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Members of the State Board of Health

George Dikeou, Chairman Health Care Credentialing Application Review Committee

August 16, 2017

Rulemaking Hearing
Proposed Amendments to the Colorado Health Care Professional Credentials
Application, 6 CCR 1014-4, for the rulemaking hearing in August of 2017

The Applications Review Committee (Committee) is mandated by statute to meet once a calendar
year to receive input from the public as well as consider changes to the Professional Credentials
Application (Application). The committee met on February 28, 2017 and recommended the noted
changes to the Board of Health and requests that these adopted changes be made to the

application.

Al Schwindt and | are happy to address any questions and concerns you may have about the
Application and the proposed Amendments.

Changes presented in the request for rulemaking packet continue to be highlighted in yellow.
Changes that occurred since the request for rulemaking are highlighted in green.

Thank you for your consideration and cooperation.
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STATEMENT OF BASIS AND PURPOSE
AND SPECIFIC STATUTORY AUTHORITY
for Amendments to
Colorado Health Care Professional Credentials Application
6 CCR 1014-4
June 21, 2017

Basis and Purpose.

The Health Care Credentials Application Review Committee, per § 25-1-108.7, C.R.S.,
recommends the Colorado Health Care Professional Credentials Application be amended as
indicated on the revised document. Some changes relate to formatting, correcting typographical
errors and clarifying the application form. The substantive proposed changes are:

General Instructions, Statement #10., is amended to state “Any gaps of time greater than
thirty (30) days during the last ten years to the present date must be accounted for before
your Application will be considered complete.” The recommendation came from the
representative of CAMSS, the Colorado Association of Medical Staff Support and the
committee agreed with the change. The revision clarifies the time frame for including
affiliations and work history and maintains consistency with similar requests in the
application.

Section V, Education Since High School, Section E, Faculty Positions, is amended to include
the word “compensated” after the words “List all” and before the word *“academic”. The
recommendation came from a representative of Centura Health Physician Group, a guest
from the credentialing community, and was validated by the representative of CAMSS and
the committee agreed with the change. The revision identifies whether a Faculty position
was paid or unpaid because some institutions only do verification if the practitioner was
compensated.

Section XllI, Attestation Questions, Question C 1 and C 2, are amended regarding an
involuntary resignation, termination or surrender of medical staff privileges or
employment from a hospital, group practice or other health care facility or medical staff,
and if so was it to avoid disciplinary action or investigation or while under investigation or
pending investigation. The revision was suggested by the representative of CAMSS to
provide clarity and the Committee agreed to revise the questions accordingly on the
application to:

C. 1. Have you ever involuntarily resigned, terminated or surrendered medical staff
privileges or employment form a hospital, group practice or other health care
facility or medical staff?

Yes Date

No
C.2. Have you ever voluntarily resigned, terminated, or surrendered medical staff
privileges or employment from a hospital, group practice or other healthcare
facility or medical staff to avoid disciplinary action or investigation, or while under
investigation, or while such an investigation is/was pending?

Yes Date

No

This language parallels the Joint Commission (JACHO) requirement Standard MS.06.01.05,
Element of Performance #9, which reads:
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Given the nature of the application form, the form has been provided in its entirety. The proposed
changes are noted in red text and yellow highlight.
The committee requests a December 15, 2017 effective date.

Specific Statutory Authority.
These rules are promulgated pursuant to the following statutes: § 25-1-108.7, C.R.S.
Is this rulemaking due to a change in state statute?

Yes, the bill number is . Rules are ___ authorized ___ required.
X _No

Is this rulemaking due to a federal statutory or regulatory change?

Yes
X No
Does this rulemaking incorporate materials by reference?
Yes If “Yes,” the rule needs to provide the URL of where the
X __No material is available on the internet (CDPHE website

recommended) or the Division needs to provide one print or
electronic copy of the incorporated material to the State
Publications Library. § 24-4-103(12.5)(c), C.R.S.

Does this rulemaking create or modify fines or fees?

Yes
X No
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REGULATORY ANALYSIS
for Amendments to
Colorado Health Care Professional Credentials Application
6 CCR 1014-4
June 21, 2017

1. A description of the classes of persons who will be affected by the proposed rule, including
classes that will bear the costs of the proposed rule and classes that will benefit from the
proposed rule.

Health care professionals who are registered, certified or licensed by the state of
Colorado, who are practicing or intend to practice and subject to credentialing are
affected and will benefit by the proposed changes. There are no anticipated costs
associated with these changes.

2. To the extent practicable, a description of the probable quantitative and qualitative
impact of the proposed rule, economic or otherwise, upon affected classes of persons.

All changes are intended to provide clarification of information and data requested on the
application and to provide consistent formatting of the document for easier understanding
and use.

3. The probable costs to the agency and to any other agency of the implementation and
enforcement of the proposed rule and any anticipated effect on state revenues.

None.

4. A comparison of the probable costs and benefits of the proposed rule to the probable costs
and benefits of inaction.

The effort required to update the application is minimal. The benefits of the proposed
rule will make for a more user friendly and efficient document for credentialing purposes.

5. A determination of whether there are less costly methods or less intrusive methods for
achieving the purpose of the proposed rule.

There are no costs. The changes do not make the rule any more or less intrusive.
6. Alternative Rules or Alternatives to Rulemaking Considered and Why Rejected.

Because of how the statute is written, the application is in rule and thus, any changes to
the application must occur with rulemaking.

7. To the extent practicable, a quantification of the data used in the analysis; the analysis
must take into account both short-term and long-term consequences.

These recommended changes address the feedback received from health care providers,
various credentialing entities and health care professionals. Because professional
credentialing is essential to the careers of each professional required to do so, clarity of
guestions asked, clarity of expected and anticipated answers and understanding of the
process governs the Committee in making its recommendations to the Board.
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STAKEHOLDER COMMENTS
for Amendments to
Colorado Health Care Professional Credentials Application
6 CCR 1014-4
June 21, 2017

State law requires agencies to establish a representative group of participants when considering to
adopt or modify new and existing rules. This is commonly referred to as a stakeholder group.

Early Stakeholder Engagement:
The following individuals and/or entities were invited to provide input and included in the
development of these proposed rules:

The Application Review Committee is comprised of individuals that represent a statewide
association or society of physicians, a statewide association or society of Colorado hospitals, a
statewide association or society of health plans, a professional liability insurance carrier that
provides professional liability insurance to health care professionals in Colorado, a statewide
association or society of Colorado health care medical staff service specialists, and advanced
practice nurses. The Committee making these recommendations is representative of most, if not
all, of the stakeholders who have an interest in the process or credentialing health care providers
in Colorado. The committee is acting on feedback from credentialing entities and applicants.

