
Please return the completed application.

Name:
  













Address:  













City:  





State:



Zip:




Telephone:

   
                       Pager:  
                
           
         

Cell Phone: ___               ______________
E-Mail address: 












Specialty:












Current Position:  












Position Applying for: 











Date Available:  











Other :  














Please attach a copy of your Curriculum Vitae.  For any gap in chronology, please explain.  Leave no time period unaccounted for within the last ten years.  Attach additional sheets if necessary.

Please answer the following questions with YES or NO.

1.
Has your license to practice in this state or any other state been denied, restricted, limited, suspended or revoked: have you ever been reprimanded by a state licensing agency, or are any of these actions pending with respect to your license?












 FORMCHECKBOX 
 Yes
*
 FORMCHECKBOX 
 No

2.
Has your DEA or BNDD registration ever been restricted, limited, suspended or revoked or are any of these actions pending with respect to your DEA or BNDD registration?









 FORMCHECKBOX 
 Yes
*
 FORMCHECKBOX 
 No

3. Have your hospital privileges ever been revoked, suspended, reduced, not renewed; have disciplinary proceedings ever been instituted against you; or are any of these actions now pending with respect to your hospital privileges?

 FORMCHECKBOX 
 Yes
*
 FORMCHECKBOX 
 No

4.
Have you ever voluntarily relinquished hospital privileges, DEA, BNDD registration, academic appointments or any other professional status while an investigation was conducted?






 FORMCHECKBOX 
 Yes
*
 FORMCHECKBOX 
 No

5.
Has your participation in Medicare, Medicaid or other government program ever been denied, suspended or revoked; or, to the best of your knowledge, have you ever been or are you under investigation by a regulatory agency?

 FORMCHECKBOX 
 Yes
*
 FORMCHECKBOX 
 No

6.
Have any complaints been filed against you with a medical society? FORMCHECKBOX 
 Yes*
 FORMCHECKBOX 
 No

7.
Has your professional liability insurance ever been canceled or has professional liability insurance ever been denied?




 FORMCHECKBOX 
 Yes
*
 FORMCHECKBOX 
 No

8.
Have you ever been convicted of a crime (other than a traffic offense) or do you have any felony or misdemeanor charges pending (other than traffic offenses)?










 FORMCHECKBOX 
 Yes
*
 FORMCHECKBOX 
 No

9.
Have you ever practiced in different geographic area than the one in which you are now practicing, other than during training?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

If yes, please give the name and address of the hospital (s) with which you had privileges.

* Please provide an explanation for any question that you responded yes.  If necessary use a separate page.


Are you currently or have you within the past ten (10) years been involved in a malpractice suit or other suit or claim in which your care and treatment of a patient was at issue, including pending or dismissed cases or claims settled before or during trial, or settled to avoid lawsuit?         
 FORMCHECKBOX 
  If none, check box.
Patient Name: 

 


Plaintiff name, if other:  



Your involvement in the case:  










Date of occurrence:  



 

Your status in the case (Primary Defendant, Co-Defendant, Other) 


 


Date Claim was filed:  



Describe Allegations against you: 

Describe the Alleged Injury to the Patient:

Current Status of the case:  
 FORMCHECKBOX 
 Pending

 FORMCHECKBOX 
 Dismissed

 FORMCHECKBOX 
  Settled
 FORMCHECKBOX 
  Judgment

 FORMCHECKBOX 
  Other

Patient name: 

 


Plaintiff name, if other:  



Your involvement in the case:  










Date of occurrence:  



 

Your status in the case (Primary Defendant, Co-Defendant, Other) 


 


Date claim was filed:  



Describe allegations against you: 

Describe the alleged Injury to the Patient:

Current Status of the case:   
 FORMCHECKBOX 
 Pending

 FORMCHECKBOX 
 Dismissed

 FORMCHECKBOX 
  Settled

 FORMCHECKBOX 
  Judgment

 FORMCHECKBOX 
  Other

Please list all states that you are or have been licensed in, including the license number and status.

