
 

 

639 Isbell Road, Suite 400 – Reno, NV  89509 
PO Box 30007 – Reno, NV  89520-3007 

 
 
 

Phone: (800) 776-6959 
Fax: (775) 356-5746 

                   
  
 
 
 
 

 
 
 

Dear Provider: 
 
This credentialing application applies to all prospective UHN/NPP providers.  You will be required to complete 
an application if you wish to participate in the network.  If you are part of a group practice, each provider must 
complete an application.  Submission of the completed application merely signifies your interest in being 
considered for appointment; it is not a guarantee that you will be or have been granted network participation.  
Upon completion of the credentialing process and after the Credentialing Committee’s review, you will be 
notified in writing of your network participation status.  Please note:  The initial credentialing process can 
take up to 90 days to complete.  Please be sure to complete all sections of the application accurately and sign 
where applicable.  Incomplete applications will be returned to you for completion. 
 

**IN ADDITION TO THE APPLICATION** 
** SEND ONLY THE DOCUMENTATION REQUESTED BELOW** 

 
The following documents are required with your application: 
 

1. Copy of your current State Physician/Provider License  

2. Copy of your current Federal DEA Registration 

3. Copy of your current State Certificate of Registration of Uniform Controlled Substances  

4. Current Curriculum Vitae/Resume, showing work history for the past 5 years, using the month/year 

format for all start and end dates 

5. Current Professional Liability Insurance Certificate 

6. Copy of diplomas/certificates or signed statement from the program director(s) of your training 

program (for non MD and DO providers) 

7. Print name of  Supervising Physician if applicant is a Physician Assistant or  Advanced Nurse 

Practitioner:  __________________________________________________________________ 

If you have any questions or need further assistance, please call the Network Management Department at (775) 335-3260 
or 1-800-776-6959.   
  

Please note: 
Each Entity maintains certain entity-specific credentialing and recredentialing requirements, policies 
and procedures.  Entity-specific requirements and or requests may vary slightly from the State of 
Nevada standardized application requirements.   
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NOTE:  SHADED PORTIONS N/A TO ALLIED HEALTH PROFESSIONALS 
 

APPLICATION FOR REAPPOINTMENT 
PERSONAL DATA 

 
NAME ________________________________________ DATE OF BIRTH  ____________________ 
 
SOCIAL SECURITY NUMBER  _______________________ SPECIALTY  ________________________ 
 
___________________________________________________________________________________  
LOCAL RESIDENCE ADDRESS   
 
____________________________________________________________________________________ 
LOCAL RESIDENCE PHONE   

PRACTICE INFORMATION 
 

__________________________________________________________________________________________________________________ _ 
PRIMARY OFFICE ADDRESS  
 
__________________________________________________________________________________________________________________ 
OFFICE PHONE                                OFFICE FAX                             E-MAIL ADDRESS    CELL PHONE 
 
UPIN#__________________  MEDICARE #_________________  MEDICAID #_____________________  
 
TAX I.D. #____________________________________NPI # __________________________________   
 
__________________________________________________________________________________________________________________ _ 
FOREIGN LANGUAGES SPOKEN BY PRACTITIONER 
 
__________________________________________________________________________________________________________________ _ 
LANGUAGES, OTHER THAN ENGLISH, SPOKEN IN YOUR OFFICE  
 
____________________________________________________________________________________ 
CREDENTIALING/OFFICE MGR./CONTACT PHONE /FAX  
 
____________________________________________________________________________________ 
CREDENTIALING CONTACT ADDRESS  
 
____________________________________________________________________________________ 
ANSWERING SERVICE PHONE BEEPER  
 
____________________________________________________________________________________ _ 
SECONDARY OFFICE ADDRESS   
 
____________________________________________________________________________________ 
OFFICE PHONE                                OFFICE FAX                             E-MAIL ADDRESS     
 