Including committee members who represent the Colorado Medical Society, the Colorado Hospital
Association, the Colorado Association of Health Plans, COPIC Insurance Company, the Colorado
Association of Medical Staff Services and Advanced Practice Nurses, also represented and informed
of the proposed rules are: Denise Ross and Tommy Lee of Centura Health Physician Group, Alexis
Comrack and Randi Chapman of Council of Affordable Quality Healthcare, Inc. (CAQH), Fabiola
Medina and Jody Leonnig of Banner Health, Kathryn Wessler and Bonnie Gutierrez of Centura
Health, Danielle Roper of ICON Eyecare, Gail Lewis of Orion Health, Renee Holmes of CU Medicine,
Al Schwindt and Rhiannon Tryon of COPIC.

Stakeholder Group Notification

The stakeholder group was provided notice of the rulemaking hearing and provided a copy of the
proposed rules or the internet location where the rules may be viewed. Notice was provided prior
to the date the notice of rulemaking was published in the Colorado Register.

X Not applicable. This is a Request for Rulemaking Packet. Notification will occur if
the Board of Health sets this matter for rulemaking.

Yes.

Summarize Major Factual and Policy Issues Encountered and the Stakeholder Feedback Received.
If there is a lack of consensus regarding the proposed rule, please also identify the Department’s
efforts to address stakeholder feedback or why the Department was unable to accommodate the
request.
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These changes are proposed by the review committee. To date, no major factual or policy issues
were encountered. The changes streamline the application and protect the privacy of applicants.

Please identify health equity and environmental justice (HEEJ) impacts. Does this proposal impact
Coloradoans equally or equitably? Does this proposal provide an opportunity to advance HEEJ? Are
there other factors that influenced these rules?

There are no health equity or environmental justice concerns. The application treats all
healthcare professionals similarly and the benefit of uniform credentialing impacts Coloradoans
similarly.
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August 1, 2017
Dear Members of the Colorado Board of Health:

My name is Al Schwindt and | am the Compliance Officer at COPIC Insurance Company and am identified as the
contact person on the website link for COPIC Insurance Company that can also be linked through the Colorado
Board of Health’s website for information regarding the Colorado Health Care Professional Credential’s Application
(CHCPCA) for health care professionals in Colorado. COPIC provides this access for health care professionals who
require access to the current version of the application and in my capacity as contact | regularly receiving inquiries
from Colorado health care professionals and others from outside the state who have questions regarding the
content or particulars of the application.

Additionally, | serve the CHCPCA committee and it’s chair George Dikeou in administering input from the
credentialing community and any others who are impacted by this process in the state. The Committee meets
annually to receive input from stakeholders and others with in interest in the CHCPCA application and considers
requests to revise the application to make it more functional, applicable and user friendly for those who submit
the application to credentialing entities and the credentialing entities who utilize the application to credential
Colorado health care professionals.

During the time | have been the contact person on the COPIC website | have received numerous calls from persons
with questions and suggestions concerning the use and improvement of the application. | attempt to provide
answers or direction concerning the use of the application and document suggestions for revising it or encourage
submission of such changes to the Committee for consideration at their next meeting. Additionally, input is
provided to me from COPIC representatives as an identified stakeholder in the CHCPCA application for
consideration by the Committee.

When an annual Committee meeting is scheduled by the chairman (Mr. Dikeou) invitations are provided to the
Committee members as well as all known stakeholders who represent identified parties in the credentialing
community or others who have provided input previously or have requested revisions to the application. All
known interested groups and individuals who have been identified are invited to participate either in person or by
conference call. COPIC serves as host for these meetings that are conducted at the COPIC offices. At the meeting,
all business concerning the application is conducted including consideration of all suggested revisions and the
Committee (with a necessary quorum) votes to accept or reject all suggested revisions on their merit. Once the
meeting has been held and all input has been received, minutes of the meeting are circulated to the Committee for
review. Once those minutes are finalized they are provided to the Board of Health Administrator and if revisions
to the application are included, they are then submitted for rule making by the Board of Health.

If | can answer any questions or provide clarification to my role or function in this process, | am happy to do so.

Sincerely,

Al Schwindt, CCEP
aschwindt@copic.com
(720) 858-6038



mailto:aschwindt@copic.com
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July 21, 2017

Dear Members of the Board,

My name is Holly Davis and I am the Colorado Association of Medical Staff Services (CAMSS)
representative on the Colorado Healthcare Professional Credential Application (CHPCA) Committee. I
would like to clarify who CAMSS is, what we do, my role for the organization, and how members of
CAMSS have a voice regarding the CHPCA.

Medical Services Professionals (MSPs) are the gatekeepers of patient safety within the healthcare
industry. The medical services profession spans a wide range of employment settings and requires a
specific knowledge base and professional core competencies. Responsibilities of MSPs include
credentialing and recredentialing of all practitioners, maintaining numerous practitioner data repositories,
including training, experience, and licensure, and critically analyzing data to create informed
recommendations for credentialing, re-credentialing, and privileging proceedings.

The Colorado Association of Medical Staff Services (CAMSS) is the State of Colorado Chapter of the
National Association Medical Staff Services (NAMSS), the preeminent international organization for the
education and development of individuals responsible for managing credentialing, privileging,
practitioner/provider organizations and regulatory compliance in the diverse healthcare industry. CAMSS
was founded in 1981, as a peer association for medical staff coordinators. For more than 35 years, CAMSS
has provided a valuable service to its members and evolved into a dynamic, well-respected organization,
through its many efforts to develop and promote educational and networking opportunities. Membership
has grown to include almost 200 individuals and representation from over 100 hospitals, managed care,
and other professionals with responsibilities in various aspects of the healthcare services profession.

CAMSS nominates an individual to serve as the representative of the organization on the Colorado
Healthcare Professionals Credential Application Committee. I have the honor to be the current
representative for our organization. I have been a Medical Services Professional since 2008, and currently
serve as the Outreach Coordinator on the CAMSS Board, and am also the Director of Medical Staff Services
at Saint Joseph Hospital. As a member on the CHPCA Committee, and as a representative of CAMSS, 1
help serve as the voice for our organization and MSPs throughout the state.

In order to best represent what our CAMSS members and other MSPs need, I travel and meet with
individuals throughout the state, and I also regularly communicate via email to the CAMSS members,
soliciting their feedback on the application. I update them on any proposed changes and I ask for their
comments prior to me attending committee meetings.

Many of the recent proposed changes to the CHPCA were direct requests 1 personally received from
CAMSS members. If you have any questions regarding the requested changes, the thought process and
discussion had regarding each change, or any questions about CAMSS or the MSP profession, I would be
happy to discuss them further in person, or in whatever means that is convenient to the Board. I hope I
have provided the clarification the Board was requesting, but please don't hesitate to contact me.

