LINCOLN COMMUNIT Y HEALTI—I CENTER

1301 l"ayeitwillc Str eet, P.O. Box 52119
* Durham, NC 27717-2119
Fax f# (919) 956- 4511

Vision Statunent Lincaln Commumty Health Cesiter will Lic.a viable providex-of hlgh—quahty, culiurally competeﬂt. efficlent,
customer—centered p; unary care services wh:le using -state of the art technology. .

APPLICATION FOR APPOINTMENT/REAPPOINTMENT
AN EQUAL OPPORT UNITY. EMPLOYL‘R -

In compliance with Federal and State equal empluyment Taves, qualified applELanls are cmmdered for all positions without
regmd to race, color, religlon, sex, natlonal orlgm, age, marztai stutus, or disabihly, )

Name:
Office Address: _ o o . :
' ) Buecy L (Clty) T (State) . (Zip)
Office Telephone#: o . OfficeFax#: ___
Home Address: L . - :
: (Btreet} . D 2 . (State) - {Zip)
Home Telephone#: _ . : Emaxl Aiddress:z‘ ; i !
‘Place of Birth: L :: . Dateof Birfh: : .

{ LICENSES AND REGISTRATIONS
Ploase provide a copy of your original Notth Carolu]a I1cense and curr ent North Carolina certxﬁoate of registration

| Type: (IMD ODDS O Other: -

NORTH CAROLINA License Num{)er L - L _ Expiration ]?afe:
Other State: | Nuinber: o Expiration Date:
Individual Medicare #: ' 1 3 - lnciividual -Medicaid #:
NPI #: |
[DRUG E ENI‘ORCEMEN} ADMINISTRATION ,' o | | ]

Pleasept ovide a copy of your current North Caroline DL‘A leglstratlon Certiﬁoate

Number: < : Expiraﬁbn Date:

LBOARD CERTIFICATIONS
Name of Board: . _ . Expiration Date:
Name of Board: ' . _ " Expiration Date:
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EMPLOYMENT BISTORY

Please account for all times spans FOLLOWING training. Please’ list ail present and prior affiliations (institutional
practice affiliations, military- seryice; solo, partngrship or_gioup practices, or academic appointments). Please list in
chronologioal order, Please note that alltime- gaps in excess of thres months must have an explanation (including name [s]
and address [es] to obtain-verification). Attach additional sheets if necessary. .o '

Employer Name: D'elialflnqﬁt:.

Preceptor, Supervisor or Associate {(Name)

Date of Empldyment: From L . “To

Ad‘drf:'ss::

Telephone #: - _ - 1E.'ax_#.:“ |

Employer Name: o | o L Dep_zﬁhﬁer’ﬁ:

Preceptor, Supervisor or Associate (Name)

Date of Employment: - From - N o :'

Address:

Telephone #: < o | Fax#:

Employer Name: __ A ' | Department: _

Preceptor, Supervisor or Associate (Naine)

Date of Employment: From _ . . To._

Address:

Telephone #: : Fax #: .

[HIOSPITAL AFFILIATION(S) - . - - A

Please account for all hdspital, ambulatory care, out—f)aﬁient surgical, ete, facilities whore privileges are or have been
granted (including moonlighting during fraining). Please list all prosent and prior affilistions.

Affiliation Name! - o Department
Date of Appointment: From ___ . .T'DA'
Address: | | | .

Telephone #: 7 3 ‘ : Fax# _
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Affiliation Name: '_ - . SR Departmént:,'.

- Date of Appointment: From . e To._
Addreés: ‘
Telephone #: et . FPaxi
CONTROLLED SUBSTANCES REPORTING SYSTEM YES | NO
Registered with Controlied Subst_ant_;askepp;'ting System- ‘
| (If not, ptease complets form attached fo this applicdﬁcu)
HEALTH STATUS “YES | NO

During the past five (5) years, have you been hospitalized, institutionalized. or involved in-an
outpatient treatment program (other than for childbirth)? L '

Do you have any physical/mental condition which may limit your ability to participate fully in the care
of your patients, with or. without reasonable accommodation; within the scope of the privileges.
1 requested? ' L B o

Do you have any continuing physical/ mental health _prohlems reéuiring Qﬁgoing trea‘tt_ﬁent?

Do you now have or have you ever had an impairment problem (aleohol or chemical-dependency or '

psychiatric problem) requiring latervention? If you tespond in the affirmative, pledse provide the

following: Information regarding your recovery, inchiding. omvgoing therapy, “support groups,
mandatory. or voluntary survelliance programs, as well ds the name(s) addresses of the individual(s)
involved in your medical and gupport care, - s s o ‘ .