____  SOLO PRACTICE   ____  GROUP PRACTICE 
 
____________________________________________________________________________________ 
GROUP/PRACTICE NAME   
 
____________________________________________________________________________________ 
NAME(S) OF ASSOCIATE(S)  
 
____________________________________________________________________________________ 
COVERING PRACTITIONER(S)(ALTERNATE COVERAGE WHEN YOU ARE UNAVAILABLE)
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HOSPITAL AND OTHER HEALTH CARE ENTITY MEMBERSHIPS HELD IN PAST THREE (3) YEARS 
 
LIST ALL HOSPITALS AND SURGICAL CENTERS WHERE YOU CURRENTLY HAVE, OR HAVE HAD IN THE PAST THREE (3) YEARS, AFFILIATION, 
MEMBERSHIP AND/OR HAVE BEEN GRANTED PRIVILEGES.  IF, WITHIN THE PAST THREE (3) YEARS, YOU HAVE WITHDRAWN AN APPLICATION 
OR YOU ARE NO LONGER AFFILIATED WITH A HOSPITAL OR SURGICAL CENTER, PROVIDE AN EXPLANATION ON A SEPARATE PAGE. (USE 
ADDITIONAL SHEET IF NEEDED.) 
 
Primary Admitting Facility (if applicable) __________________________________________________________ 
 
HOSPITAL/SURGICAL CENTER    _____________________________________________________________________ 

HOSPITAL/SURGICAL CENTER    _____________________________________________________________________ 

HOSPITAL/SURGICAL CENTER    _____________________________________________________________________ 

HOSPITAL/SURGICAL CENTER    _____________________________________________________________________ 

HOSPITAL/SURGICAL CENTER    _____________________________________________________________________ 

HOSPITAL/SURGICAL CENTER    _____________________________________________________________________ 

HOSPITAL/SURGICAL CENTER    _____________________________________________________________________ 

ALTERNATE CARE OF HOSPITALIZED PATIENTS 
IF YOU DO NOT MAINTAIN ADMITTING PRIVILEGES, LIST THE NAME/NAMES OF PHYSICIANS OR TROUPS WITH WHOM YOU HAVE 
ESTABLISHED A CURRENT HOSPITAL ADMISSION COVERAGE AGREEMENT:  ________________________________________ 
 

PRIVILEGES 
UNLESS OTHERWISE NOTED, YOUR SIGNATURE AT THE END OF THIS REAPPLICATION INDICATES THAT: 
(1) You have maintained current clinical competence in order to qualify to retain the privileges currently granted you at the 

above  facilities to which you are reapplying 
(2) Please note any privileges you wish to voluntarily relinquish on the attached list of your privileges or by submission of a 

completed privilege application for your specialty if provided. 
 

Board Certification/Recertification (Attach copy of certificate(s)) 
COMPLETE THIS SECTION ONLY IF THE FOLLOWING INFORMATION HAS CHANGED WITHIN THE PAST THREE  YEARS. 

 
BOARD  _________________________________________________  DATE OF CERTIFICATION _______________ 
 
EXPIRE  _________________   CERTIFIED IN  __________________________________________________________ 
 
OTHER SPECIALTY BOARD ________________________________________________________________________ 
 
DATE OF CERTIFICATION  _______________________  DATE OF RECERTIFICATION _________________________ 
 
IF NOT  BOARD CERTIFIED, INDICATE CURRENT STATUS  _______________________________________________ 
 
IF YOU HAVE TAKEN A BOARD EXAMINATION IN THE PAST THREE (3) YEARS, COMPLETE THE FOLLOWING: 
EXAMINATION DATE ___________________________________________ PASSED ________ FAILED  _____ 
 
IF YOUR BOARD CERTIFICATION HAS LAPSED FOR ANY REASON DURING THE PAST THRE YEARS, PROVIDE AN EXPLNATION, INCLUDING 
DATE:________________________________________________________________________________ 

 
Licensure/Registration/Billing (RETURN COPIES OF THE FOLLOWING) 

