

FACILITY NAME OR ORG.

CREDENTIALING APPLICATION FOR PHYSICIAN EXTENDER PRIVILEGES

Facility Name or Org.  provides skilled nursing & rehabilitative services and is certified in the federal Medicare and Medicaid programs.  All physician extenders who wish privileges shall submit their required credentials for verification and comply with all policies and procedures of Facility Name or Org. and all laws and regulations that govern provision of appropriate medical care and medically necessary items and services in ‘facilities’ such as ours.  This legal and regulatory foundation is set forth in the federal Medicare and Medicaid laws and regulations.  These performance requirements and expected standards of conduct are part of our ongoing efforts to provide quality care and to comply with relevant laws and regulations.  All practitioners must agree to comply with them.
	Name:
	

	Address:
	

	
	

	S.S.N.:
	

	D.O.B.:
	

	Practice Name and Address:
	

	
	

	
	

	Supervising Physician:
	

	List professional Memberships/Affiliations:
	

	
	

	
	

	Current hospital staff privileges: 

	Institution:
	
	Telephone:
	
	Active:
	
	Courtesy:
	

	Institution:
	
	Telephone:
	
	Active:
	
	Courtesy:
	

	Institution:
	
	Telephone:
	
	Active:
	
	Courtesy:
	

	Institution:
	
	Telephone:
	
	Active:
	
	Courtesy:
	


Professional references: (Physicians, Nurses, Health Care Administrators, etc.; not including family and friends)
	Name:
	Address:
	Phone Number:

	
	
	

	
	
	

	
	
	


Please submit the following credentials:

1. A copy of your Curriculum Vitae including educational history, residency, fellowships and work experience.

2. A copy of your current state license.

3. A copy of certificate of Professional Liability Coverage.

4. A copy of current DEA certificate.
5. A copy of the agreement with your supervising physician.
CREDENTIALING APPLICATION FOR PHYSICIAN EXTENDER PRIVILEGES (continued)

	Please answer the following questions:
	
	
	
	

	1) Has your license been denied, restricted, limited, suspended, or revoked?
	YES
	
	NO
	

	2) Have you ever been reprimanded by a state licensing agency?
	YES
	
	NO
	

	3) Has your DEA registration ever been denied, restricted, limited, suspended, or revoked?
	YES
	
	NO
	

	4) Have your hospital privileges ever been denied, revoked, suspended, reduced, not renewed or have disciplinary proceedings ever been instituted against you?
	YES
	
	NO
	

	5) Are any of the above actions pending with respect to your license or hospital privileges?
	YES
	
	NO
	

	6) Has your participation in Medicare, Medicaid, or any other government programs ever been denied, suspended or revoked?
	YES
	
	NO
	

	7) Have you ever been or are you under investigation by a regulatory agency?
	YES
	
	NO
	

	8) Have you ever been convicted of a crime or felony other than a traffic offense?
	YES
	
	NO
	

	9) Have you ever been advised that you should not perform your professional or medical staff duties?
	YES
	
	NO
	

	10) Have you ever been convicted for use, possession, or sale of illegal drugs?
	YES
	
	NO
	

	11) Is there any additional information that may possibly influence the acceptance of your application, or may influence the performance of your medical duties, or reflect unfavorably upon your ability to interact with residents, facility employees, or other medical practitioners?
	YES
	
	NO
	

	12) Do you have any history of professional liability claims resulting in settlements or judgments? 
	YES
	
	NO
	

	
	
	
	
	

	Please attach an explanation for any question to which you responded YES
	
	
	
	


Authorization to release:

I represent that the information provided or attached to this application is accurate to the best of my knowledge.  I understand that any willful omission or misrepresentation of information, whether intentional or not, may result in denial or termination of my privileges.  I authorize Facility Name or Org. to consult with representatives of other health care facilities and professional peer references as to information regarding my competence, character, professional conduct and credentials.  I release from liability all individuals who provide such information in good faith and without notice.  I am able to perform those services for which I am applying to provide.  I herby submit my application for authorization to practice at Facility Name or Org..
Signature: ____________________________________________Date:__________________

For office use only:

	Temporary Privileges granted on/by:

	Credentials/References obtained and verified by:

	Nursing Home Administrator approval/date:

	Medical Director approval/date:


PHYSICIAN EXTENDER AGREEMENT

1. CRNP/PA-Cs must meet all qualifications and conditions established by this agreement and have succeeded in the credentialing process.   

2. Abide by all rules, regulations and policies established by or for Facility Name or Org., including rules, regulations and policies established through its Administrator, Medical Director, and including specifically, adherence to and  implementation of Resident care policies, safety codes and policies relating to Resident’s Rights.

3. Provide the highest practicable medical care for Residents under your care.  Provide competent safe medical care to Residents under your care consistent with relevant age appropriate medical and/or geriatric principles.

4. Physician Extenders shall agree to the re-credentialing process every two years. 
5. Physician Extenders shall abide by all terms and conditions of the Federal Civil Rights Act of 1964, and no Resident of Facility Name or Org. shall be denied benefits, treatment, care of services because of age, race, color, sex, ancestry, national origin, religious creed, political affiliation, handicap or disability, Limited English Proficiency (LEP), or sexual orientation.

6. Approved PA-C’s documentation on the resident’s record shall be countersigned by the supervising physician within 7 days with an original signature and date by the supervising physician.  This includes progress notes, physical examination reports, treatments, medications and any other notation made by the PA-C. The Physician Extender is authorized to: write orders, give orders directly or by phone and verify orders for residents of supervising physician, including after regular business hours.  The required monthly visits may be alternated between the supervising physician and the Physician Extender after the initial comprehensive assessment is completed.  Prescribe medications, including schedule II-V medications, based on current PA-C/CRNP regulations and their Prescriptive Authority Agreement.

7. Conduct rounds and timely visits for all your Residents and complete appropriate documentation in each Resident’s clinical record in accordance with your Resident’s problems, needs, and response to therapies and with applicable regulatory requirements. 

8.  Coordinate through oral and/or written communication, medical plans of care and treatment between the Health Care Center staff, your Resident’s consulting physicians and other health center providers or consultants.

9. Participate, as needed, in the level of care assessments, certifications of medical necessity and placement recommendations of your Residents who reside in or seek admission to the Health Care Center.

10. Maintain HIPAA regulations regarding confidentiality of Resident specific and Health Care Center’s information

11. Provide all services in compliance with federal and state laws and regulations governing the provisions of physician services and reimbursement of services to Residents in nursing facilities; Advise the Medical Director and Health Care Center Administration of any current medical issues affecting the Residents of the Health Care Center.

PHYSICIAN EXTENDER AGREEMENT (continued)
12. Participate as needed, in matters of peer review, compliance and quality assurance for the Health Care Center.

13. Maintain good standing to participate in all federal and state healthcare programs.

14. Provide complete financial disclosure to Health Care Center’s Administration regarding relevant financial interests in designated health services to which the Residents of this Health Care Center may be referred.

15. Apprise the Medical Director and Health Care Center’s Administration of any condition(s) or situation(s) which might endanger the health of the Residents at the Health Care Center.

16. Maintain current professional license and certifications to practice and to prescribe controlled substances in the Commonwealth of Pennsylvania and update Facility Name or Org. of any changes.

17. Obtain and maintain levels of professional liability insurance acceptable to the Health Care Center’s Administration.

18. Facility Name or Org. permits physicians to utilize physician extenders in the Health Care Centers when abiding by policy related to such use.

Signature: __________________________________________Date:__________________
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