Kind Regards,

Y D owns

Holly Davis, MBA, FACHE
holly.davis@sclhs.net
303-812-3588
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DEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT

Adopted by the State Board of Health effective proposed date 12/15/17

State Board of Health
6 CCR 1014-4
COLORADO HEALTH CARE PROFESSIONAL CREDENTIALS APPLICATION

This is the Colorado healthcare professional credentials application. The Colorado
legislature has mandated that all health care entities and all health care plans engaged in
the collection of information to be used in the process of credentialing of health care
professionals use this form (C.R.S. § 25-1-108.7).

This uniform application has been designed to allow each credentialing entity to receive
from you core credentialing information needed in common by all of them, without
duplication.

THIS UNIFORM APPLICATION HAS BEEN DESIGNED TO ALLOW EACH
PRACTITIONER TO COMPLETE A SINGLE FORM WITH CORE INFORMATION
FOR SUBMISSION TO EACH CREDENTIALING ENTITY TO WHICH THE
PRACTITIONER IS APPLYING. This application need not be used for case specific
temporary privileges.

Each credentialing entity may require additional, non — duplicative credentials
information, if it is deemed by them to be essential to the completion of their credentialing
process.

A healthcare professional by law, means any physician, dentist, dental hygienist,
chiropractor, podiatrist, psychologist, advanced practice nurse, optometrist, physician
assistant, licensed clinical social worker, child health associate, marriage and family
therapist, or any other health care professional who is registered, certified or licensed by
the state of Colorado, who practices, or intends to practice, in Colorado, and who is
subject to credentialing.

Those credentialing entities that are required to use this uniform application are:

1) A health care facility or other health care organization licensed or certified to
provide medical or health services in Colorado;

2) A health care professional partnership, corporation, limited liability company,
professional services corporation or group practice;

3) An independent practice association or physician-hospital organization;

4) A professional liability insurance carrier; or

5) An insurance company, health maintenance organization, or other entity that
contracts for the provision of health benefits.

No State of Colorado licensing or certification board is required to use this uniform
application.

The reason Colorado has mandated the use of this uniform application is to reduce health
care costs and duplication.
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COLORADO HEALTH CARE PROFESSIONAL CREDENTIALS APPLICATION

This application form should be used for both initial credentialing and re-
credentialing purposes. PRIOR TO COMPLETING THIS APPLICATION FORM,
PLEASE READ AND OBSERVE THE FOLLOWING:

GENERAL INSTRUCTIONS

Please type or print your responses legibly.

Please note that modification to the wording or format of this Application will invalidate
it. Use of any form of correctional fluid or tape is not acceptable.

All information requested must be FULLY and TRUTHFULLY provided.

Any changes to your responses must be lined through, initialed and dated. Use of any
form of correctional fluid or tape is not acceptable.

If an entire section does not apply to you, then please check the box provided at the top of
that section to indicate that the section does not apply to you.

If a particular question does not apply to you, then write “N/A” in the answer blank. If
there are multiple, repetitive answer blanks in a particular section (as, for example, in the
section entitled “Residencies and Fellowships”), it is not necessary to mark “N/A” in each
unneeded answer blank.

Unless specifically permitted by a particular question, please understand that a reference to
“See CV” for an answer is not appropriate.

If you need more space to answer a question completely, please attach additional
paper. Include the section and page number of the question being answered as well
as your name (printed) on each additional sheet. Attach all additional sheets to this
application.

After the Application has been completed in its entirety but before you sign and date it,
MAKE A COPY OF THE APPLICATION TO RETAIN IN YOUR FILES AND/OR
COMPUTER FOR FUTURE USE. In so doing, at the time of a submission to all
Credentialing Entities as identified on Page 1, all you will need to do is to check to ensure
that all the information remains complete, current and accurate before signing and
forwarding the Application as needed.

Any gaps of time greater than thirty (30) days deletefrom completion of health care
professional school addduring the last ten years to the present date must be accounted for
before your Application will be considered complete.

Please sign and date the Application prior to mailing.

Please sign and date Schedule A.

Mail the Application, Schedule A, any attached sheets prepared in order to answer any
question(s) completely as well as a copy of all applicable enclosures listed on pages 3 and
26 to the Healthcare Entity to which you are submitting this application.

Each Entity and its representatives, employees, and agent(s) acknowledge that the
information obtained relating to the application process will be held confidential to the
extent permitted by law and that they will conform to both HIPAA, ADA and other
applicable laws and regulations.

All signatures must be original or electronic equivalent. Stamp signatures are not
acceptable.
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GENERAL INSTRUCTION - continued

If requested by your credentialing entity for purposes of credentialing or
re-credentialing, please include a current copy of the following documents:

A. State Professional License(s).

B. Federal Narcotics License (DEA Registration).

C. All applicants must submit a resume or curriculum vitae, whichever is
appropriate, with complete professional history in chronological order (month
and year).

D. Diplomas and/or certificates of completion (e.g., medical school, internship,
residency, fellowship, nursing, dental or other healthcare professional school).

E. Diplomat of National Board of Medical Examiners or Educational Commission

for Foreign Medical Graduates (ECFMG) Certificate (if applicable).

Specialty/Subspecialty Board Certification or letter from Board(s) stating your

status (if applicable).

Certificate of Insurance.

Military Discharge Record (Form DD-214) (if applicable).

Certificates for Basic Life Support (BLS), Advanced Cardiac Life Support

(ACLS), Advanced Trauma Life Support (ATLS), Pediatric Advanced Life

Support (PALS) and Neonatal Resuscitation Program (NRP).

J.  CME transcripts/certificates

m

—I®
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COLORADO HEALTH CARE PROFESSIONAL CREDENTIALS APPLICATION FORM

. Identifying Information Please provide your full legal name.

. Last Name(include suffix, Jr., Sr., 111): First: Middle: Title:

. Other name used (e.g., maiden name, nickname)? [ Jyes [ ]No

Name: Dates used (mm/dd/yyyy): From: To:
Name: Dates used (mm/dd/yyyy): From: To:
Name: Dates used (mm/dd/yyyy): From: To:
. Home Address:
City: State: __ Zip:
. Home Telephone Number:  Cell Phone: Email Address:

. Social Security Number: Place of birth: National Provider Identifier Number:
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I1. Current Practice Setting(s) Use additional copies of this Part 11 to list any additional practice sites

A. Primary Practice Location

Name of Clinical Practice: Type of Practice Setting: [ ] Group/Multi-Specialty
[ ]Solo [ ] Hospital Based
Clinical Practice Street Address: []Group/Single Specialty [ _] Other
Start Date at Location (mm/ryy):
City: County: State: Zip:
Office Telephone Number: Office Fax Number: Patient Appointment Telephone Number:

Mailing Address (if different from above):

City: St Zip:
Office Manager/Administrative Contact: Credentialing Contact:
Office Manager’s Telephone Number: Telephone Number:
Office Manager’s Fax Number: Fax Number:

Email Address: Email Address:
Answering Service Number: Pager Number:

Office Email Address: Practice Website:

Federal Tax ID Number for this Practice Address:

Name Affiliated with Tax ID Number:

Practice National Provider Identifier Number:
Applicant’s Medicare Provider Number:
Applicant’s Colorado Medicaid Provider Number:

Office Hours (enter time as Hour:Minute and indicate am or pm for each):

Monday ampm...to am pm Thursday ampm...to am pm
Tuesday ampm. ..to am pm Friday ampm...to am pm
Wednesday ampm...to am pm Saturday ampm...to am pm

Sunday ampm. . .to am pm
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Languages:
Please list all languages other than English (including sign language and type) available in this office.