NEVADA MEDICAL/AHP  LICENSE NUMBER __________________ EXPIRES______________   

NEVADA STATE PHARMACY NUMBER __________________ EXPIRES______________   

FEDERAL DEA REGISTRATION NUMBER __________________ EXPIRES______________   

NATIONAL CERTIFICATION NUMBER__________________ EXPIRES  ______________ 
 
Other State Licenses:   State                  Number  Issue Date Expiration Date 
 ______________________________________________________________________________________________ 

 _______________________________________________________________________________ 
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PEER RECOMMENDATIONS 

CRITERIA FOR PEER REFERENCES INCLUDE:  LOCAL PRACTITIONERS WITH YOUR SAME LEVEL OF LICENSURE (E.G. 
MD/DO, DDS/DDS, DMD/DDS, DPM/DPM, APN/APN, PA/PA, RNFA/RNFA, ETC.), PERSONAL KNOWLEDGE OF 
YOUR CURRENT CLINICAL ABILITIES, ETHICAL CHARACTER AND ABILITY TO WORK WITH OTHERS. UNACCEPTABLE 
REFERENCES INCLUDE RELATIVES, CURRENT OR PENDING  PROFESSIONAL PARTNERS/FINANCIAL ASSOCIATES.  
RECOMMENDED PEERS:  HOSPITAL DEPARTMENT CHAIRS, PRACTITIONERS IN  YOUR SPECIALTY WITH WHOM YOU 
HAVE WORKED.  A MINIMUM OF TWO  OF THESE PEERS SHOULD BE OF YOUR SAME SPECIALTY.  IF THIS IS NOT 
POSSIBLE, PLEASE PROVIDE A WRITTEN EXPLANATION. 
 
NAME    ______________________________________________SPECIALTY____________________ 
ADDRESS    ___________________________________________________________________________ 
TELEPHONE  _________________________________ FAX    __________________________________ 
 
NAME    ______________________________________________SPECIALTY____________________ 
ADDRESS    ___________________________________________________________________________ 
TELEPHONE  _________________________________ FAX    __________________________________ 
 
NAME    ______________________________________________SPECIALTY ___________________ 
ADDRESS    ___________________________________________________________________________ 
TELEPHONE  _________________________________ FAX    __________________________________ 

 
 

PROFESSIONAL LIABILITY (MALPRACTICE) INSURANCE 
LIST ALL MALPRACTICE INSURANCE CARRIER(S) DURING THE  PREVIOUS THREE (3) YEARS 

 (USE ADDITIONAL SHEET IF NEEDED.) 
CARRIER    __________________________________________________________________________ 
MAILING ADDRESS __________________________________________________________________________ 
TELEPHONE   ________________________________ FAX    ____________________________________ 
AMOUNTS OF COVERAGE (OCCURRENCE/AGGREGATE)  ____________________________________________ 
POLICY NUMBER   ____________________  EFFECTIVE DATE   ___________  EXPIRATION   _____________ 
 
OTHER CARRIER  IN PAST 3 YEARS ______________________________________________________________ 
MAILING ADDRESS __________________________________________________________________________ 
TELEPHONE   ________________________________ FAX    ____________________________________ 
AMOUNTS OF COVERAGE (OCCURRENCE/AGGREGATE)  ____________________________________________ 
POLICY NUMBER   ____________________  EFFECTIVE DATE   ___________  EXPIRATION   _____________ 
REASON FOR CHANGE IN CARRIER ______________________________________________________________ 
__________________________________________________________________________________________ 

 
 

CONTINUING MEDICAL EDUCATION/CEU 
UNLESS OTHERWISE NOTED, YOUR SIGNATURE AT THE END OF THIS REAPPLICATION INDICATES THAT: 
(1) You have met the CME/CEU  Requirements established by the Medical Staffs at the facilities for which you 

are reapplying 
(2) A sufficient portion of those CME/CEU hours are specific to the type of care you provide 
(3) Documentation of your attendance at these programs can be made available upon request. 
Please list at least two of the Continuing Medical Education/CEU Classes you have attended which pertain to 
the privileges you seek_______________________________________________________________________  
 
_________________________________________________________________________

_________________________
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PRACTITIONER QUESTIONNAIRE 
If answers to any of the following questions is YES, please provide full details on a separate sheet, to 
include date of occurrence, description of events and current status.   
 
