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CareerStaff
Unlimited



 LOCUM TENENS CREDENTIALING APPLICATION
(Please Print or Type)

______________________________________________________________________________


TYPE OR PRINT NAME   (last, first, middle initial)           

_______________________________________________________________________________

DATE OF BIRTH                                                         EMAIL ADDRESS



_______________________________________________________________________________

SOCIAL SECURITY #



TAX IDENTIFICATION #
_______________________________________________________________________________

DEA # 


        UPIN #

ECFMG # (if applicable)                                      

______________________________________________________________________________

PRIMARY PRACTICE SPECIALTY

SUB SPECIALTIES:

CURRENT HOME ADDRESS

_______________________________________________________________________________

STREET/P.O. BOX                                         CITY

            STATE                 ZIP          

_______________________________________________________________________________



HOME NUMBER



CELL NUMBER
OFFICE ADDRESS

_______________________________________________________________________________



STREET/P.O. BOX                                         CITY

            STATE                 ZIP            

_______________________________________________________________________________



OFFICE NUMBER



FAX NUMBER
Please enclose copies of/or the documentation (s) listed below:

Completed, signed, dated, legible application

Current Professional Liability Insurance Certificate (if available)

Residency Information (if applicable)

Medical School Information (diploma)

Current Licenses (s) – all states

Curriculum Vitae/Work History

DEA Certificate

Board notification eligibility/certification

Reference letters (if available)

ECFMG certificate (if applicable) 

Professional organization memberships

An attestation Statement of Satisfactory Health

CPR, ACLS, and PALS Certificates (as applicable)

Any other miscellaneous documents to support the application information

EDUCATION AND TRAINING (For additional space, please attach additional pages)

_______________________________________________________

___________________

UNDERGRADUATE INSTITUTION




DATES ATTENDED
_______________________________________________________

___________________

ADDRESS







PHONE

_______________________________________________________

___________________

MEDICAL SCHOOL






DATES ATTENDED
_______________________________________________________

___________________

ADDRESS







DEGREE EARNED
_______________________________________________________

___________________

PROGRAM CHAIRPERSON





PHONE

_______________________________________________________

___________________

RESIDENCY







DATES ATTENDED
_______________________________________________________

___________________

ADDRESS







DEGREE

_______________________________________________________

___________________

PROGRAM CHAIRPERSON





PHONE


_______________________________________________________

___________________

FELLOWSHIP







DATES ATTENDED
_______________________________________________________

___________________

ADDRESS







DEGREE

_______________________________________________________

___________________

PROGRAM CHAIRPERSON





PHONE

BOARD CERTIFICATION/ELIGIBILITY (For additional space, please attach additional pages)

_______________________________________________________

_____________________
NAME OF SPECIALITY BOARD





CERTIFICATION DATE 

_______________________________________________________

_____________________
NAME OF SPECIALITY BOARD





CERTIFICATION DATE
LICENSES 
	List all current and past state medical licenses

	State
	License Number
	Issue Date
	Expiration Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


PROFESSIONAL REFERENCES

______________________________________________________________________________________

REFERENCE #1 (name)

______________________________________________________________________________________

STREET/P.O. BOX
CITY

STATE

ZIP


______________________________________________________________________________________

TELEPHONE #


FAX#

           

E-MAIL ADDRESS

______________________________________________________________________________________

REFERENCE #2 (name)

______________________________________________________________________________________

STREET/P.O. BOX
CITY

STATE

ZIP



______________________________________________________________________________________

TELEPHONE #


FAX#

           

E-MAIL ADDRESS

_____________________________________________________________________________________

REFERENCE #3 (name)

______________________________________________________________________________________

STREET/P.O. BOX
CITY

STATE

ZIP



______________________________________________________________________________________

TELEPHONE #


FAX#

           

E-MAIL ADDRESS

PROFESSIONAL PRIVILEGES (For additional space, please attach additional pages)
________________________________________________________________________________________________