Billing Address — if different from your primary practice site address:

City: St Zip:
B. Other Practice Location [ _|Not Applicable
Name of Clinical Practice: Type of Practice Setting: [_]Group/Multi-Specialty
[ ] Solo [ ] Hospital Based
Clinical Practice Street Address: [ ] Group/Single Specialty [_]Other
Start Date at Location (mm/yy):
City: County: State: Zip:
Office Telephone Number: Office Fax Number: Patient Appointment Telephone Number:

Mailing Address (if different from above):

City: St Zip:

Name of Office Manager/Administrative Contact:
Office Manager’s Telephone Number:
Office Manager’s Fax Number:

Answering Service Number: Pager Number:
Office Email Address:

Federal Tax ID Number for this Practice Address:

Name Affiliated with Tax ID Number:

Practice National Provider Identifier Number:
Add Applicant’s Medicare Provider Number:
Add Applicant’s Colorado Medicaid Provider Number:

Office Hours (enter time as Hour:Minute and indicate am or pm for each):

Monday ampm...to am pm Thursday ampm...to am pm
Tuesday ampm. .. to am pm Friday ampm...to am pm
Wednesday ampm...to am pm Saturday ampm...to am pm

Sunday ampm. . ..to am pm
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Languages: Please list all languages other than English (including sign language & type) available in this office.

Billing Address — if different from your primary practice site address:

City: St Zip:

I11. Call Coverage Please list all persons with whom you have made arrangement for call coverage.

[INot Applicable If not applicable, please explain why:

Name/Address: Specialty:

IV. Licenses/Registrations/Certificates List all state health care licenses, registrations, certificates and

advanced practice registry as well as other relevant numbers, including pending, expired and inactive.

Practice Type—MD, DO, RN, APN etc: Specialty:

List all sub specialties or areas of interest/emphasis:

Type of License, Certificate or Registration: [ ] Active

Number: [ ] Inactive/Expired
State/Institution: [ ] Pending
Expiration Date (mm/yy): Year Obtained: Year Relinquished:
Type of License, Certificate or Registration: [ ] Active

Number: [ ] Inactive/Expired
State/Institution: [ ] Pending
Expiration Date (mm/yy): Year Obtained: Year Relinquished:
Type of License, Certificate or Registration: [ ] Active

Number: [ ] Inactive/Expired
State/Institution: [ ] Pending
Expiration Date (mm/yy): Year Obtained: Year Relinquished:
DEA Registration Number: Expiration Date (mm/yy):

Prescriptive Authority Number: (APN, NP, CNM, CNS, CRNA only) Date Issued(mm/yy):




Document 1 HRG

16 of 35

V. Education Since High School. Check the appropriate box (i.e., undergraduate, graduate,

medical/professional) for each school attended.

Foreign Medical Graduate

Educational Commission for Foreign Medical Graduates
(ECFMG) Number:

Other:
Fifth Pathway [ |Yes [ |No

Date of Attendance: From (mm/yy):

[ INot Applicable

Date Issued (mm/yy):

If Yes, please provide name and address of institution:

To:

. Education List in chronological order beginning with the earliest. Use additional copies of this Part V B. to
list additional education other than post graduate, CME or clinical training courses.

[ JUndergraduate [ ]Graduate

[ ]Medical /Professional

Complete School Name:
Degrees/Certification Received:
Course of Study or Major:

Address:
Email: Telephone Number:
Dates Attended: From (mmiyy): To:

If no, please attach Explanation Form(s).

Graduation Date(mmryy):

Fax Number:
Program Completed? [ ]Yes [ ] No

[ JUndergraduate [ ] Graduate

[ ]Medical /Professional

Complete School Name: __
Degrees/Certification Received:
Course of Study or Major: ____
Address: ___

Email: Telephone Number:

Dates Attended: From (mmiyy): To:
If no, please attach Explanation Form(s).

Graduation Date(mmiyy):

Fax Number:
Program Completed? [ ]Yes [ ] No

[ ] Undergraduate [ ] Graduate

[ ]Medical /Professional

Complete School Name:

Degrees/Certification Received:
Course of Study or Major:

Address:
Email: Telephone Number:
Dates Attended: From (mmiyy): To:

If no, please attach Explanation Form(s).

Graduation Date(mmiyy):

Fax Number:
Program Completed? [ ]Yes [ ] No

[ ] Undergraduate [ ] Graduate

[ ]Medical /Professional
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C. Post Graduate Training Check the appropriate box (i.e., internship, residency, fellowship) for each
type of training. Use additional copies of this Part V C. to list additional post graduate training. [_] Not

Applicable
[ ] Internship [ ] Residency [ ] Fellowship
Institution Name: ___
Address: City:
State/Country: Zip:
Dates Attended (mm/yy): From: To: Program Completed? [_]Yes[ | No
If no, please attach Explanation Form(s).
Specialty: Date of Completion (mmryy):
Name of Program Director: Fax Number:
Telephone Number: Email: ___
[ ] Internship [ ] Residency [ ] Fellowship
Institution Name: ___
Address: City:
State/Country: ___ Zip:
Dates Attended (mm/yy): From: To: Program Completed? [_]Yes[ | No
If no, please attach Explanation Form(s).
Specialty: Date of Completion (mmryy):
Name of Program Director: Fax Number:
Telephone Number: Email: ___
[ ] Internship [ ] Residency [ ] Fellowship
Institution Name: ___
Address: City:
State/Country: Zip:
Dates Attended (mmryy): From: To: Program Completed? [_]Yes[ | No
If no, please attach Explanation Form(s).
Specialty: Date of Completion (mmyyy):
Name of Program Director: Fax Number:
Telephone Number: Email: ___
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D. Other Clinical Training Programs List those that are pertinent to your required privileges/practice
(For example, preceptorship, procedural certificate course, etc.). Use additional copies of this part V. D
to list additional clinical training. [_] Not Applicable

Institution Name:

Address: City:

State/Country: Zip:

Dates Attended (mmryy): From: To: Date of Completion(mmryy): __
Specialty: Certificate Awarded: ___

Did you complete the program? [ _]Yes [ INo If no, please attach Explanation Form(s).