A. During the past three years, has your license to practice medicine in any jurisdiction ever 

been denied, revoked, voluntarily or involuntarily terminated, relinquished, suspended, 
otherwise limited or restricted, or been made subject to a program of probation, or have 
you ever been issued a citation or letter of reprimand by the licensing agency, or have 
formal or informal proceedings, or investigations, toward any of those ends ever been 
commenced? 

 YES    NO

 
B. 

 
During the past three years, has your medical staff membership or medical staff status at 
any hospital or comparable acute or long term care facility or ambulatory surgery center or 
comparable facility, ever been denied, revoked, voluntarily or involuntarily terminated, 
relinquished, suspended, or  restricted or limited, based on patient care or professional 
conduct reasons, or have formal or informal proceedings, or investigations, toward any of 
those ends ever been commenced? 

 
 

 
 YES   NO

 
C. 

 
During the past three years, have your admitting or clinical privilege(s) at any other 
hospital, or at any  comparable acute or long term care facility, or ambulatory surgery 
center or comparable facility, ever been denied, revoked, voluntarily or involuntarily 
terminated, relinquished, suspended, or restricted or limited, based on patient care or 
professional conduct reasons, or have formal or informal proceedings, or investigations,  
toward any of those ends ever been commenced? 

   
YES    NO

 

 
D. 

 
During the past three years, have you voluntarily or involuntarily relinquished medical 
staff membership or status, admitting or clinical privileges, withdrawn an application for 
membership or  privileges at any hospital or comparable acute or long term care facility, 
or ambulatory surgery center or comparable facility, after notification of the actual or 
imminent commencement of a formal or informal review, or investigation of your practice, 
credentials or professional conduct? 

   
YES    NO

 
E. 
 
 

 
During the past three years, has your membership, participation, privileges, contractual 
affiliation or other status with any health maintenance organization, medical group, 
ambulatory or outpatient care center, clinic, independent practice association, preferred 
provider organization, or any other comparable health care entity been denied, revoked, 
voluntarily or involuntarily terminated, suspended, restricted or limited based upon patient 
care or professional conduct grounds, or have formal or  informal  proceedings, or 
investigations toward any of those ends been commenced? 

   
YES    NO

 

 
F. 

 
During the past three years, have you voluntarily or involuntarily relinquished 
membership, participation, privileges, a contractual affiliation or other comparable status 
with any health maintenance organization, medical group, ambulatory or outpatient care 
center, clinic, independent practice association, preferred provider organization, or any 
other comparable health care entity after notification of the actual or imminent 
commencement of a formal or informal  review or investigation, of your practice or 
professional conduct?  

  
YES    NO

 

 
G. 

 
During the past three years, has your membership or status in any state or local 
professional society or other comparable medical organization been denied, revoked, 
voluntarily or involuntarily terminated, suspended or restricted based upon patient care or 
professional conduct concerns, or have formal or informal proceedings, or investigations 
toward any of those ends ever been commenced? 

  
YES    NO
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H. During the past three years, has your status as a participating provider in the Medicare,

Medicaid, or Tricare (formerly Champus) programs been sanctioned, denied, suspended,
voluntarily or involuntarily terminated, limited or revoked, or have formal or informal
proceedings, or investigations toward any of those ends ever been commenced? 

  
 
 
 

YES    NO
 
I. 

 
During the past three years, has a letter of concern or reprimand been issued to you? 

  
YES    NO

 
J. 

 
During the past three years, have you been denied professional liability insurance or has 
your policy been canceled? 

  
YES    NO

 
 
K. 
 

 
(1) During the past three years, have you been named in a complaint based on allegations 
of professional negligence or professional misconduct or have you received notice of an 
intent to commence litigation of that type?  Note: Make copies of the attached 
Malpractice Claim Information Worksheet and complete for each case. 
 
(2) With regard to any suit, has it resulted in a judgment, a settlement, or other final 
disposition, or is it still pending?   Note: Make copies of the attached Malpractice 
Claim Information Worksheet and complete for each case. 

