
                 UNIVERSITY OF LOUISVILLE HOSPITAL HOUSE STAFF PRIVILEGES APPLICATION          
	I.  PERSONAL IDENTIFICATION DATA

	   APPLICANTS PLEASE ANSWER ALL INFORMATION (Please print legibly).  IF ANY OF THE REQUESTED INFORMATION DOES NOT APPLY PLEASE INDICATE  WITH A 
   “N/A.”  ( Only complete applications will be accepted.)
   NAME: _____________________________________________     ______________________________________     __________     ___________
                        Last                                                                                                                   First                                                                                                 Middle  Initial         Degree
   HOME ADDRESS: __________________________________________   _________________________________    ________        ___________     

                                                                                                                                                                City                                                                                   State                            Zip
   PHONE: (______)_______ -________  CELL: (______)_______ -________ EMAIL ADDRESS:  ________________________________________
   PROGRAM (to which you have been accepted): ________________________________________________________________________________  
   EXPECTED BEGIN DATE: ________/________/________   EXPECTED END DATE: ________/________/________
                                                        Month           Day               Year                                                                            Month           Day               Year                                           
   PROGRAM COORDINATOR NAME: _____________________________________________________________  
   PROGRAM ADDRESS: _______________________________________   ________________________________    ________       ___________     

                                                                                                                                                                      City                                                                                   State                            Zip
   PHONE: (_______)________ -________  FAX: (______)_______ -________ EMAIL ADDRESS:  ________________________________________
   DATE OF BIRTH: ________/________/________  PLACE OF BIRTH: ____________________________________________    ____________   
                                       Month           Day               Year                                                              City                                                                                                           State                          
   SOCIAL SECURITY NUMBER: ______-______-_______      CITIZENSHIP: _________________________________   

 NATIONAL PROVIDER IDENTIFIER  (NPI):
        (IF NOT A US CITIZEB, PLEASE COMPLETE THE NEXT FOUR FIELDS)

                VISA STATUS                                                     ALIEN REGISTRATION #                                                 EXPIRATION DATE
________/________/________
ECFMG#:
-

-

-

   MARITAL STATUS: _______________________ SPOUSE: _______________________________________  ___________________________
                                                                                                                                             Last                                                                                                 First                                                                                                      

   PPD EXPIRATION: ________/________/________       RESULT: ○Positive     ○Negative     ○Declined     ○Other                   
                                          Month           Day               Year          
    DID YOU HAVE A FLU SHOT THIS SEASON?   ○Yes  ○No
                                 

	II.  EDUCATIONAL DATA

	     ALL PERIODS OF TIME MUST BE ACCOUNTED FOR FROM MEDICAL SCHOOL TO PRESENT.  ADDITIONAL SPACE  IS PROVIDED ON THE LAST PAGE OF THE  

    THE APPLICATION (SECTION VII. – EDUCATIONAL DATA CONTINUED)                                                                                                                    
  SCHOOLS

  UNDERGRADUATE COLLEGE/UNIVERSITY: ________________________________________________________________________________________________
  Address: _____________________________________________________________________________________________________________________________________________
   City/St/Zip/Country: _______________________________________________________________________________________________________________________________
  Phone: ___________________________________________________                         Fax: ___________________________________________________________
  Degree: _________________________________________________________       Dates: ________/_______      ________/________
                                                                                                                                                                                                             From (mm/yy)                        To (mm/yy)
  MEDICAL/DENTAL/OTHER COLLEGE: _________________________________________________________________________________________
  Address: ______________________________________________________________________________________________________________

   City/St/Zip/Country: ____________________________________________________________________________________________________

  Phone: ___________________________________________________                         Fax: _______________________________________________
  Degree: _________________________________________________________       Dates: ________/_______      ________/________
                                                                                                                                                                                                             From (mm/yy)                        To (mm/yy)


	III.  LICENSE/DEA INFORMATION



	STATE

LICENSE #

DATE 

ISSUED
EXPIRATION 

DATE:
STATUS:

LICENSED 

OBTAINED BY:
KY State

Active
Inactive

Exam
Reciprocity

State #2

Active
Inactive

Exam
Reciprocity
State #3

Active
Inactive

Exam
Reciprocity
State #4

Active
Inactive

Exam
Reciprocity
State #5

Active
Inactive

Exam
Reciprocity
(IF CURRENTLY LICENSED IN MORE THAN THREE (3) STATES, PLEASE SUPPLY THE SAME INFORMATION ON A SEPARATE SHEET AND ATTACH)
Federal DEA Certificate #: ________________________________________    Date of Expiration: ________/________/________
                                                                                                                         Month             Day               Year          