Name of Program Director: ___ Fax Number:

Telephone Number: __ Email: ___

Institution Name:

Address: City:
State/Country: ___ Zip:

Dates Attended (mmsyy): From: To: Date of Completion(mmiyy):
Specialty: Certificate Awarded: ___

Did you complete the program? [_]Yes [_]No If no, please attach Explanation Form(s).
Name of Program Director: Fax Number:
Telephone Number: Email: ___

List Certifications (provide copies — see page 3)

[ 1 BLS (Basic Life Support) Expiration Date (mmiyy):
[ ] ACLS (Advanced Cardiac Life Support) Expiration Date (mmiyy):
[ ] ATLS (Advanced Trauma Life Support) Expiration Date (mmiyy):
[ 1 PALS (Pediatric Advanced Life Support) Expiration Date (mmiyy):
[ 1 NRP (Neonatal Resuscitation Program) Expiration Date (mmiyy):
[ ]Other Expiration Date (mmyyy):

Expiration Date (mm/yy):
Expiration Date (mm/yy):
Expiration Date (mm/yy):
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E. Faculty Positions List all addcompensated academic, faculty, research, assistantships or teaching
positions you have held
and the dates of those appointments. Use additional copies of part V. E and/or F to list additional faculty
positions or CME. [_] Not Applicable

Institution Name: ___ Academic Rank/Title: ___
Address: City:

State/Country: ___ Zip:

Dates Attended(mmryy): From i To: Specialty:

Contact: Email: ___

Address:

Telephone Number: Fax Number:

Institution Name: ____ Academic Rank/Title: ____
Address: ___ City:

State/Country: ___ Zip:

Dates Attended(mmryy): From i To: Specialty:

Contact: ____ Email: __

Address

Telephone Number: Fax Number:

F. Continuing Medical Education State the number of relevant CME or CEU credit hours you have received
in the last 36 months. [ ]None
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V1. Board and Professional Certification/Recertification List all current and past Board certifications.

Physicians: Please enter all Board Certifications and answer the questions below regarding such
Board Certifications

Allied Health Professionals: Please enter all Professional and National Certifications and answer the
guestions below regarding such Certifications

Are you Board certified? [ _]Yes [ ] No [ ] Not Applicable
Name of Issuing Board Specialty Dt Certified Dt Recertified Expiration

Please answer the following questions. Attach explanation form(s) if necessary.

A. 1. If you are not currently certified, have you applied for the certification examination? [ ]Yes [ | No

2. If you have not applied for the certification examination, do you intend [ ]Yes Date:
to apply for the certification examination? If yes, when? [ ]No
3. If you have applied for the certification examination, have you been [ Jyes [ ]No

accepted to take the certification examination?
4. If you have been accepted, when do you intend to take the examination? Date:

5. If you do not intend to apply for the certification examination, please
attach reason on Explanation Form(s).

6. If you are not currently certified, please provide the expiration date of admissibility.  Date:

B. Have you ever had certification denied, revoked, limited, restricted, suspended,
involuntarily relinquished, subject to stipulated or probationary conditions, received
a letter of reprimand from a specialty Board, or is any such action currently pending [ | Yes Date: ____
or under review? If yes, please attach Explanation Form(s). [ 1No

C. Have you ever voluntarily relinquished a certification, including any voluntary non- [ ] Yes Date:
renewal of a time limited certification? If yes, please attach an Explanation Form(s). [_] No

D. Have you ever failed a certification exam? [ JYes [ ]No
If yes, explain:
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VII. Current Hospital and Other Facility Affiliations
Please list in reverse chronological order the past ten years of all hospital and other facility affiliations

date only required if pending.

210f 35

beginning with all hospital applications in process: current hospital affiliation(s) second, previous hospital
affiliations third and other current facility affiliations (which includes surgery centers, dialysis centers,
nursing homes and other health care related facilities) fourth. Do not list residencies, internships,

fellowships, or employment. A resume is not sufficient for a complete answer to these questions. Submission

Facility Name:
Department:

Appointment Date: From (mmiyy):

Staff Status:

(e.g., active, courtesy, provisional, pending)
To (mmlyy):

Appointment Date: From (mm/yy):

Address:

AddMedical Office Contact: Phone Number:
Email: Fax Number:
Facility Name:

Department: Staff Status:

(e.g., active, courtesy, provisional, pending)
To (mmiyy):

Appointment Date: From (mm/yy):

Address:

AddMedical Office Contact: Phone Number:
Email: Fax Number:
Facility Name:

Department: Staff Status:

(e.g., active, courtesy, provisional, pending)
To (mmiyy):

Appointment Date: From (mmiyy):

Address:
AddMedical Office Contact:

Email:

Address:

AddMedical Office Contact: Phone Number:
Email: Fax Number:
Facility Name:

Department: Staff Status:

(e.g., active, courtesy, provisional, pending)
To (mmlyy):

Phone Number: ____
Fax Number:
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VI1. Current Hospital and Other Facility Affiliations - continued

Facility Name:
Department: Staff Status:
(e.g., active, courtesy, provisional, pending)
Appointment Date: From (mm/yy): To (mmlyy):
Address:
AddMedical Office Contact: Phone Number:
Email: Fax Number:
Facility Name:
Department: Staff Status:
(e.g., active, courtesy, provisional, pending)
Appointment Date: From (mm/yy): To (mmlyy):
Address:
AddMedical Office Contact: Phone Number:
Email: Fax Number:
Facility Name:
Department: Staff Status:
(e.g., active, courtesy, provisional, pending)
Appointment Date: From (mm/yy): To (mmlyy):
Address:
AddMedical Office Contact: Phone Number:
Email: Fax Number:

VI11. Professional Work History

Please list in reverse chronological order all professional work history during the past ten years not listed
previously. Include any previous office addresses and any military experience and public health service.
Explain below any gaps greater than thirty (30) days. Use additional copies of this part V111 to list
additional professional work history. A curriculum vitae is not sufficient for a complete answer to these
questions.

[ ] Not Applicable

Name of Practice/Employer:

Title/Position held:

From (mm/yy): To (mmiyy): Reason for leaving?

Eligible for rehire? [_]Yes [ ] No If No why, please attach Explanation Form.

Address: City:
State/Country: Zip:
Contact: Fax Number:

Email: Telephone Number:
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VIII. Professional Work History - continued

Name of Prior Practice/Employer:
Title/Position held:
From (mm/yy): To (mmiyy): Reason for leaving?

Eligible for rehire? [_]Yes [_] No If No why, please attach Explanation Form.

Address: City:

State/Country: Zip:

Contact: Fax Number:
Email: Telephone Number:

Name of Prior Practice/Employer:
Title/Position held:
From (mmiyy): To (mmiyy): Reason for leaving?

Eligible for rehire? [_]Yes [ ] No If No why, please attach Explanation Form.