  
YES    NO

 
 
 
 

YES    NO

 
L. 

 
Does your professional liability (malpractice) coverage exclude you from performing any 
specific procedures(s) or practicing portions of your specialty for which you are 
requesting privileges? 

  
YES    NO

 
M. 

 
During the past three years, has your specialty board certification or eligibility been 
denied, revoked, voluntarily or involuntarily terminated, suspended, or have formal or 
informal proceedings, or investigations toward any of those ends been commenced? 
 

  
YES    NO

N. During the past three years, has your Drug Enforcement Agency or other controlled 
substances authorization been denied, revoked, voluntarily or involuntarily terminated,
suspended, or restricted or have formal or informal proceedings, or investigations toward
any of those ends been commenced? 

   
YES    NO

 
O. 

 
During the past three years, have you been convicted of a criminal offense other than a 
minor traffic violation? 

  
YES    NO

 
P. 

 
During the past three years, are you now or have you been addicted to a controlled 
substance or alcohol?  If the answer to this question is yes, please provide the name, 
address and a full description of any rehabilitation program in which you are now 
participating or in which you have participated as well as the name and title of the 
individual who can describe your care and participation in that program.  An 
organization may require that you complete a Health Status Form which provides 
the name and title of the individual/organization (counselor/diversion 
program/treating provider) who can advocate on behalf of your sobriety status. 

  
YES    NO

 
Q. 

 
Do you currently use illegal drugs? 

  
YES    NO

 
R. 

 
Do you have any mental or physical condition that may significantly affect your ability to
practice medicine or to exercise the particular privileges that you have requested?  If so, do 
you believe that, with reasonable accommodation, you will be able to provide care meeting
the standards controlling the award of privileges and status that you seek? 

  
YES    NO

 

 
S. 

 
Would you require an accommodation in order for you to exercise medical staff duties or 
the privileges requested safely and completely?  

  
YES    NO
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Standard Authorization, Attestation and Release for Health Plans, Health Insurers and Health Care Organizations 

(Not for Use for Employment Purposes) 
 

Purpose of Form 
This form has been developed for use by Nevada health plans and health insurers, and may be used by hospitals and other healthcare organizations.  Its purpose is to provide a 
single consolidated form for use by applicants for participation as a provider (hereinafter, “Participation”) with health plans or health insurers and may be used for hospital and 
other healthcare organization medical staff membership and clinical privileges (hereinafter, sometimes, “Membership”).  This form, once properly completed will be accepted 
by all Nevada health plans and health insurers and may be accepted by hospitals and other healthcare organizations (hereinafter, collectively referred to as “Entities”). 
 

Acknowledgements and Agreements with respect to Health Plans and Health Insurers 
I understand and agree that, as part of the credentialing application process for Participation at or with each health plan or health insurer and any of their  affiliated Entities, I 
am required to provide sufficient and accurate information for a proper evaluation of my current licensure, relevant training and/or experience, clinical competence, health 
status, character, ethics, and any other criteria used by them for determining initial and ongoing eligibility for Participation.   
 

Acknowledgements and Agreements with respect to Healthcare Organizations 
By filing this application, I agree to be bound by the bylaws, rules and regulations, policies, and code of conduct of each and every medical center, medical staff and other 
healthcare organizations to which I am applying in Nevada.  I understand that I have an opportunity to review those bylaws, rules and regulations and policies. 
 
I understand that it is my responsibility to assure that a copy of this application is sent to each and every healthcare organization to which I wish to apply. 
 
I understand that my misrepresentation or significant omission in this application constitutes cause for denial or for subsequent revocation of membership and privileges.  I also 
understand that I have an opportunity to review the information submitted in support of this application pursuant to each entity’s policy regarding review.  If during the process 
of credentialing, an entity receives information that varies substantially from information I have provided, I will be notified of this and will have an opportunity to correct 
erroneous information.  I have the right, upon request, to be informed of the status of my application. 
 
