 (
APOGEE HEALTH SOLUTIONS, INC
Oxygen Qualification Services
5750 Division Street, Suite 208
 - 
Riverside, CA 92506-3620
PH: (951) 742-7001 FAX: (951) 368-0429
)
FIELD CLINICIAN APPLICATION 
& CREDENTIALLING FORM

	Field Clinician Applicant Information

	Last Name
	First Name

	Middle Name

	NP, CNS, PA, etc.


	
	
	
	

	Sex

	Birth Date
	Birth State
	Birth Country


	
	
	
	

	Address


	

	City

	State

	Zip Code


	
	
	

	Cellular Number

	Fax Number

	E-Mail


	
	
	

	Provider Information

	EIN/Tax I.D.#

	Social Security Number

	License Number/State

	License Expiration Date


	
	
	
	

	Rendering NPI

	Rendering (PTAN)

	DEA



	
	
	

	Insurance Information

	Professional Liability Carrier

	Policy Number

	Policy Expiration Date


	
	
	

	Location Preference

	List areas/cities:

	Schedule Availability for Service

	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	From:                  To:
	From:                  To:
	From:                  To:
	From:                  To:
	From:                  To:
	From:                  To:
	From:                  To:

	Eligibility Information

	Have you ever been convicted of a felony in any state?
	YES[image: ]
	NO[image: ]

	Have you ever had your license suspended or revoked by any state?
	YES[image: ]
	NO[image: ]

	Has a Peer Review Committee ever cited you for violation of an ethical standard by a professional organization?
	YES[image: ]
	NO[image: ]

	Have you ever had your malpractice insurance canceled?
	YES[image: ]
	NO[image: ]

	Do you have any past or pending legal actions against you relative to your clinical practice?
	YES[image: ]
	NO[image: ]

	Have you ever been dismissed from any employer relative to your clinical practice?
	YES[image: ]
	NO[image: ]

	Have you ever had your narcotics license suspended or revoked?
	YES[image: ]
	NO[image: ]


(If you answered YES to any of the above questions, please attach an additional sheet of paper giving all relevant details. Thank you!)

I certify all statements to be true and correct and authorize the investigation of all statements contained in this application. I understand that misrepresentation or omission of facts is cause for dismissal. I understand that this is a declaration of intention and not a contract.
__________________________________________________    __________________________
Signature of Applicant						Date

	For Office Use Only
	STRT:
	MD:
	NP/CNS/PA
	RMBS:

	SCHD:        S     M     T     W     TH     F     S
	SRVAR:

	NTS:


 (
APOGEE HEALTH SOLUTIONS, INC
Oxygen Qualification Services
5750 Division Street, Suite 208 - Riverside, CA 92506-3620
PH: (951) 742-7001 FAX: (951) 368-0429
)
FIELD CLINICIAN APPLICATION
& CREDENTIALLING FORM


APPLICATION ITEMS REQUIRED
(CHECK-OFF LIST)


Please return a legible copy of the following items with your completed application:

			Social Security Card
			Driver License
			Clinical License/Certification
			Professional Liability Insurance Certificate showing limits and dates of
			Coverage
			Curriculum Vitae/Resume 
	Completed and signed W9
	ACLS/BCLS Certification
	DEA License/Permit
			Work permit and/or Green Card (for non-citizens, if applicable)
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