Attach a Recent Wallet Size Photo Here
Application for Employment

Core Physician Resources

503A North 1st Street

Fairfield, IL  62837

618.842.2491
618.842.2497 Fax
PERSONAL INFORMATION (Please Print)



Last Name 

First Name

Middle Name (Required)

MD/DO

Social Security #


Office Address


City

State

Zip Code

Area Code &Telephone


Home Address


City

State

Zip Code

Area Code &Telephone 


Cell Phone



Fax # 


E-Mail Address


NPI #



If you require payment to a corporation, please list name and Federal ID# 




Driver’s License Number


Citizenship/VISA-Immigration Status

Birthplace/County/City/State/Country


Date of Birth
Sex



Marital Status


Name of Spouse


Cell Phone (spouse)

Work Phone (spouse)

Please provide the name and address of someone who will always know your forwarding address:


Last Name


First Name


Relationship


Area Code & Telephone



Home Address


City

State

Zip Code


Cell Phone
LICENSURE   Use additional sheets if necessary

MEDICAL LICENSE



State
License #

Original Issue Date

Date Expires

Active/Inactive/Pending
License Unlimited?


State
License #

Original Issue Date

Date Expires

Active/Inactive/Pending
License Unlimited?


State
License #

Original Issue Date

Date Expires

Active/Inactive/Pending
License Unlimited?
FEDERAL DEA 


DEA Registration #



Date Issued

Date Expires

License Unlimited?


DEA Registration #



Date Issued

Date Expires

License Unlimited?

STATE CONTROLLED SUBSTANCE REGISTRATION


State


CS License #

Expiration Date

Any limitations? (If Yes, explain)


State


CS License #

Expiration Date

Any limitations? (If Yes, explain)



State


CS License #

Expiration Date

Any limitations? (If Yes, explain)



State


CS License #

Expiration Date

Any limitations? (If Yes, explain)

REQUIRED DOCUMENTATION

The following documentations are required to obtain hospital privileges.  To maintain privileges, current copies of renewals must be forwarded to CPR upon your receipt. 
( Medical School Diploma & Training Certificates



(  All State Licenses

(  Federal DEA Certificate





(  Life Support Certificates (both sides)

(  State Controlled Substance Certificate




(  ECFMG Certificate (if applicable)

(  Board Certification(s)





(  Curriculum Vitae

(  Original National Provider Identification (NPI#) letter


(  Photo (Current)
(  Continuing Medical Education Certificates for past 3 years


(  Insurance Certificate
EDUCATION

PREMEDICAL EDUCATION



College or University





Degree


Honors



Address




City

State

Zip

Date of Graduation



College or University





Degree


Honors



Address




City

State

Zip

Date of Graduation

MEDICAL EDUCATION


Medical School





Degree


Honors



Address




City

State

Zip

Date of Graduation

ECFMG


Number









Date Issued

INTERNSHIP


Hospital (Full Name)


Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Type




Practitioner(s) Responsible for Performance (Chief of Staff, Chairman of Dept., etc.)

RESIDENCIES, FELLOWSHIPS, PRECEPTORSHIPS, TEACHING APPOINTMENTS

List in chronological order. If additional space is required,  attach a separate sheet.


Facility (Full Name)



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Type




Practitioner(s) Responsible for Performance (Chief of Staff, Chairman of Dept., etc.)



Facility (Full Name)



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Type




Practitioner(s) Responsible for Performance (Chief of Staff, Chairman of Dept., etc.)



Facility (Full Name)



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Type




Practitioner(s) Responsible for Performance (Chief of Staff, Chairman of Dept., etc.)



Facility (Full Name)



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Type




Practitioner(s) Responsible for Performance (Chief of Staff, Chairman of Dept., etc.)

BOARD CERTIFICATION



If Board Certified, State Name & Board
Date of Written Exam

Date of Oral Exam
Certification #
Date Certified
Date Expires



If Board Certified, State Name & Board
Date of Written Exam

Date of Oral Exam
Certification #
Date Certified
Date Expires



If Board Certified, State Name & Board
Date of Written Exam

Date of Oral Exam
Certification #
Date Certified
Date Expires

PROFESSIONAL EXPERIENCE
EMERGENCY MEDICINE EXPERIENCE


(Please approximate number of hours of E.D. experience per month and patient volume per year for each facility)



Hospital






Position Held

Part-Time

Full-Time



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Number of hours



Volume per year



Immediate Supervisor


Hospital






Position Held

Part-Time

Full-Time



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Number of hours



Volume per year



Immediate Supervisor
ADDITIONAL TRAINING AND EXPERIENCE

I verify that I have obtained additional training and experience listed below and have demonstrated competency in the practice of Emergency Medicine:
I have accumulated more than ______ hours of Emergency Medicine experience from __________ to __________.  









Mo.Yr.
      Mo.Yr.


Since __________ to __________ I have participated in the delivery of ________ newborns and cared for more than ________pediatric patients.  

             Mo.Yr.
      Mo.Yr





.