I recognize that as the applicant I bear the burden of demonstrating that I am qualified and remain qualified for the award of membership and privileges in accord with the 
criteria and standards described in the applicable bylaws and comparable documents, and I recognize that I have the burden of resolving any reasonable doubts about my 
qualifications for membership and privileges. 
 
In order to facilitate the evaluation of this application and the assessment of any subsequent exercise of privileges, I agree to meet and cooperate with the various officers, 
representatives and committees charged with responsibility for credentialing and peer review activities.   
 
I understand that the evaluation of credentials shall be accomplished in a professional manner, and that I will be afforded an appropriate review in the event that action on this 
application is adverse in accordance with the bylaws or rules pertaining to each organization. 
 
As part of this application, I pledge that if I am granted the requested membership and privileges, I will maintain an ethical practice in accord with applicable bylaws, and 
specifically that I will: a)  Refrain from fee splitting or other inducements relating to patient referral; b)  Provide for the continuous care and supervision of my patients; c)  
Refrain from delegating the responsibility for diagnosis or care of hospitalized patients to a medical practitioner who is not qualified to undertake this responsibility and who is 
not adequately supervised; d)  Seek consultations whenever necessary or requested by the patient or family; e)  Abide by all applicable and generally recognized ethical 
principles applicable to my profession and to each and every healthcare entity to which I am applying; and f)  Maintain the confidentiality of patient information received by 
both paper and electronic means. 
 
Furthermore, should I be granted the requested membership and privileges, I will accept appropriate committee assignments and otherwise assist, as requested, in the discharge 
of medical staff responsibilities. 
 

Acknowledgements and Agreements with Respect to all Entities 
 
Independent Action, No Employment 
I acknowledge that each Entity has its own criteria for acceptance, and I may be accepted or rejected by each independently.  I further acknowledge and understand that my 
cooperation in obtaining information and my consent to the release of information do not guarantee that any Entity will grant me Membership or Participation.  I understand 
that my application for Membership or Participation with the Entity is not an application for employment with the Entity and that acceptance of my application by the Entity 
will not result in my employment by the Entity. 
 
Authorization of Investigation Concerning Application for Membership or Participation 
I authorize the following individuals including, without limitation, the Entity, its representatives, employees, and/or designated agent(s); the Entity’s affiliated Entities and their 
representatives, employees, and/or designated agents; and the Entity’s designated professional credentials verification organization (collectively referred to as “Agents”), to 
investigate information, which includes both oral and written statements, records, and documents, concerning my application for Membership or Participation.  I agree to allow 
the Entity and/or its Agent(s) to inspect all records and documents relating to such an investigation. 
 
Authorization of Third-Party Sources to Release Information Concerning Application for Membership or Participation 
I authorize any third party, including, but not limited to, individuals, agencies, medical groups, Entities responsible for credentials verification, corporations, companies, 
employers, former employers, hospitals, health plans, health maintenance organizations, managed care organizations, law enforcement or licensing agencies, insurance 
companies, educational and other institutions, military services, medical credentialing and accreditation agencies, professional medical societies, the Federation of State 
Medical Boards, the National Practitioner Data Bank, and the Health Care Integrity and Protection Data Bank, to release to the Entity and/or its Agent(s), information, 
including otherwise privileged or confidential condition, alcohol or chemical dependency diagnosis and treatment, ethics, behavior, or any other matter reasonably having a 
bearing on my qualifications for Membership or Participation in, or with, the Entity.  I authorize my current and past professional liability carrier(s) to release my history of 
claims that have been made and/or are currently pending against me.  I specifically waive written notice from any Entities and individuals who provide information based upon 
this Authorization, Attestation and Release. 
 
