

PHYSICIAN CREDENTIALING APPLICATION

FACILITY

Name: _____________________                Date: ____________________

Address: (home)                                              Address: (Office)

___________________________                _______________________________

___________________________                _______________________________

___________________________                _______________________________

Home telephone number:                           Office telephone number:

__________________________                _____________________________

Cell number: 

__________________________

Professional Liability Insurance Carrier: _______________________________

Expiration date: _______________ Coverage Limits_____________________

Have you ever had a judgment rendered against you in a medical malpractice case or have you ever settled a medical malpractice case against you? ____Yes ____No.  If yes, please explain and attach to application.  
State Medical License Number:__________________ Exp. Date:___________

DEA License Number:__________________________ Exp. Date:___________

(State and Federal)

Specialty Boards: _________________________________________________

                                _________________________________________________
NH/Hospital Appointments: _________________________________________

                             
        _________________________________________

Please attach a copy of the following documents:

1. DEA Certificates (Alabama – renewal annually – year end and Federal – renews every 3 years based on issue date)
2. State Medical License – renewals annually – year end 
3. Certificate of Insurance – renewals annually based on issue date
4. Physician Responsibility Agreement

5. Curriculum Vitae

After review of all appropriate documents, Physician Privileges have been:
_______  Granted

_______  Denied

________________________

___________________________

Date                                                                Signature of Administrator
_________________________

___________________________

Date




Signature of Medical Director

Arthur J Gallagher & Co.  
Revised August 20, 2014         
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