Standardized Credentialing Application

COMPLETE EACH SECTION AS THROROUGHLY AS POSSIBLE. PLEASE TYPE OR PRINT.

I. GENERAL INFORMATION

If Not a Citizen of the U.S., indicate the Current Status of Your VISA:

Last Name First Name MI Degree
2.

Home Address/Street
3 4,

City/County/State/ZIP Business E-Mail Address
5 6.

Other Names You May Have Used (i.e. Maiden, etc.) Date of Birth (Month/Day/Year)
7 8.

Place of Birth Social Security Number
9. Primary Specialty 10.  Sub-Specialty. if applicable
1. Are YouaU.S. Citizen? Yes[] No[] 12. Sex: Male [] Female[]

This form mav also be found and downloaded from www.hpkansas.com
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II. OFFICE/PRACTICE INFORMATIC

If More Than Twao Offices, Check Here [] and Attach a Copy of Page 3. Completing Questions 22-40 for Each Office.
1. Participation Status for Which You Are Applying: (Indicate Specialty)
Primary Care: [] Specialist: [ Both: [ Patient Ages:

2

PRIMARY OFFICE Address/Street/Bldg/Suite Hire/Start Date
3.

City/County/State/ZIP (Should this practice location be listed in provider directory?  Yes [ | No []
4.

Tax ID # Owner/Corporate Name as Appears on SS4 or W-9 form (or Full Legal Name)
5

Business Name or Name By Which the Provider Group is Generally Known
6. 7

Office Phone Number After Hours/Emergency Number or Procedure
8 9.

Office Fax Number Office E-Mail Address
10. 11.

Office Manager Federal Tax ID#
12.

Billing Address/Street (If Different From Above)
13.

Billing City/State/Z1P

14, List Routine Office Hours:

Monday Tuesday Wednesday Thursday Friday
5.  EveningHours Yes [ No[J If Yes. List Hours After 5:00 P.M.
Monday Tuesday Wednesday Thursday Friday
16.  Weekend Hours: Yes [] No [ 17.(a) LabService in Your Office: Yes[] No[]
Saturday Sunday
17.(b)

If Yes, specify Waived, Physician Performed Microscopy.,
Moderately Complex, Highly Complex

18.  Please check all of the following that you perform IN THIS OFFICE:

EKG O Office gynecology {Routine Pelvic/PAP) [ Drawing Blood [ Age appropriate immunizations (]

X-Rays [JMinor Surgery [] Tympanometry/audiometry screening [J  Flexible sigmoidoscopy []

Laceration Repair (] Pulmonary Function Studies [] Asthma Treatment [J Allergy Skin Testing []

Osteopathic Manipulation [[] IV Hydration/treatment (] Other (please specify)

19. (a) Languages Spoken (other than English): Yes[] No[J (b) Are Interpreters Available? Yes[] No[J
(Health Care Provider) (Staff)

20.  Does Your Office:
(a) Have 24 hr. Phone Coverage Service? Yes[] No[J (b) Qualify as a Minority Business Enterprise? Yes[] No[]
(¢) Have Capability for Electronic Billing? Yes[] No[J (d) Provide Child Care Services for Patients? Yes[] No[J
(e) Meet ADA Accessibility Standards? Yes[] Ne[d (f) Have Public Transportation Accessibility? Yes[] No[
(g) Collaborate With an Advances Nurse Practitioner or Physician Assistant (P.A.)? Yes[] No[

If yes, Provide a Copy of Appropriate Collaborative Practice or P.A. Agreement(s) & the name(s) of the individual(s).
(h) Type of Practice: ~ Solo [J  Single Specialty Group [ Multispecialty Group [0~ Other [J
If Group Practice, Attach a List of Other Members of Your Practice, Their Specialties, and Coverage Arrangements.

21. Do you Currently:
(a) Accept New Patients Into Practice? Yes[] No[] (b) Accept New Patients By Physician Referral Only? Yes[] No[]
(¢) Have Medicare Certification Yes[] Ne[d (d) Accept Medicare Assignment? Yes[] No[
(e) Provide Inpatient Care? Yes(]  No[d (f) Accept Medicaid Assignment? Yes[]  No[J
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OFFICE/PRACTICE INFORMATION (cont’d.)

22.
SECONDARY OFFICE  Address/Street/Building/Suite
23,
City/County/State/ZIP (Should this practice location be listed in provider directory? Yes [] No []
24.
Tax ID # Owner/Corporate Name as Appears on SS4 or W-9 form (or Full Legal Name)
25
Business Name or Name By Which the Provider Group is Generally Known
26, 37.
Office Phone Number After Hours/Emergency Number or Procedure
28. 39.
Office Fax Number Office E-Mail Address
30. 31
Office Manager Federal Tax ID#
32.
Billing Address/Street (If Different From Above)
33

Billing City/State/Z1P

34. List Routine Office Hours:

Monday Tuesday Wednesday Thursday Friday
35.  Evening Hours Yes[] WNo[] If Yes, List Hours Afier 5:00 P.M.
Monday Tuesday Wednesday Thursday Friday
36.  Weekend Hours: Yes[[] No[] 37.a) Lab Service in Your Office: Yes[] No [
Saturday Sunday
37.(b)