	IV.  PERSONAL HEALTH STATUS



	(PLEASE ANSWER EACH OF THE FOLLOWING QUESTIONS IN FULL.  IF THE ANSWER TO ANY QUESTION IS “YES”, PLEASE PROVIDE AN EXPLANATION ONLY OF THE RELEVANT DETAILS AND CURRENT STATUS ON A SEPARATE SHEET AND ATTACH)
1. Have you ever been subject to any disciplinary inquiry or action by any organization for any reason including but            ( YES   NO ( 
but not limited to your use, misuse, or abuse of alcohol or controlled substances?

2. Have you ever had any problems with or treated for substance abuse, chemical dependency, alcoholism, or drug              ( YES   NO ( 
addiction.

3. Do you have or have you had or been treated for any health problems (emotional, mental, and/or physical) which             ( YES   NO ( 
could affect your mental ability or motor skills?                

4. Have you ever been hospitalized (including substance treatment) as an adult other than pregnancy?                                  ( YES   NO ( 
5. Have you ever missed 30 or more consecutive days from your medical training or previous practice due to illness,          ( YES   NO ( 
injury, or a mental or physical health condition other than pregnancy?                  

6. Have you taken a leave of absence of two or more weeks duration from school, employment, training, or any other         ( YES   NO ( service.                

	V.  PREVIOUS MALPRACTICE/CONVICTIONS



	IF THE ANSWER IS YES TO EITHER OF THE ABOVE QUESTIONS, PROVIDE A FULL EXPLANATION ON A SEPARATE SHEET.  FOR MALPRACTICE CASES INCLUDE THE NAME OF THE CARRIER, THE DATE AND SPECIFIC INFORMATION CONCERNING “ANY  LIMITATION”: ON A SEPARATE SHEET AND ATTACH
Have any judgments or settlements been made against you in professional liability?                                                                           ( YES   NO (
Have you ever been convicted of a felony or misdemeanor other than minor traffic violations?                                                          ( YES   NO (


	I verify that the information I have supplied in this application is correct and complete.  I understand that furnishing incomplete or inaccurate information is grounds for withdrawal of the position offered, or termination of a contract.

APPLICANT SIGNATURE:    X                                                                                                                          DATE: ________/________/________
                                                                                                                                                                                                 Month           Day               Year          


	VI. PROGRAM DIRECTOR VERIFICATION



	THE INFORMATION SUPPLIED BY THE RESIDENT/FELLOW IS CORRECT TO THE BEST OF MY KNOWLEDGE AND ACCURATELY SETS FORTH HIS/HER CLASSIFICATION AND YEAR OF TRAINING, AND THAT SAID RESIDENT/FELLOW IS APPROVED BY THE DEPARTMENT/SERVICE OF: 

Program Director Name: _____________________________________________________________                                                                

                                              Printed

                                                          X                                                                                                                              Date: _________/_________/_________

                                             Signature                                                                                                                                                                       Month             Day                  Year          



	VII.  EDUCATIONAL DATA (CONTINUED FROM SECTION II)


	(ALL PERIODS OF TIME MUST BE ACCOUNTED FOR FROM ENTRANCE INTO MEDICAL SCHOOLE TO THE PRESENT)

         PLEASE INDICATE IF YOUR NAME AT ANY EDUCATIONAL INSTITUTION IS DIFFERENT THAN THE NAME LISTED ON YOUR APPLICATION .    ( YES   NO (
POST GRADUATE EDUCATION
  INTERNSHIPS

  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                        Type of Internship                                                       From (mm/yy)                          To (mm/yy)

Address: _______________________________________________________________________    __________________________________________________________________

                                                                                                                                                                             Type of Privileges/Position

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
  DURING THIS INTERNSHIP WERE YOU EVER SUSPENDED, PLACED ON PROBATION, FORMALLY REPRIMANDED, ASKED TO RESIGN OR DID YOU VOLUNTARILY  

  RESIGN?  IF YES, PLEASE EXPLAIN ON A SEPARATE SHEET AND ATTACHED.  ( YES   NO ( 

	  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                        Type of Internship                                                       From (mm/yy)                          To (mm/yy)

Address: _______________________________________________________________________    __________________________________________________________________

                                                                                                                                                                             Type of Privileges/Position

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
  DURING THIS INTERNSHIP WERE YOU EVER SUSPENDED, PLACED ON PROBATION, FORMALLY REPRIMANDED, ASKED TO RESIGN OR DID YOU VOLUNTARILY 

  RESIGN?  IF YES, PLEASE EXPLAIN ON A SEPARATE SHEET AND ATTACHED.  ( YES   NO ( 

 ( Check if more than two internships were begun or completed.  Please supply the same information on a saparate sheet and attached.