State:  



     

       License number:  
    

    Status:  

  Expiration: 


State:  



     

      License number:  
    


    Status:  

  Expiration: 


State:  



     

      License number:  
    


    Status:  

  Expiration: 


BNDD or State Controlled Substance 
Registration #:  
            
     Status:  

   State: 
 Expiration: _______ 
DEA 
Registration number:  

  

   Status:  

    Expiration: 



ECFMG Certificate # (if applicable)        _________


 _________________
UPIN 

Number:  













NPI

Number: 













Board Specialty:  




Date certified: 




Board Specialty:  




Date certified: 




 FORMCHECKBOX 
 Certified 

by 
 FORMCHECKBOX 

ABMS  
 FORMCHECKBOX 
AOA 

 FORMCHECKBOX 
  Anticipated date to sit for certification: 





As an applicant for employment to the Physician Groups, L.C., d/b/a BJC Medical Group and/or Fairview Heights Medical Group, S.C. (“Medical Group”), I hereby certify as follows:

1.
I authorize Medical Group and any Medical Group representative to:

· consult or make inquiry of any and all individuals and organizations, including but not limited to physicians, hospitals, medical schools, medical training programs, medical organizations, specialty boards, licensing authorities, professional liability insurance carriers, brokers, or agents and personal references with whom I have been associated or who may have information bearing on my ability, training, education, professional ethics, character or competency, professional liability experience, and any other qualifications pertinent to my application to the Medical Group; and 

 
inspect and obtain copies of any records, documents and other information from any of the above referenced sources considered material by Medical Group or any Medical Group Representative for an evaluation of my professional or ethical qualifications.

2.
I hereby release:

 
Medical Group and Medical Group Representatives for acts performed in connection with evaluating me and my credentials including any decision to deny employment; and

 
all individuals and organizations, including but not limited to, physicians, hospitals, medical schools, medical training programs, medical organizations, specialty boards, licensing authorities, professional liability insurance carriers, brokers or agents and personal references, who provide information, whether written or oral, including otherwise privileged or confidential information, to Medical Group or any Medical Group Representative concerning my ability, training, education, professional ethics, character, competency, professional liability experience and any other qualifications pertinent to my application for employment.

3.
I acknowledge that, as an applicant, I have the burden of producing adequate information for a proper evaluation of my professional, ethical and other qualifications for employment and for resolving any doubts about such qualifications and that the failure to produce this information will prevent my application from being evaluated and acted upon.

4.
I certify that all information given by me in this application or otherwise in connection therewith is true and correct without omission of any kind.

5.
I understand and acknowledge that any significant mis-statements or omissions from this application may constitute cause for denial of employment or cause for termination of employment.

For purposes of this application and the authorizations and releases contained herein, the term "Medical Group Representative" shall include:

 
Directors, officers, employees and agents of either the Medical Group or BJC HealthCare.
A photocopy of this form shall suffice as an original for purpose of authorizing release of information.

Signature:                                                                                                                             Date: 


Print Name: 













                  
Address: 














SS#:                                                                                        Date of Birth: 




     

Please provide the names of 4 professional references.   If you are a resident / fellow-- or have been in the last 10 years, at least one of these references should be your Program Director or Department Chair.   Thank you.
Reference 1:

Name:  













Title:  


 











Address:  













Phone #:   




  Facsimile #:  




 

e-mail address: 







Reference 2:

Name:  













Title:  














Address:  













Phone #:   




  Facsimile #:  




 

e-mail address: 







Reference 3:

Name:  













Title:  














Address:  













Phone #:   




  Facsimile #:  




 

e-mail address: 







Reference 4:

Name:  













Title:  














Address:  













Phone #:   




  Facsimile #:  




 

e-mail address: 










Professional Information





Curriculum Vitae





Professional Liability History - CONFIDENTIAL
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