**Note:  You may include training and experience from medical school and residency rotations.  

I am certified in the following:  (Check all that apply)

( BLS*

Expiration Date _______________


( ACLS* 

Expiration Date _______________



( ATLS+ 

Expiration Date _______________



( PALS/APLS
Expiration Date _______________


( NRP/NALS 
Expiration Date _______________



( ABLS 

Expiration Date _______________



 OTHER:  _________________________________________________________________________________________

* REQUIRED

+ REQUIRED Within  6 months – 12 months of application
HOSPITAL AFFILIATIONS


List in chronological order



Name and Location




Department/Service

Staff Category

Inclusive Dates



Name and Location




Department/Service

Staff Category

Inclusive Dates



Name and Location




Department/Service

Staff Category

Inclusive Dates



Name and Location




Department/Service

Staff Category

Inclusive Dates



Name and Location




Department/Service

Staff Category

Inclusive Dates



Name and Location




Department/Service

Staff Category

Inclusive Dates

PROFESSIONAL PRACTICE


Include Military Experience



Nature of Practice & Principal Associate


Office Address




Inclusive Dates


(Solo, Partnership, Group)



Nature of Practice & Principal Associate


Office Address




Inclusive Dates


(Solo, Partnership, Group)



Nature of Practice & Principal Associate


Office Address




Inclusive Dates


(Solo, Partnership, Group)

PROFESSIONAL LIABILITY INSURANCE

If any of the following is answered in the affirmative, provide full explanation on a separate sheet.

1. During the past 10 years, have there been or are there currently pending, any malpractice claims, suits, settlements or 
YES
NO
         arbitration proceedings involving your professional practice?

2.  
Have you ever been denied Professional Liability Insurance?





YES 
NO

3.
Has your license to practice medicine in any jurisdiction ever been limited, suspended or revoked, or have you ever


Voluntarily surrendered your license?







YES
NO

4.  
Has your DEA registration ever been suspended, revoked, limited, made probationary, not renewed or voluntarily 


Suspended?









YES
NO

5.
Have privileges at any hospital ever been denied, revoked, suspended, limited or non-renewed?



YES
NO

6.
Have you voluntarily withdrawn or resigned from any hospital privileges or staff membership?


YES
NO

7.
Is there currently any action, proceeding or investigation being undertaken concerning your license(s) to practice


Medicine, your DEA registration or any hospital privilege?





YES
NO

8.
Have you ever been convicted or a felony?







YES
NO

9.
Have you ever been denied membership or renewal thereof or been subject to disciplinary action by an medical

society, board or organization?








YES
NO

10.
Have you ever had, do you have now or have you ever been under treatment for a substance abuse problem?

YES
NO

11.
Do you have any personal health problems which might affect your practice of medicine?



YES
NO

12.
Have you ever had your professional liability insurance limited, canceled, nor-renewed or provided at higher


than the standard premium for any reason?







YES
NO

13. 
Has anyone ever filed a complaint of any kind against you with your medical society, association, hospital or




JCAHO?










YES
NO


14.
Have you ever been under punitive or disciplinary observation, preceptor ship or sponsorship in a hospital?

YES
NO

Name(s) of current or previous malpractice insurance carrier(s)



Carrier




Policy #





Area Code & Telephone


Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.



Carrier




Policy #





Area Code & Telephone



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr. 


Carrier




Policy #





Area Code & Telephone



Address




City

State

Zip

From: Mo./Yr. to Mo./Yr.

REFERENCES (Please Print)

List the names and addresses of professional references from training programs and/or current associates.  One should be a department director or a physician of a comparable authoritative status.  References should be directly familiar with your medical abilities.  Two of these references should have worked with you in the last three years, preferably in your specialty or emergency medicine.



Name



MD/DO


Specialty


Date of contact:  From: Mo./Yr. to Mo./Yr.



Address






City

State

Zip




Relationship





Phone



Cell Phone



Name



MD/DO


Specialty


Date of contact:  From: Mo./Yr. to Mo./Yr.



Address






City

State

Zip





Relationship





Phone



Cell Phone



Name



MD/DO


Specialty


Date of contact:  From: Mo./Yr. to Mo./Yr.



Address






City

State

Zip





Relationship





Phone



Cell Phone
CLAIM INFORMATION FORM
If you answered “yes” to either of the questions under the Liability section, you must complete this form, with respect to any claim, or suit against you, regardless of the outcome.  Please copy this form and complete for each claim.  If space is insufficient, attach a separate sheet.  All questions must be answered completely (please type or print).

1.  Name of Patient: ________________________________________________

Age: ______
Sex: ______

2.  Relationship to patient (e.g. attending physician, primary surgeons, etc.)

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

3.  Allegations made against you:
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

4.  Date of Incident/Treatment: ________________________________

Location: ___________________________
5.  Condition, diagnosis and care at time of incident:
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

6.  Subsequent condition or health of the patient:  ___________________________________________________________________

7. Insurance Carrier:  _______________________________________ 
Policy Number:  _____________________________

    Address:  _________________________________________________________________________________________________

    Phone:  __________________________________________________________________________________________________

8.  Defense Counsel (Name): ___________________________________________________________________________________

     Firm Name: ______________________________________________________________________________________________

     Address:  ________________________________________________________________________________________________

     Phone:  _________________________________________________________________________________________________

9.  Other Defendants in Case (if any):  ___________________________________________________________________________

10. Status: 
Incident Only (No claim made as yet)
Claim or Notice of Claim Filed

Suit Filed

      Date of Claim: ______________

Open
 
Closed

Date Closed:  ______________

      Dismissed or dropped:  __________
w/prejudice __________
w/o prejudice __________
      Settled:
Total amount:  ___________________


Amount paid on your behalf:  ___________________

       Judgment:  
Total amount:  ___________________


Amount paid on your behalf:  ___________________

11. Comments:

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

I hereby declare that the above information is, to the best of my knowledge and belief, complete and accurate.

Name of Applicant: __________________________________________________________________________________________

Signature of Applicant:_________________________________________________________Date:___________________________
