_____
Yes

_____
No

c. Are any criminal charges, other than a minor traffic violation, currently pending against you?

_____
Yes

_____
No
If your answer to either a, b, or c. is yes, explain the nature of the charges, relevant dates and how the matter(s) was disposed.

7.
PROFESSIONAL REFERENCES (List no less than two)

	NAME
	ADDRESS
	CITY/STATE/ZIP
	FORMER SUPERVISOR
	COLLEAGUE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


8.
PRIVILEGES - Request for clinical privileges will be evaluated and granted pursuant to the Rules and Regulations for membership in the Professional Staff of the Central Community Health Board.

I, 





, certify that the above information is correct and current.  I agree to be bound by the Rules and Regulations for being a Professional Staff of the Central Community Health Board. 
I also acknowledge that I have carefully read, dated and signed the Statement of the Applicant, attached as Appendix A, and that I acknowledge and agree to the terms contained in that Statement.

Signature of Applicant





Date

APPENDIX A
STATEMENT OF THE APPLICANT 

FOR MEMBERSHIP IN THE PROFESSIONAL STAFF OF THE 

CENTRAL COMMUNITY HEALTH BOARD

I fully understand that any misstatement in or omission from this application constitutes cause for denial of appointment or privileges, or cause for disciplinary action from the clinical staff.  All information submitted by me in this application is true to my best knowledge and belief.

In making this application for appointment to the professional staff of the Central Community Health Board (CCHB), I acknowledge my obligation to provide continuous care and supervision of any patients or clients, and to accept committee assignments.  I acknowledge that I have no physical or mental ailment which would impair my ability to provide services at the facility.  I knowledge that I have received and read the Rules and Regulations for being a Professional Staff of the Central Community Health Board  and agree to be bound by the terms thereof, if I am granted membership or clinical privileges.  And finally, I agree to abide by the ethical guidelines of professional conduct for my respective discipline.

By applying for appointment to the staff, I hereby signify my willingness to appear for interview in connection with my application.  I hereby authorize the facility, or its professional staff and their representatives, to contact administrators and members of the staffs of other facilities or institutions with which I have been associated, and with any person, organization or others, including past and present malpractice insurance carriers, who may have information bearing on my professional competence, character and ethical qualifications.  I hereby further consent to the inspection by the facility, its clinical staff and its representatives of all documents, including clinical records at hospitals and other facilities as they are made available, that may be material to an evaluation of my professional qualifications and competence to become a member of the staff and to carry out the clinical privileges requested.

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

I understand and agree that I, as an applicant for professional staff membership, 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 have not requested privileges for any procedures for which I am not appropriately licensed, certified, registered, or have demonstrated competence and expertise.  Furthermore, I realize that certification by a board does not necessarily qualify me to perform certain procedures.  However, I believe that I am qualified to perform all procedures for which I have requested privileges.

I have signed this Application without mental reservation, voluntarily and state I am competent to make this statement and sign this Application.
Signature of Applicant




Date

Witness






Date