NAME OF INSTITUTION




DATES OF AFFILIATION

________________________________________________________________________________________________

STREET/P.O. BOX              


CITY
                STATE                  

ZIP    

________________________________________________________________________________________________

 MEDICAL STAFF CONTACT NAME
PHONE #
FAX #

 E-MAIL ADDRESS
________________________________________________________________________________________________

NAME OF INSTITUTION




DATES OF AFFILIATION

________________________________________________________________________________________________

STREET/P.O. BOX              


CITY
                
STATE                  

ZIP    

________________________________________________________________________________________________

MEDICAL STAFF CONTACT NAME

PHONE #
FAX #

 E-MAIL ADDRESS
________________________________________________________________________________________________

NAME OF INSTITUTION




DATES OF AFFILIATION

________________________________________________________________________________________________

STREET/P.O. BOX              


CITY
                
STATE                  

ZIP    

________________________________________________________________________________________________

 MEDICAL STAFF CONTACT NAME
PHONE #
FAX #

 E-MAIL ADDRESS
________________________________________________________________________________________________

NAME OF INSTITUTION




DATES OF AFFILIATION

________________________________________________________________________________________________

STREET/P.O. BOX              


CITY
                
STATE                  

ZIP    

________________________________________________________________________________________________

MEDICAL STAFF CONTACT NAME

PHONE #
FAX #

 E-MAIL ADDRESS
PROFESSIONAL LIABILITY COVERAGE

______________________________________________    
__________________________________

NAME OF CARRIER




POLICY #

Have your employment, medical staff appointment, or privileges ever been refused, revoked, denied, or limited?

 Yes  No
If yes, please attach a complete explanation.

Have any of your state license(s) to practice ever been denied, investigated, relinquished, limited, or revoked?

 Yes  No
If yes, please attach a complete explanation.

Have you ever been sanctioned, disciplined, debarred, and/or excluded by a duly authorized regulatory agency or are there any current restrictions or limits on your license (s) or certification (s)? 

 Yes  No
If yes, please attach a complete explanation.

NOTICE/AUTHORIZATION AND RELEASE FOR THE PROCUREMENT OF A

CONSUMER AND/OR INVESTIGATIVE CONSUMER REPORT

In connection with my application to become an independently contracted physician or allied health professional with CareerStaff Unlimited, Inc.,  (CSU), I hereby authorize​​​ Sun Healthcare Group, Inc., (SHG) and it’s subsidiary CSU, by and through its independent contractor, KROLL BACKGROUND AMERICA, INC. (KBA), located at 1900 Church Street, Suite 400, Nashville, TN 37203 to procure a consumer report and/or investigative consumer report on me.  I understand that this authorization and release shall be valid for subsequent consumer and/or investigative consumer reports during my period of being an independently contracted physician or allied health professional with CSU.

These above-mentioned reports may include, but are not limited to, information as to my character, general reputation, and personal characteristics, discerned through information as to my professional affiliations with medical facilities, professional liability coverage and malpractice history, clinical performance, employment, education and training, social security number trace and/or other public records history.

I further authorize any person, business entity or governmental agency who may have information relevant to the above to disclose the same to CSU by and through KBA, including, but not limited to any and all courts, public agencies, law enforcement agencies and credit bureau, regardless of whether such person, business entity or governmental agency compiled the information itself or received it from other sources.

I hereby consent and authorize SHG and it’s subsidiary CSU to thoroughly investigate my references, independent contractor assignments, and other matters related to my suitability for becoming credentialed as an independent contractor.

I understand that I am entitled to a complete and accurate disclosure of the nature and scope of any investigative consumer report of which I am the subject upon my written request to KBA, if such is made within a reasonable time after the date hereof.  I also understand that I may receive a written summary of my rights under 15 U.S.C. § 1681et. seq. and Cal. Civ. Code § 1786.
Please provide me with a copy of my background investigation report.   Yes  No


I represent that the information provided therein or attached to this application is accurate to the best of my knowledge. I understand that any misstatement, omission, or misrepresentation, whether intentional or not, will be cause for immediate rejection of my request for locum tenens credentialing and privileging.

By my signature below, I accept the terms and conditions described above and submit this application for consideration. *

__________________________________________________________
_____________________________


Signature (Print name)







Date

Page 1 of 6 (020507)