Address: City:

State/Country: Zip:

Contact: Fax Number:
Email: Telephone Number:

IX. Peer References

Please list three (3) references, from professional peers (preferably no more than 1 partner) who
through recent (last two years) observations have personal knowledge of and are directly familiar
with your professional competence, conduct and work. Do not include relatives. Prefer references be
practitioners in your same professional discipline. Allied Health Professionals must list at least one
physician reference.

Name of Reference: ____ Relationship:

Specialty: Dates of Association: From (mm/yy): ___ To (mmlyy):
Address: City:

State/Country: Zip:

Telephone Number: Fax Number:

Email:_____
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IX. Peer References - continued

Name of Reference: Relationship:

Specialty: Dates of Association: From (mm/yy): To (mmlyy):
Address: City:

State/Country: Zip:

Telephone Number: Fax Number:

Email:

Name of Reference: Relationship:

Specialty: Dates of Association: From (mm/yy): To (mmlyy):
Address: City:

State/Country: Zip:

Telephone Number: Fax Number:

Email:

X. Professional Liability Insurance (yours or your supervising agent)

Insurance Carrier / Provider of Professional Liability Coverage:

Policy Number: Type of Coverage (check one): [_] Claims-Made [ _]Occurrence
Per claim limit of liability: $ Aggregate amount: $
Dates (mm/dd/yyyy): Effective: Expiration: Retroactive:

If you have changed your coverage within the last ten years, did you purchase tail and/or nose (prior
occurrence/acts) coverage? [ ]Yes [ ]No

If yes, please provide details/supporting data. If no, please explain why not.

Name of Local Contact :

(e.g., insurance agent or broker)

Mailing Address:

Telephone Number: Ext:

AddClaims History Contact: Fax Number: Email:
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. Professional Liability Insurance - continued
Please list all previous professional liability carriers within the past ten (10) years including any carriers
during professional training if within the ten year period. Use additional copies of this Part X to list
additional professional liability insurance. [ | Not Applicable

Insurance Carrier / Provider of Professional Liability Coverage:

Policy Number: Type of Coverage (check one): [ ] Claims-Made [_] Occurrence
Per claim limit of liability: $ Aggregate amount: $
Dates (mm/ddryyyy): Effective: Expiration: Retroactive:

If you have changed your coverage within the last ten years, did you purchase tail and/or nose (prior
occurrence/acts) coverage? [ ]Yes [ ]No

If yes, please provide details/supporting data. If no, please explain why not.

Name of Local Contact :
(e.g., insurance agent or broker)

Mailing Address:

Telephone Number: Ext:

Professional Insurance History: Please answer each of the following questions in full. If the answer to
any question is “YES”, or requires further information, please give a full explanation of the specific
details and attach to the Application.

1. Has your professional liability insurance coverage ever been terminated, not renewed, cancelled,
limited, restricted, modified, or altered by action of the insurance company? [ ] Yes Date:

[ ]No

If yes, please provide date, name of company(s), and basis for coverage change.
2. Have you ever been denied coverage? [_] Yes Date: If yes, please provide details. [ ]No

3. Has your present professional liability insurance carrier excluded any specific procedures from your
insurance coverage? [_] Yes Date: If yes, please identify procedures and provide details. [_] No

Professional Claims History: If the answer to any of these questions is “Yes”, please give a full
explanation and attach to the Application.

1. Have there ever been any professional liability (i.e., malpractice) claims, suits, judgments, settlements
or arbitration proceeding involving you? [ ] Yes Date: [ ]No

2. Are any professional liability (i.e., malpractice) claims, suits, judgments, settlements or arbitration
proceedings involving you currently pending? [ ]Yes Date:__ [ 1No

3. Are you aware of any formal demand for payment or similar claim submitted to your insurer that did
not result in a lawsuit or other proceeding alleging professional liability? [ | Yes Date:____ [ | No
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XI. QUESTIONS FOR HEALTH PLANS ONLY Answer these questions only if you are applying

to a Health Plan.

1. Do you wish to be listed in the Health Plan Directory as a primary care practitioner?
[ ]Yes [ ]No
2. Do you wish to be listed in the Health Plan Directory as a specialist?
[ ]Yes [ ]No
3. List which specialty:
4. Please furnish a copy of your W-9 Federal Tax Form.
5. Does this site offer handicapped access for the following:
Building? [ ]Yes [ ]No
Parking? [ ]Yes [ ]No
Restroom? [ ]Yes [ ]No
Does this site offer other services for the disabled? [ ]Yes [ ]No
Text Telephone (TTY)? [ ]Yes [ ]No
American Sign Language? [ ]Yes [ ]No
Mental/Physical Impairment Services? [ ]Yes [ ]No
Accessible by public transportation? [ ]Yes [ ]No
Bus? [ ]Yes [ ]No
Light rail? [ ]Yes [ ]No
Regional train? [ ]Yes [ ]No
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XII. Attestation Questions

This section to be completed by the Practitioner. Modification to the wording or format of these
Attestation Questions will invalidate the Application..

Please answer the following questions “yes” or “no”. If your answer to any of the following questions
is “yes”, please provide details and reasons including dates, as specified in each question, on an
Explanation Form and attach to the Application.

For the purpose of the following questions, the term “adverse action” means a voluntary or
involuntary termination, loss of, reduction, withdrawal, limitation, restriction, suspension, revocation,
denial, surrender, resignation, relinquishment, reprimand, censure, sanction, subject to probation,
placed under special or intensified review, withdrawn or failed to proceed with an application, denied
or recommended for denial, any such action pending or in progress, or non-renewal of membership,
clinical privileges, academic affiliation or appointment or employment. “Adverse action” also means,
with respect to professional licensure registration or certification, any previously successful or
currently pending challenges to such licensure, registration or certification including any voluntary or
involuntary restriction, suspension, revocation, denial, surrender, non-renewal, admonishment, public
or private reprimand, probation, consent order, reduction, withdrawal, limitation, relinquishment, or
failure to proceed with an application for such licensure, registration or certification.

A. To your knowledge, have you ever been the subject of an adverse action (or is an investigation or
adverse action currently pending) by:

1. a hospital or other healthcare facility (e.g., surgical center, nursing home, renal dialysis facility, etc.)?