Authorization of Release and Exchange of Disciplinary Information 
I hereby further authorize any third party at which I currently have Membership or Participation or had Membership or Participation and/or each third party’s agents to release 
“Disciplinary Information,” as defined below, to the Entity and/or its Agent(s).  I hereby further authorize the Agent(s) to release Disciplinary Information about any 
disciplinary action taken against me to its participating Entities at which I have Membership or Participation, and as may be otherwise required by law.  As used herein, 
“Disciplinary Information” means information concerning: a) any action taken by such health care organizations, their administrators, or their medical or other committees to 
revoke, deny, suspend, restrict, or condition my Membership or Participation or impose a corrective action plan; b) any other disciplinary action involving me, including, but 
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not limited to, discipline in the employment context; or c) my resignation prior to the conclusion of any disciplinary proceedings or prior to the commencement of formal 
charges, but after I had knowledge that such formal charges were being (or are being) contemplated and/or were (or are) in preparation. 
 
Authorization of Release Among Entities 
Moreover, I consent to the communication and release of information and documents (including medical staff records and patient care records) among the Entities to which I 
apply and the release of the same by and to any and all other hospitals, medical staffs, medical schools, training programs, medical societies, professional associations, 
professional liability insurers, licensing authorities, specialty boards, health maintenance organizations, health plans, health insurers, medical groups, ambulatory or outpatient 
care center, clinics, independent practice associations and any and all other sources that may be available for the purpose of evaluating my professional education, training, 
experience, character, conduct and judgment.  In this regard, care shall be taken to safeguard the privacy of medical information and the confidentiality of medical staff 
information and medical records 
 
I specifically authorize the transmission of this application and all supporting documentation, and all information collected during the credentialing process, to each and every 
component of the Entities in which I have sought Membership or Participation, and I further fully authorize the release of that documentation or information to any health plan, 
health insurer, hospital, medical staff, medical group or other health care entity that may seek it as part of an authorized credentialing or peer review process. 
 
Required HIPAA Privacy Rule, Nevada Law Provisions 
I understand and agree that some of the information to be disclosed pursuant to this Authorization  may include information that is “protected health information” under 45 
CFR parts 160 and 164, and may also include information protected under Nevada or other federal law (“other confidential medical information”); including blood, breath or 
urine test results, communicable disease information, information about sexually transmitted disease, (including HIV and AIDS), information about mental health treatment I 
have sought and/or received, and/or information about drug and/or alcohol abuse treatment I have sought and/or received.    

This authorization will expire upon my retirement from medical practice. I  acknowledge: a) that I have the right to revoke the authorization as it relates to protected health 
information and/or other confidential medical information at any time, and b) that I understand that once protected  information is disclosed, it may no longer be protected by 
federal privacy law.   I may revoke this authorization in this regard only in a writing sent by certified mail to the organization to which I originally furnished this Statement. 
The revocation will be effective only upon receipt. 
 
Release from Liability 
I release from all liability and hold harmless any Entity, its Agent(s), and any other third party for their acts performed in good faith and without malice unless such acts are due 
to the gross negligence or willful misconduct of the Entity, its Agent(s), or other third party in connection with the gathering, release and exchange of, and reliance upon, 
information used in accordance with this Authorization, Attestation and Release.  I further agree not to sue any Entity, any Agent(s), or any other third party for their acts, 
defamation or any other claims based on statements made in good faith and without malice or misconduct of such Entity, Agent(s) or third party in connection with the 
credentialing process.  This release shall be in addition to, and in no way shall limit any other applicable immunities provided by law for peer review and credentialing 
activities. 
 
I fully release from liability any person or entity, including any and all representatives of the Entities and any representative, agent or component thereof, that requests or 
provides information in connection with the evaluation of my application, credentials and practice, to the fullest extent allowed by applicable statutes, regulations and judicial 
decisions.  Moreover, I fully release from liability the participating Entities to which I am applying and any Agent or component thereof, and all other persons or Entities 
participating in the evaluation of my credentials and practice from any and all liability for their actions and decisions, to the fullest extent allowed by applicable statutes, 
regulations and judicial decisions.   
 