	  RESIDENCIES

  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                      Type of Residency                                                        From (mm/yy)                          To (mm/yy)

Address: ____________________________________________________________________________________________________________________________________________

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
   Chairman/Chief of Service: _________________________________________________________________________________________________________
  DURING THIS RESIDENCY WERE YOU EVER SUSPENDED, PLACED ON PROBATION, FORMALLY REPRIMANDED, ASKED TO RESIGN OR DID YOU VOLUNTARILY 

  RESIGN?  IF YES, PLEASE EXPLAIN ON A SEPARATE SHEET AND ATTACHED.  ( YES   NO (          


	  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                      Type of Residency                                                        From (mm/yy)                          To (mm/yy)

Address: ____________________________________________________________________________________________________________________________________________

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
   Chairman/Chief of Service: _________________________________________________________________________________________________________
  DURING THIS RESIDENCY WERE YOU EVER SUSPENDED, PLACED ON PROBATION, FORMALLY REPRIMANDED, ASKED TO RESIGN OR DID YOU VOLUNTARILY 
  RESIGN?  IF YES, PLEASE EXPLAIN ON A SEPARATE SHEET AND ATTACHED.  ( YES   NO ( 

  ( Check if more than two residencies were begun or completed.  Please supply the same information on a saparate sheet and attached.

	VIII.  PROFESSIONAL EMPLOYMENT AND AFFILIATIONS 


	LIST IN CHRONOLOGICAL ORDER ALL PROFESSIONAL AFFILIATIONS SINCE COMPLETION OF POST-GRADUATE EDUCATION, STARTING WITH YOUR CURRENT POSITION.  THIS INCLUDES ALL HOSPITALS, CORPORATIONS, AND MILITARY ASSIGNMENTS. GOVERNMENT AGENCIES, GROUP PRACTICES, OTHER HEALTHCARE FACILITIES OR OTHER TYPES OF ACTIVITY.  COMPLETE ADDRESSES MUST BE INCLUDED.  DATE MUST BE IN MM/YY FORMAT.  IF YOU HAVE A GAP IN EMPLOYMENT OF MORE THAN (30) DAYS, PLEASE EXPLAIN ON A SEPARATE PAGE. “SEE CV” IS NOT ACCEPTABLE.  PLEASE ATTACH ADDITIONAL SHEETS IF MORE SPACE IS NEEDED.

  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                      Department                                                                     From (mm/yy)                            To (mm/yy)

Address: _______________________________________________________________________    __________________________________________________________________

                                                                                                                                                                             Type of Privileges/Position

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
  Reason for leaving: _____________________________________________________________________________________________________         


	  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                      Department                                                                     From (mm/yy)                            To (mm/yy)

Address: _______________________________________________________________________    __________________________________________________________________

                                                                                                                                                                             Type of Privileges/Position

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
  Reason for leaving: _____________________________________________________________________________________________________ 


	  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                      Department                                                                     From (mm/yy)                            To (mm/yy)

Address: _______________________________________________________________________    __________________________________________________________________

                                                                                                                                                                             Type of Privileges/Position

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
  Reason for leaving: _____________________________________________________________________________________________________         


	  Name: ___________________________________________   _______________________________   ________/________  ________/________
                                                                                                                                      Department                                                                     From (mm/yy)                            To (mm/yy)

Address: _______________________________________________________________________    __________________________________________________________________

                                                                                                                                                                             Type of Privileges/Position

  City/St/Zip: __________________________________________________________________________    _____________________________________________________________
                                                                                                                                                                                        Country

  Phone: ___________________________________________________                         Fax: ___________________________________________________________
  Reason for leaving: _____________________________________________________________________________________________________         
 ( Check if more than four affiliations.  Please supply the same information on a saparate sheet and attached.
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  Hospital use only: 


  Date entered/by: _____________________________    NetAccess #: _________________________     HID card #: _________________________








