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Washington, DC 20060


APPLICATION FOR 

TEMPORARY PRIVILEGESPRIVATE 

· Temporary privileges may be granted for up to 120 days after endorsement by the CEO/Designee.  Temporary Privileges cannot be renewed.
Name:  ______________________________________________ 
Title: _____________        

  Please Print Full Name




          (MD, DDS, etc.)
Specialty/Sub-Specialty: _____________________________________________________

Business Address: _________________________________________________________
City: _______________________________
State: ____________
Zip: ______________
Home Address: ___________________________________________________________
City: ______________________________ State:  ____________    ZIP: _____________      

Telephone #:  (      ) _______________________ FAX #:  (     ) _____________________  

Date of Birth: ____________________________

Social Security Number: _________________________
UPIN/NPI: ______________

Current Hospital Privileges (Please attach additional sheet if necessary): ____________

_________________________________________________________________________

_________________________________________________________________________

________________________________________

                    ______________
                   Applicant Signature





       Date

II. Professional Sanctions, Malpractice and Claims History:


1. Have your privileges at any hospital ever been voluntarily or involuntarily suspended,
      diminished, revoked or not renewed, or is any such action pending?  (If “yes” please 
      submit details on a separate sheet)   
____YES              ____NO
2. Have you, within the last ten (10) years, ever been a defendant in a malpractice/professional
             liability suit, which ended in a judgment or settlement paid by you or on your behalf in
             relationship to your practice of medicine (if applicable, also include claims which were not 
             the subject of a lawsuit)? (If “yes” please submit details on a separate sheet)  
____YES      ____NO
3. Have you ever had your license to practice in any state voluntarily or involuntarily
relinquished, denied, limited, suspended or revoked?  (If “yes” please submit details on a separate sheet)  


____YES     ____NO

4. Since you have been in practice, have you ever practiced medicine without liability insurance?
_____YES

_____ NO
5. Have you ever been denied professional liability insurance coverage, or has your policy ever been cancelled or denied renewal since you have been in practice?
_____ YES

_____ NO

6. List below all insurance carriers (including insurance companies, hospitals, clinics, employers, etc.) who have provided professional liability coverage during the past 10 years.  Please use the attached sheet. 
If you answered “yes” to question #4 or #5, the Claims History Information Form must be completed for each claim.  All applicants with claims must complete the Claims History Information Form for your application to be deemed complete.  

Malpractice Carriers

Carrier: _______________________________________________________________________________________                                                          
Address: ______________________________________________________________________________________                                                        
City:  ______________________________
State:          
ZIP: ___________________           
Policy #:                     From: ________________
To: ____________________    

Carrier: _______________________________________________________________________________________                                                          
Address: ______________________________________________________________________________________                                                        
City:  _____________________________________      State:          
ZIP: ___________________           
Policy #:                     From: ________________
To: ____________________         

Carrier: ______________________________________________________________________________________                                                          
Address: _____________________________________________________________________________________                                                        
City:  _____________________________________      State:          
ZIP: ___________________           
Policy #:                     From: ________________
To: ____________________         

Carrier: ______________________________________________________________________________________                                                          
Address: _____________________________________________________________________________________                                                        
City:  _____________________________________      State:          
ZIP: ___________________           
Policy #:                     From: ________________
To: ____________________         

Carrier: _____________________________________________________________________________________                                                          
Address: ____________________________________________________________________________________                                                        
City:  _____________________________________      State:          
ZIP: ___________________           
Policy #:                     From: ________________
To: ____________________         

II. Medicare Attestation Statement

Medicare payments to hospitals are based in part on each patient's principal and secondary diagnoses and the major procedures performed on the patient, as attested to by the patient's attending physician by virtue of his or her signature in the medical record.  Anyone who misrepresents, falsifies, or conceals essential information required by payment of Federal funds may be subject to fine, imprisonment, or civil penalty under applicable Federal laws.

Applicant’s Statement: By my signature on this form, I acknowledge that I have read the above statement.  I certify that I have never been fined, imprisoned, sanctioned, or had a civil penalty imposed upon me.  

Signature: _______________________________________
Date: ___________
If you have been fined, imprisoned, sanctioned, or had a civil penalty imposed against you, please indicate so in detail on a separate sheet of paper and attach to this application

Department Chairman:  

Please give an explanation for request and check the appropriate box.

[  ] Recommended



[  ] Do Not Recommend
[  ] Patient Care Need
                [  ] Undue Burden on Department

[  ] Application is complete and clean.  Applicant is awaiting review and approval of the governing body.

Please give explanation for request:
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

PRIVATE 
Signature of Department Chairman: ____________________________
Date: _______tc  \l 1 "Signature of Department Chairman\: ______________________________         Date\: ________"
Chair of Credentials Committee and Chief Medical Officer:

· Signature of Chair, Credentials Committee: _________________________________ 

Date: ____________
[  ] Recommended


[  ] Do Not Recommend**

** Reason for denial _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
· Signature of Chief Medical Officer: ___________________________________ 

      Date: _____________
[  ] Granted


[  ] Not Granted**

** Reason for denial _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

MSO USE ONLY:

Effective Date: _________________ to ____________________


STATEMENT OF APPLICANT
· I fully understand that any significant misstatements in, or omissions from, this application may constitute cause for denial of temporary/emergency privileges.

· All information submitted by me in this application is true to my best knowledge and belief.

· I acknowledge that I have received and read the Medical Staff Bylaws, Rules and Regulations, and any applicable departmental and/or divisional criteria, and if granted temporary or emergency privileges, will be bound by the terms thereof, in their present form or as amended from time to time whether or not granted membership or privileges to the extent requested.

· I authorize Howard University Hospital and its representatives to consult with other institutions, agencies, and their representatives and others, including professional liability carriers, in regard to this application and delineated clinical privileges.

· I release Howard University Hospital and its representatives and agents, from any liability for their acts or omissions performed in good faith and without malice in obtaining information and evaluating this application and for their actions performed in good faith as part of the quality assurance program, the credentialing process, peer review and risk management evaluation activities.

· I release all individuals and organizations (including but not limited to professional liability carriers, and licensing boards) that in good faith and without malice provide information to Howard University Hospital and its representatives from any liability in connection with this application, and delineated clinical privileges.  I consent to the release of such information, including otherwise privileged or confidential information.

· I authorize and consent to the release of relevant information to other organizations, agencies, or persons with a legitimate interest in provider performance and the quality and efficiency of patient care, and I release Howard University Hospital, its representatives and agents, from any liability for so releasing such information in good faith and without malice.

· I pledge to maintain an ethical practice that will include refraining from fee splitting or other inducements relating to patient referral; providing for continuous care of my patients; refraining from delegating the responsibility for diagnosis or care of hospitalized patient of a medical or dental practitioner who is not qualified to undertake this responsibility and/or is not adequately supervised; and seeking consultation whenever necessary.


(A copy of the Statement of Applicant may be used as original.)
_______________________________________________________________________Applicant’s Signature
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