In this Authorization, Attestation and Release, all references to the Entity, its Agent(s), and/or other third party include their respective employees, directors, officers, advisors, 
counsel, and agents.  The Entity or any of its affiliates or agents retains the right to allow access to the application information for purposes of a credentialing audit to 
customers and/or their auditors to the extent required in connection with an audit of the credentialing processes and provided that the customer and/or their auditor executes an 
appropriate confidentiality agreement.  Except with respect to its application to protected health information or other confidential medical information, I understand and agree 
that this Authorization, Attestation and Release is irrevocable for any period during which I am an applicant for Membership or Participation at an Entity, a member of an 
Entity’s medical or health care staff, or a participating provider of an Entity.  I agree to execute another form of consent if law or regulation limits the application of this 
irrevocable authorization.  With respect to protected health information or other confidential medical information, this Authorization may be revoked and provided above.  
However, I understand that my revocation of this Authorization with respect to protected health information or other confidential medical information or my failure to promptly 
provide another consent with respect to any other information may be grounds for termination or discipline by the Entity in accordance with the applicable bylaws, rules, and 
regulations, and requirements of the Entity, or grounds for my termination of Membership or Participation at or with the Entity and will result in the cessation of any action on 
my application for Membership or Participation.  I agree that information obtained in accordance with the provisions of this Authorization, Attestation and Release is not and 
will not be a violation of my privacy. 
 
I certify that all information provided by me in my application is true, correct, and complete to the best of my knowledge and belief, and that I will notify the Entity and/or its 
Agent(s) within 10 days of any material changes to the information I have provided in my application or authorized to be released pursuant to the credentialing process.  
Further, I specifically agree to notify the Entities to which I am applying immediately upon notification upon any significant change or any formally recommended change in 
licensure status, or any actual or formally recommended denial, suspension or revocation of privileges or membership or status by another healthcare entity, or cancellation or 
interruption of my professional liability insurance coverage.   I understand that corrections to the application are permitted at any time prior to a determination of Membership 
or Participation by the Entity, and must be submitted on-line or in writing, and must be dated and signed by me (may be a written or an electronic signature).  I understand and 
agree that any material misstatement or omission, as determined solely by the Entity, in my application may constitute grounds for withdrawal of the application from 
consideration; denial or revocation of Membership or Participation; and/or immediate suspension or termination of Membership or Participation and will result in the cessation 
of any action on my application for Membership or Participation.  This action may be disclosed to the Entity and/or its Agent(s). 
 
I further acknowledge that I have read and understand the foregoing Authorization, Attestation and Release.  I understand and agree that a facsimile or photocopy of this 
Authorization, Attestation and Release shall be as effective as the original. 
 
Name: _______________________________________________________________________________________________ 
 
Signature________________________________________________________   Date_______________________________ 
 
 
 

 
MALPRACTICE CLAIM INFORMATION WORKSHEET 
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Please duplicate this form and complete for EACH case.  Also, for each case that has been settled or 
dismissed, supply court documentation. 
 
Practitioner Name ________________________________________________________________________ 

1. Patient Name_________________________________________________________________________ 

2.  Diagnosis_____________________________________________________________________________ 

________________________________________________________________________________________ 

3.  Your involvement in the case (attending, consulting, etc.)______________________________________ 

________________________________________________________________________________________ 

4. Allegation(s)__________________________________________________________________________ 

________________________________________________________________________________________ 

5.  Clinical Case Summary (Include additional pages or inserts if necessary)__________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

6. Patient Outcome_______________________________________________________________________ 

________________________________________________________________________________________ 

7.  Other Pertinent Details __________________________________________________________________ 

________________________________________________________________________________________ 

8. Date of Incident  ________________ Date Filed  _______________ Date Closed___________________ 

9. Resolution of Case (dismissed, settled out of court, litigated, other) NOTE:  All cases litigated must  

 include legal documentation.____________________________________________________________ 

_____________________________________________________________________________________ 

10. Settlement amount paid on your behalf, if any________________________________________________ 

11. Professional liability insurer involved: 

 A. Name of Insurer __________________________________________________________________ 

 B. Address of Insurer ________________________________________________________________ 

 __________________________________________________________________________________ 

 C. Policy Number ___________________________________________________________________ 

 

Name (please print)________________________________________________ 

 

Signature____________________________________________  Date ________________________________ 

Regardless of whether you have had any claims, this form must be signed and 
dated 