- If you answered “YES”:,_'Pleése provide detgiléd‘iﬁfbrmatio:n on a separate sheet,

PROTESSIONAL SANCTIONS IN THE PAST TWO YEARS ™

YES

NO |

Has your license to practice medicine, dentistry, ot any other profession in any jutisdiction been, or is

it in the process of being denied, revoked, suspended, reduced, -not- renewed or- voluntarily
relinquished? : n : ' s ,

Have you been refused membership on a hospital staft or a health cate facility for clinical or character |
related reasons? o - ~

Have your memborship and/or ofinical privile ges been reduced, suspended, riot reniowed, or voluntarily -
relinquished at any other hospital or-health care facility?” - ' ' L

Has your raquest for any specific. clinical p'_fiviAleges been denied or granted with stated limitation(s), or
have you voluntarily relinguished your privileges at any hospital health care facility?

Has your employment at any hospital or health care facility ever been suspended, diminished, revoked,
not reniewed or voluntarily relinquished? ‘ L - Lo :

[ "Tias your narcotics registration (DEA) ever been suspended, revolied or voluntarily relinquished?

Have you been denied membership or renewal thereof or been. subject to disciplinary action in any
medical or dental organization? - : -

Have you voluntarily resigned or withdrawn your m_embershipim any.medjcal or dental organization?

Are you ot have you ever been-the subject of any pending pfq:fassion‘ai_‘_ misconduct proceeding as
defined by the North Carolina Board of Medical/Dental Examiners? o

Has your participation in Medicare, Medicaid, or any other goveriiment program ever been denied,
revoked, suspended; reduced, not rencwed-or voluntarily relinguished?

Are you ot have you ever been addicted.to the use of narcotics, barbiturates, alcohiol or other drugs?

Except for minor fraffic violations, have you been arrested/convicted of a orime?

Have you ever been found guilty of prafessional misconduct by any Board or Agency?
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If you answered “YES”, PIea’Sé 1$'i*6vidé 'detailed infdhﬁati.bn' ona sepaiiate sheet.

LIABILITY INSURANCE ACTIONS IN T TASTTWO. YEARS T [ YES

NO

Are there any malpractice actxons pendmg agamst you in this or any - other state‘?

Have any judgments in a malpractice action beeri entered against you inthis or any other state?

stafe?:

“Have you entered info- 3 settiement of any malm actice action brou ght agalnst you in thls or any othea NE

Has your pr ofesslonal hablhty insurance evel beeu demed or canceled? E

i you answered “YES” I’lease prowde detalled mfm matlon o a scparate sheet

MANAGE}) CARE ORGANIZATI()N AFF ILIATIONS

Please indicate all managed care orgam7at10ns w1th whlch you are cunently a provnﬂer

CONTINUING EDUCATION ACTIVITES & PROFESSIoﬁAL RECOGNITION

A Attach evxdcnce of contznumg medlcal educatmn credits for the past two (2) years

b, Document professmnal 1620 gmtion {offices held honors) recewed in t‘ne past two (2) years.

LPEER RBCOMMENDATIONS

List three'(3) practitioners who can pensonally attest to your current chmcal ablhtms (do not include family).
NOTE: These must be “peers”, i.e. dentlst should list othcr dentlsts ’

‘Name . ‘ Emall Addless
Address
Phoneif: Fa?c#:
Name Erir;ail Address:
Address _
Phonet#: Faxi: |
Name Email Adch;éss: |
'Aq_dress
Phone#: Faxt |
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REQUEST FOR APPOINTMENT/REAPPOINTMENT

Your signature below signifios that you agree to the following conditions peﬁéini_né to this abplipﬂtiéﬁ.

I have the burden’ of p1jodu_ci11g:'adegp_ate inféi'matior_l-as__i;chi;éétgd'_-by Lincoln. Community Health Center, for
proper evaluation of yprofessional training, experience, compotorice, character, ethios and other qualifications
gnd-for,resotving any-doubts about such qualifications, LT Lo o

All e information contained in this application is complete-and accurite. 1. understand.that any misstatoments or
omissions from this applcation, whether intentional -or “pof, whether discovered prior to or afier
appointment/reappointment and/or privileges- have boon granted, may. result in the denial or termination of
mémbership and/or privileges. P L '

I pledge that I am free from chemical dependeﬁc,y‘énd physically and mentally ‘gﬁif;__tﬁ practice medigine. I agree
to report to Lincoln Community Health Center any changes in physical and mental health status, including

jmpairment due to chemical dependency that would affect my ability fo practice medicine.

I ajzree to réport to Lincoln Cbmniunitj Héé]th'Center any pﬁanggs:in staff mémbership staﬁ;s at other hospitals or
health care facilities during the néxt two yoars.” R ' .