[ ]Yes Date: [ ]No

2. an education facility or program (e.g., dental or other health care professional school, residency,
internship, etc.)? [ ]YesDate: [ ]No
3. a professional organization or society? [ ]YesDate:_ [ ]No
4. a professional licensing body (in any jurisdiction for any profession)?[ ] Yes Date:_ [ ]No

5. a private, federal, or state agency regarding your participation in a third party payment program
(Medicare, Medicaid, Health Maintenance Organization (HMO), Preferred Provider Organization
(PPO), Preferred Hospital Organization (PHO), Provider-Sponsored Health Care Corporations
(PSHCC), network, system, managed care organization, etc.)? [ ]YesDate:_ [ ]No

6. a state or federal agency (DEA, etc.) regarding your prescription of controlled substances?
[ ] Yes Date: [ ]No

B. To your knowledge, have you ever been the subject of any report(s) to a state or federal data bank or
state licensing or disciplining entity? [ ] Yes Date: [ 1No
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XI1. Attestation Questions - continued

C. 1.Have you ever deletevoluntarily or involuntarily resigned, terminated or surrendered medical staff
privileges or employment from a hospital, group practice or other health care facility or medical staff?
[ ] Yes Date:
[ ]No

C. 2. deletelf your answer to the above Question is Yes, was it AddHave you ever voluntarily resigned,
terminated, or surrendered medical staff privileges or employment from a hospital, group practice or
other healthcare facility or medical staff to avoid disciplinary action or investigation Add, or while under
investigation, or delete is Add while such an investigation Add is/was pending? [ ] Yes Add
Date/Box [ | No

D. Have you ever been suspended, fined, disciplined, investigated, expelled, sanctioned or otherwise
restricted or excluded from participating in any private, federal or state health insurance program (for
example, Medicare or Medicaid) or are any such proceedings in progress? [ ] Yes Date:

[ ]No

E. Has any professional review organization under contract with Medicare or Medicaid ever made an
adverse quality determination concerning your treatment rendered to any patient or are any such
proceedings in progress? [ ] Yes Date:

[ ]No

F. Have you ever been convicted of, pled guilty to, or pled nolo contendere to any felony or misdemeanor
that is reasonably related to your qualifications, competence, functions, or duties as a health care
professional or are you currently under indictment or currently have pending against you any such
charges? [ ]Yes Date:

[ ]No

G. Have you ever been convicted of, pled guilty to, or pled nolo contendere to any felony or misdemeanor
that alleged fraud, an act of violence, child abuse, or a sexual offense or sexual misconduct or are you
currently under indictment or currently have pending against you any such charges?

[ ] Yes Date:
[ ]No

H. Inthe last ten years, have you been found liable or responsible for or named in any civil offense
that is reasonably related to your qualifications, competence, functions, or duties as a health care
professional or that alleged fraud, an act of violence, child abuse, or a sexual offense or sexual

misconduct? [ ] Yes Date:
[ ]No
I. Have you ever been court-martialed for actions related to your duties as a health care professional?
[ ] Yes Date:

[ ]No
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XI. ATTESTATION AND SIGNATURE

By signing this Application, I certify, agree, understand and acknowledge the following:

1. The information in this entire Application, including all subparts and attachments, is complete, current,
correct, and not misleading.

2. Any misstatements or omissions (whether intentional or unintentional) on this Application may constitute
cause for denial of my Application or summary dismissal or termination of my clinical privileges,
membership or practitioner participation agreement without right of hearing.

3. A photocopy of this Application, including this attestation, the authorization and release of information
form and any or all attachments has the same force and effect as the original.

4. 1 have reviewed the information in this Application on the most recent date indicated below and it
continues to be true and complete.

5. While this Application is being processed, | agree to update the information originally provided should
there be any change in the information.

6. No action will be taken on this Application until it is complete and all outstanding questions with respect to
the Application have been resolved.

7. 1 acknowledge that each Entity has its own criteria for acceptance, and | may be accepted or rejected by
each independently. | further acknowledge and understand that my cooperation in obtaining information
and my consent to the release of information do not guarantee that any Entity will grant me clinical
privileges or contract with me as a provider of services. | understand that my application for Participation
with the Entity is not per se an application for employment with the Entity and that acceptance of my
application by the Entity may not result in my employment by the Entity.

8. lunderstand and agree that I will notify all credentialing entities to which I have submitted this Uniform
Application of any and all changes to the information contained in this Application

This attestation statement and Application must be signed no more than 180 days prior to the
credentialing decision date.

Please print your name:

Signature

Date

REMEMBER TO SAVE THE COMPLETED APPLICATION
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Schedule A

COLORADO HEALTH CARE PROFESSIONAL CREDENTIALS APPLICATION
AUTHORIZATION AND RELEASE OF INFORMATION FORM
Modified Releases Will Not Be Accepted

By submitting this Application, including all subparts and attachments, I acknowledge, understand,
consent and agree to the following:

1. As an applicant for medical staff membership at the designated hospital(s) and/or participation
status with the health care related organization(s) (e.g., hospital, medical staff, medical group
independent practice association (IPA), health plan, health maintenance organization (HMO),
preferred provider organization (PPO), physician hospital organization (PHO), managed care
organization network, medical society, professional association, medical school faculty position,
professional liability insurance carrier, other healthcare delivery entity or system, hereinafter
referred to as a ““Healthcare Entity””) indicated on this Application, | have the burden of
producing adequate information for proper evaluation of this Application.

2. | also understand that | have the continuing responsibilities to resolve any questions, concerns or
doubts regarding any and all information in this Application. If I fail to produce this information,
then | understand that the Healthcare Entity will not be required to evaluate or act upon this
Application. | also agree to provide updated information as may be required or requested by the
Healthcare Entity or its authorized representatives or designated agents.

3. The Healthcare Entity and its authorized representatives or designated agents will investigate the
information in this Application. | consent and agree to such investigation and to the disciplinary
reporting and information exchange activities of the Healthcare Entity as a part of the verification
and credentialing process.

4. 1 specifically authorize the Healthcare Entity and its authorized representatives and designated
agents to obtain and act upon information regarding my competence, qualifications, education,
training, professional and clinical ability, character, conduct, ethics, judgment, mental and
physical health status, emotional stability, utilization practices, professional licensure or
certification, and any other matter related to my qualification or matters addressed in this
Application (my “Qualifications™)

5. 1 authorize all individuals, institutions, schools, programs, entities, facilities, hospitals, societies,
associations, companies, agencies, licensing authorities, boards, plans, organizations, Healthcare
Entities or others with which | have been associated as well as all professional liability insures
with which | have had or currently have professional liability insurance, who may have
information bearing on my Qualifications to consult with the Healthcare Entity and its authorized
representatives and designated agents and to report, release, exchange and share information and
documents with the Healthcare Entity, for the purpose of evaluating this application and my
Qualifications.

6. | consent to and authorize the inspection of appropriate records and documents that may be
material to an evaluation of this Application and my Qualifications and my ability to carry out the
clinical privileges/services/participation | have requested. | authorize each and every individual
and organization with custody of such records and documents to permit such inspection and
copying as may be necessary for the evaluation of this Application. | also agree to appear for
interviews, if required or requested by the Healthcare Entity, in regard to this Application.



10.

11.