It Yes, specity Waived, Physician Performed
Microscopy, Moderately Complex, Highly Complex

38.  Please check all of the following that you perform IN THIS OFFICE:

EKG [ Office gynecology (Routine Pelvic/PAP) [] Drawing Blood [] Age appropriate immunizations []

X-Rays [] Minor Surgery [] Tympanometry/audiometry screening [] Flexible sigmoidoscopy []

Laceration Repair (] Pulmonary Function Studies [] Asthma Treatment [] Allergy Skin Testing []

Osteopathic Manipulation [] IV Hydration/treatment [_] Other (please specify)

39. (a) Languages Spoken (other than English): Yes[ ] No[ (b) Are Interpreters Available? Yes[] No[J
(Health Care Provider) (Staff)

40.  Does Your Office:
(a) Have 24 hr. Phone Coverage Service? YesT] No[ (b) Qualify as a Minority Business Enterprise? Yes[] NoJ
(¢) Have Capability for Electronic Billing? Yes[] No[ (d) Provide Child Care Services for Patients? Yes[] No[J
(&) Meet ADA Accessibility Standards? YesL] No[]  (f) Have Public Transportation Accessibility? Yes[ ] No[J
(g) Collaborate With an Advances Nurse Practitioner or Physician Assistant (P.A.)? Yes[ ] No[J

If yes, Provide a Copy of Appropriate Collaborative Practice or P.A. Agreement(s) & the name(s) of the individual(s).
(h) Type of Practice:  Solo []  Single Specialty Group []  Multispecialty Group []  Other []]
If Group Practice. Attach a List of Other Members of Your Practice, Their Specialties, and Coverage Arrangements.
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lll. HPK Provider Directory Information
List the exact practice name, location(s), and phone information you want printed on the HPK website directory:

Primary Information:

Practice Name

Address

City/State/Zip

Phone

Secondary Information (if applicable):

Practice Name

Address

City/State/Zip

Phone

[Fax
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IV(A). PROFE!

List All Medical Schools/Institutions Attended
Please Explain Any 30 Day or Greater Gap In Your Training. Attach Additional Sheets If Necessary.

1.

Medical/Professional School Name

o
Address/Street

53
City/State/Zip/County

4. From: To: S
Dates Attended (month/year) Degree(s) Awarded

6. If You Are a Graduate of a Foreign Medical School, Are You Certified by the Education Council for Foreign Medical Graduates (ECFMG)? If Yes,

Please Enclose a Copy of Your Certificate With This Application.

Yes[] No[]

IV(B). POSTGRADUATE TRAINING: INTERSHIP

Institution Name

-
Address/Street
3
City/State/Zip
4. From: To: 5.
Dates Attended (month/year) Department Chair/Program Director
6.

Type of Internship (Rotating/Straight). If Straight, Please List Specialty.

IV(C). POSTGRADUATE TRAINING: FIRST RESIDENCY

Institution Name

o
Address/Street
3.
City/State/Zip
4. From: To: 3
Dates Attended (month/year) Department Chair/Program Director
0.

Type of Residency.

IV(D). POSTGRADUATE TRAINING: SECOND RESIDENCY OR FELLOWSHIP

Institution Name

o
Address/Street
3.
City/State/Zip
4. From: To: 3
Dates Attended (month/year) Department Chair/Program Director
6.

Type of Residency/Fellowship.




5]

(7]

6.

2

(7]

6

V(B

FELLOWSHIP/OTHER

Institution Name

Address/Street

City/State/Zip

From: To:

o

Dates Attended (month/year)

Department Chair/Program Director

Type of Fellowship/Other Explanation.

PRIMARY

CURRENT PRIMARY HOSPITAL NAME

Address/Street

City/State/Zip

Status of Privileges Key

1. Active 4. Associate
2. Courtesy Provisional Staff 5. Visiting
3 Active Provisional Staff 6. Temporary

s Courtesy 10 Senior Staff 13.

8. Admitting 11. Provisional 14.

9. Co-Admitting 12 Suspended 15.
5. From: To:

Status of Privileges (INDICATE BY USING KEY)

Consulting
Pending
Other

Dates Affiliated (month/year)

If Co-Admitting Status, List Other Admitting Physicians(s)

Any past or present restriction of privileges? Yes []

No [[] (If Yes, explain)

). HOSPITAL AFFILIATIONS: OTHER

Sa. From: To:

Dates Affiliated (month/year)

No [ (If Yes, explain)
——

5b. From: To:

la.

HOSPITAL NAME
2a.

Address/Strect
>a.

City/State/Zip
4a.

Status of Privileges (INDICATE BY USING KEY)
6a.  Any past or present restriction of privileses? Yes [
1b.

HOSPITAL NAME
2b.

Address/Street
3b.

City/State/Zip
4b.

Status of Privileges (INDICATE BY USING KEY)
6b.  Any past or present restriction of privileges? Yes []

Dates Affiliated (month/year)

No [] (If Yes, explain)
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