[ acknowledge that I have received and #6ad the Bylaws, Rules and Regulations of the Medical Staff of Lincoln

Comraunity Health Center, Y am familiar with the principles and standazds of the Joint Commissjon, as well as the

principles, -standards and -ethics of national, state and.]qceﬁ : asé‘oejatiqné that apply to.and govern my specialty
andfor proféssion. . . "1 oL e e B .

i a,grea:ﬁ_) be bound by the:t;itrmsA thereof wiﬂmu’t regard to whethier or xjot Iam gra;x:fed membership or clinical .
privileges in all matters relating to the qonsid_ezation of my application for appointment /reappointment to the '

medical staff,

I aigreel to abide by such l1§spita1, medical- staff and Lincoln Community Health Center Bylaws, Rules and

Regulations as may from time {o time be enacied/amended. *

I plédge to provide contﬁluous care for my patients. and to refrain from delegating the responsibility or care of my
pattents to any practitioner not qualified to take that responsibility. ‘ B ‘

I agree that T will not receive. from or pay to‘_‘an'otliér.‘physici'a-xjx, sither directly or-indirectly, any part of a fee

received for professional services and 10 abide by generally fecognized ethical principles applicable to my -

profession and specialty.

I agres to notify Lincoln-Community Health Centér within 30 days'if I receive notification of an adverse Action

' Report or Medical Malpractice Payment Report filed on me with the National Practitioner Data Bank,

Signature ' ‘ o ' FAPrint: Name .

Pate
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CONSENT FOR RELEASE OF INFORMATION
I hereby authorize Lincoln Cc}mmunity Health Cenferl, its medical sta.ff, o fheir representatives, to consult with the
following and any other personis or entities who may have information refative to.my professional practice,
¢  Administrations and members .of medical staffs of othc;i‘.; hospitals, henlth care facilities or professional
associations-with which I have bieen associated. e . L

o Past and present malpractice carriers,

« Al racordshnd'dqcuménts, 'inciuding" medical I?cords; at-other J}d‘spita‘ls or health care faciliti_as' that may be
material to ai evaluation of my professional qualificatioris and competence to-carry out the-clinical privileges.

Ce 'Any State Departments of Education of Health, the Nati_oriéi ‘Practitiones Data Bank: and other interosted persdns

ott requicst, provided the release of iiformation is.done in good faith and without malice, and in conformance with
federal and state laws. oL

A photocopy of the waiver shall be as-_ effective as :tli;_e"c_n-ig'inaE 'Wl:teﬁ so presénited. This waiver shall remain in full force
and effect for a period of two (2) years from the date showri, ; ‘

Signature o Lo ~ PrintName .

" Date. . o o Department.
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BACKGROUND CHECKS RELEASE FORM

Have you ever been convicted of any offenses other than‘a moving tratfic violation? (You must include any
and all felonjes or misdemmeanors.) An example of a common misdemeanor is a “worthless cheek”™, -

e

D_Yes

If yes, please explainnature of crime, :daté; and place. State whether the crime wag a felony or misdemeanor,
_ State whether the ctime was a federal or state offense, -~ ' ' :

i

List any pending court or trial dates.

All applicants to the medical staff at Lincaln Cémmi;nity Health Center must agreo to an extensive soreening
process, which may include, criminal history, ditying record, National Practitioner Data Banlc (NPDB} Query,
Fxoluded Parties Liist Systent (EPLS) Quety, and Office of Inspector General (QI¢) Bxclusion List.

It is very important that applicants complete this fdrm fully and _a‘céurafely; therefore, consider your answers
carefully. - e :

I certify that I accurately and truthfully answered thie above questions related to my background,

Signature:

Print Full Name:

Date:!
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Lincoln Community Health Center, Inc.

1301 Fayetteville Street » P.0, Box 52119 # Durham, North Carolina 27717-211%
{919) 956-4000 ¢ www.lincolnche.org

Statement of Understanding and Release

I authorize the Lincoln Community Health Center (LCHC) and its representatives to inquire of
any individual or entity with whom or which 1 have been associated (including medical practice
cartiers) who or which it deems relevant in its assessment of my professional competence,
character and ethical qualifications. This includes any information otherwise protected from
disclosure by the Privacy Act, 5 United States Code (U.S.C.) 552a, it seq, and/or the Health
Insmance Portability and Accountability Act of 1996, Public Law 104-191, This authorization
includes copying and inspeeting any documentation (including but not limited to any general
medical records, behavioral health records and substance abuse treatment records), which the
LCHC and its representatives deem relevant.

[ consent to the disclosure by the LCHC and its representatives of any information regarding my
professional services at any LCHC facility to any individual or entity to whom ov which I
subsequently apply for clinical privileges, membership, or licensure. Additionally, I release the
TCHC from any liability for providing such information in response to any inquiry made by any
LCHC employee to another LCHC employce.

T release from any sort of liability the United States, the LCHC, any of their repregentatives, and
any third parties from whom or which is obtained either information or documentation for the
above purposes, '

I understand that 1 have the right to review information reccived about me from any outside
primary source except references or recommendations that are peer review protecied. In the
event that the information obtained from outside primary sources varies substantially from the
information I have provided, I am aware that T have the right to review and correct, if necessary,
the information obtained,

Applicant’s Signature Date