12.
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I further consent to and authorize the release by the Healthcare Entity to other Healthcare Entities
and interested persons on request of information the Healthcare Entity may have concerning me
(including but not limited to peer review information which is provided to another Healthcare
Entity for peer review purposes). | hereby release from all liability the Healthcare Entity and its
authorized representatives or designated agents from any claim for damages of whatever nature
for any release of information made in good faith by the Healthcare Entity or its representatives or
agents.

I release from any liability, to the fullest extent permitted by law, all persons and entities
(individuals and organizations) for their acts performed in a reasonable manner in conjunction
with investigating and evaluating my Application and Qualifications, and | waive all legal claims
of whatever nature against the Healthcare Entity and its representatives and designated agents
acting in good faith and without malice in connection with the investigation of this Application
and my Qualifications.

For Healthcare Entity membership and privileges, | acknowledge that | have been informed of or
have been given the opportunity to review the medical staff bylaws, rules, regulations and policies
of the entity and | hereby agree to abide by them. | agree to conduct my practice in accordance
with applicable laws and ethical principles of my profession.

I acknowledge that any investigations, actions or recommendations of any committee or the
governing body of the Healthcare Entity with respect to the evaluation of this Application and any
periodic reappraisals or evaluations will be undertaken as a medical review and/or peer review
committee and in fulfillment of the Healthcare Entity’s obligations under Colorado law to conduct
a review of professional practices in the facility, and are therefore entitled to any protections
provided by law.

I have read and understand this Authorization and Release of Information Form. A photocopy of
this Authorization and Release of Information Form shall be as effective as the original and shall
constitute my written authorization and request to communicate any relevant information and to
release any and all supportive documentation regarding this Application. This Authorization and
Release shall apply in connection with the evaluation and processing of this Application as well
as in connection with any periodic reappraisals and evaluation undertaken. | agree to execute
such additional releases as may be required from time to time in connection with such periodic
reappraisals and evaluations.

I understand that | have an opportunity to review the information submitted in support of this
application pursuant to each entity’s policy regarding review. If during the process of
credentialing, an entity receives information that varies substantially from information | have
provided, | will be notified of this and will have an opportunity to correct erroneous information.
I have the right, upon request, to be informed of the status of my application

COLORADO HEALTH CARE PROFESSIONAL CREDENTIALS APPLICATION
AUTHORIZATION AND RELEASE OF INFORMATION FORM

Please print your name:

Signature: Date:

REMEMBER TO SAVE THE COMPLETED APPLICATION
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CAUTION
READ THIS INSTRUCTION CAREFULLY

Complete Supplemental A, page 25, and
Supplemental B, page 26 & 27, unless instructed
otherwise by credentialing entity.
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Supplemental A

Please answer these questions in full. DO NOT ANSWER THESE QUESTIONS if you are seeking to be
employed by the credentialing entity.

1. Citizenship: Are you a citizen of the United States? [_] Yes [ ] No If no, please provide appropriate
documentation.

2. Date of Birth: Month __Day __ Year Gender: [ ]Male [ ] Female

3. Are you currently engaged in the illegal use of drugs? (Currently means sufficiently recent to justify a
reasonable belief that the use of drugs may have an ongoing impact on one’s ability to practice your
profession. It is not limited to the day of, or within a matter of days or weeks before the date of
application, rather that it has occurred recently enough to indicate the individual is actively engaged in
such conduct. “lllegal use of drugs” refers to drugs whose possession or distribution is unlawful under
the Controlled Substances Act, 21 U.S.C. § 812.22. It *does not include the use of a drug taken under
supervision by a licensed health care professional, or other uses authorized by the Controlled Substances
Act or other provision of Federal law.” The term does include, however, the unlawful use of prescription
controlled substances and alcohol).

[ ]Yes [ ]No

4. Do you use any chemical substances that would in any way impair or limit your ability to practice medicine
and perform the functions of your job with reasonable skill and safety?
[ JYes [ ]No

5. Do you have any reason to believe that you would pose a risk to the safety or well being of your patients?
[ ]Yes [ ]No

6. You must provide the following documents unless you are seeking to be employed by the credentialing
entity.

A. One recent passport size photograph of yourself or a copy of your current driver’s license.
B. Permanent Resident Card or Visa Status (if applicable).

Please print your name:

Signature

Date

REMEMBER TO SAVE THE COMPLETED APPLICATION
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Supplemental B

Health Status. Please answer each of the following questions in full. DO NOT ANSWER THESE
QUESTIONS if you are seeking to be employed by the credentialing entity.

1. Do you currently have any physical or mental condition(s) that may affect your ability to practice or
exercise the clinical privileges or responsibilities typically associated with the specialty and position
for which you are submitting this Application? If the answer to this question is “YES™, please give full
explanation of the specific details on an Explanation Form and attach to the Application.

[ ]Yes [ ]No
(Note: Physical or mental condition(s) include, but are not limited to, current alcohol or drug
dependency, current treatment or monitoring programs for alcohol or drug dependency, medical limitation
of activity, workload, etc., and prescribed medications that may affect your clinical judgment or
motor skills.)

2. Are you currently in a treatment or monitoring program(s) for a physical or mental condition that may
affect your ability to practice or exercise the clinical privileges or responsibilities typically associated
with the specialty and position for which you are submitting this application?

If the answer to this question is “YES™, please give a full explanation of the specific details, including
dates of treatment or monitoring, on an Explanation Form and attach to the Application.
[ ]Yes [ ]No
(Note: Physical or mental condition(s) include, but are not limited to, current alcohol or drug
dependency, current treatment or monitoring programs for alcohol or drug dependency, medical limitation
of activity, workload, etc., and prescribed medications that may affect your clinical judgment or motor

skills.)

3. Are you able to perform all the essential functions of the position for which you are applying,
safely and according to accepted standards of performance, with or without reasonable
accommodation? If reasonable accommodation is required, please specify such on
an attached Explanation Form.

[ ]Yes [ ]No

4. Please document your current TB status by checking the applicable boxes below:
[ 11 have had a TB test within the last 12 months and the test was negative. Documentation attached. |
have not experienced new risk factors for TB nor am | experiencing symptoms of active TB since my last

TB test.

[1 1 have had a history of previous infection with Mycobacterium Tuberculosis or a positive TB test but |
since have had a chest x-ray which was read as normal. Documentation attached. | currently have no
symptoms of active disease and have not experienced new risk factors for TB in the past year.

[ ] I currently have active TB disease which is being adequately treated.
Applicable documentation is attached.

[ ] Other
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5. The Colorado Board of Health requires licensed health care facilities to annually report their health care
worker influenza vaccination rate and achieve a vaccination rate of at least 90%. To facilitate compliance with
this rule, some health care facilities may require annual influenza vaccination of employees and staff.

[_] If this facility must comply with the Colorado Board of Health requirements, 1 agree to provide proof of
influenza vaccination or a medical exemption before practicing at this facility.

Please print your name:

Signature Date

REMEMBER TO SAVE THE COMPLETED APPLICATION
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