
UNIVERSITY OF LOUISVILLE HOSPITAL

HOUSE STAFF PRIVILEGES APPLICATION
	I.  PERSONAL IDENTIFICATION DATA

	APPLICANTS PLEASE ANSWER ALL INFORMATION (WRITE LEGIBLY).  IF ANY OF THE REQUESTED INFORMATION DOES NOT APPLY PLEASE INDICATE WITH A “N/A.”   ONLY COMPLETE APPLICATIONS WILL BE ACCEPTED.
Name of Applicant: _______________________________________________________________________________________________________

                                                        Last                                                                     First                                                           Middle

Home Address:   ____________________________________________________________________  Phone: ______________________________

                                                        Number and Street

                            _________________________________________________________________________________________________________

                                                        City                                                                  State                                                               Zip

Program (to which you have been accepted): _____________________________________________ PG year (as of begin date) _______________   

Expected end date_______________       Coordinator Name: ____________________________________  Phone #: _________________________

Program Address:  ___________________________________________________ ________________________________ ________ ___________ 

                                                                  Number and Street                                             City                                                    State             Zip

Date of Birth: ________________   City/State/Country of Birth _________________________________Citizenship:  _______________________

current immigration status (if applicable)____________ Social Security Number:  __________________     Marital Status:  ___________________
National Provider Identifier Number (NPI) _______________________________  

Current Tuberculin Screening:       Test Date__________________________  Result_____________________________________


	II.  EDUCATIONAL DATA

	 ( ALL PERIODS OF TIME MUST BE ACCOUNTED FOR FROM MEDICAL SCHOOL TO PRESENT.  PROVIDE ADDITIONAL INFORMATION ON ATTACHED SHEET.)                                                                                                                       

SCHOOLS

Undergraduate College/University:  ______________________________________________________________________________________

Address:  ___________________________________________________________________________________________________________

 City:   _________________________________________________   State:  ________________________   Date:   ______________________

Degree: _________________________________________________________    Dates:____________________________________________

                                                                                                                                                                    From                            To

Medical/Dental/Other College:  _________________________________________________________________________________________

Address:  ___________________________________________________________________________________________________________

  City:  _____________________________________________________________    State:  ____________________ Zip: ________________

 Degree:  _________________________________________________________    Dates:  __________________________________________

                                                                                                                                                                      From                          To



	III.  LICENSE/DEA INFORMATION

	                                                                          State #1                                                 State #2                                                    State #3

State of Issue:                                _________________________               __________________________              __________________________                            

Number:                                        _________________________                __________________________              __________________________

Date Issued:                                   _________________________                _________________________                __________________________

Date of Expiration:                        _________________________                __________________________              __________________________

(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: _______________________________________



	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

	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 (
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.

	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                                                                                                    Date


	Program Director’s 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 of:  _____________________________________________________________

_______________________________________________                                      _________________________________________  ____________

 Printed name of Chief/Program Director                                                                    Signature of Chief/Program Director                        Date
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Date entered/by:___________________________  NetAccess #____________________     HID card #_____________________








