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SUPPLEMENTAL REAPPOINTMENT APPLICATION FORM 2010
THIS FORM MUST BE RETURNED BY December 22, 2010
TO THE PEORIA MEDICAL SOCIETY AT 7700 HARKER DRIVE, SUITE D, PEORIA, IL 61615.
This form must be completed and returned to the Peoria Medical Society along with the Health Care Professional Recredentialing and Business Data Gathering Form in order for your reapplication to be considered complete. 
Please indicate the hospital(s) to which you are seeking reappointment: 
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Graham Health System ____




Methodist Medical Center of IL ____
Renal Intervention Center ____


 

1.
Applicant Name: 
__________________________________________________


Spouse’s Name:         __________________________________________________

2.
Home Address:    
__________________________________________________



__________________________________________________

3. 
Home Phone:
__________________________________________________

4.          Primary Specialty:    __________________________________________________ (you are seeking privileges in)


 __________________________________________________
  5.
BACK UP PHYSICIAN – List the name of the physician who has agreed to be contacted for your patients in the event you cannot be reached.  The physician must have similar clinical privileges at each facility at which you are seeking reappointment.
Name of Alternate/Backup Physician:    _____________________________________________







(Please print clearly)
SUPPLEMENTAL APPLICATION QUESTIONS

6.   Do you have any restrictive endorsements on your malpractice insurance coverage?


Yes _______
No _______ If yes, please explain on a separate page.
7.   Have you voluntarily or involuntarily relinquished or failed to seek renewal of your hospital or ambulatory surgical center membership for any reason?



Yes _______
No _______ If yes, please explain on a separate page.

SUPPLEMENTAL APPLICATION QUESTIONS - Continued
8. Does any of your staff – other than PA/NP/Midwifes/CRNAs – provide patient care services at each hospital with you? (I.E. Surgical Techs, your personal RN, research RN, etc)? 


Yes _______
No_______
    


If yes, please provide their name: _________________________________


And what capacity they serve? ___________________________________
9.  Within the past year I have obtained a Two-Step TB test and can provide proof upon request.

Yes _______
No _______


10. CONTINUING MEDICAL EDUCATION
A majority of the CME credits I have obtained as required by the Medical Practice Act to maintain my Illinois State Medical License are directly related to my clinical privileges? If no, please provide an explanation on a separate page.
    
Yes ______
No ______     
If no, please explain on a separate page.

**Note: Proof of attendance and program content for CME credits must be submitted upon request. (Not applicable for Residents, Fellows, Allied Health or those who just obtained their license.)

ATTESTATION AND RELEASE OF INFORMATION

In making application for reappointment to the Central Illinois area hospitals Medical Staffs,  I agree to abide by each hospital/facility Medical Staff Bylaws, Credentialing Policies, Rules and Regulations, other related policies and each hospital/facility Staff Bylaws, and I affirm that the information given on this application for staff reappointment is true and correct.

The Peoria Medical Society and its representatives are authorized to consult with hospitals and health care facilities, the management of such hospitals or their representatives (including appointees to their medical staffs) with which I am or have been associated, and with any other third party who may have information bearing on my professional qualifications, credentials, license, current competence, specific training, experience requested, ethics, behavior or any other matter, as well as to inspect all records and documents that may be material to such questions. I agree to appear for an interview with the Medical Executive Committee and/or Hospital Administration, or the governing board if requested or required. I grant immunity to any representatives who in good faith supply oral or written information, records or documents to the hospital in response to any inquiry emanating from the hospital or its authorized representatives.  
I have an obligation to provide continuous care and supervision to all patients within the hospital for whom I have responsibility. 
__________________________________________


___________________

SIGNATURE OF APPLICANT






 DATE

__________________________________________

NAME OF APPLICANT - Please Print

















