
APPLICATION FOR LOCALLY ENGAGED STAFF (LES)
PERSONAL INFORMATION

Name: ____________________________________________________   ____________


Last



First



Middle
Other name(s) which you have been known: ____________________________________         

Home (Permanent) Address: ________________________________________________ 
                                                   No. and Street                                         
________________________________________________________________________
City                                                                   State                                          Zip                                                         Country
Office Address: __________________________________________________________ 
                                                   No. and Street                                         
________________________________________________________________________
City                                                                   State                                          Zip                                                         Country
Social Security Number: ______________________ Date of Birth:  _________  _______

Place of Birth: ___________________________________________________________         

EDUCATION

UNDERGRADUATE SCHOOL -

School Name: _______________________________ Degree Awarded:__________   __

Address: ________________________________________               _____  __________





City

    State


Graduation Date (Month, Day, Year) ______________________________  __________

PROFESSIONAL SCHOOL (i.e. Medical School, NP/PA Programs) - 

School Name: ________________________________Degree Awarded: ____ ________

Address: ________________________________________               _____  __________





City

    State


Graduation Date (Month, Day, Year) _______________________________  _________

OTHER (i.e. Graduate School, etc.) -

School Name: _______________________________ Degree Awarded:__________   __

Address: ________________________________________               _____  __________





City

    State


Graduation Date (Month, Day, Year) ______________________________  __________

TRAINING

INTERNSHIPS/RESIDENCIES/FELLOWSHIPS/PRECEPTORSHIPS

Institution Name: ________    __________                                                        ________

Address: ________________________________________               _____  __________





City

    State


Type of Training: _______________________Completion Date (Month & Year) ______     
Institution Name: ________    __________                                                        ________

Address: ________________________________________               _____  __________





City

    State


Type of Training: _______________________Completion Date (Month & Year) ______

ACADEMIC APPOINTMENTS

School Name: ____________________________                                                          __ 
Address: ________________________________________               _____  __________





City

    State


Rank/Position: ____________________________                                                          __ 
Inclusive Dates (Month & Year) _From__________________To_________  __________

School Name: ____________________________                                                          __ 
Address: ________________________________________               _____  __________





City

    State


Rank/Position: ____________________________                                                          __ 
Inclusive Dates (Month & Year) _From__________________To_________  __________

LICENSURE

(List all professional licenses (i.e. MD, DO, DDS, RN, NP, PA, Social Worker, Psychology, MT, etc.)

If you are an International Medical Graduate, are you:  ECFMG Certified?  ____Yes ____No

USMLE/ECFMG Number:_____________________ Certification Issue Date______________
List ALL current state professional licenses:
________________________________    __________________      _______________
State

Type

Number

Original Date of Issue  

Expiration Date

________________________________    __________________      _______________
State

Type

Number

Original Date of Issue  

Expiration Date

________________________________    __________________      _______________
State

Type

Number

Original Date of Issue  

Expiration Date

(List current certifications and registrations)
CERTIFICATIONS AND REGISTRATIONS

National Provider Identification (NPI) Number: __                                           _______                          

Federal DEA Number: ____________________   ______________________________





Number


Date Issued

    Expires

State Controlled Substance/Narcotics No.___   ________________________________

   





Number

Date Issued
      Expires

Specialty: ____________________________Board Certified? ____Yes ____No _____ 


Board Name: _________________________ Date of Certification ___             __ ____
Expiration Date: _________________                                 _                                  _____

Sub-Specialty: ________________________Board Certified? ____Yes ____No _____ 


Board Name: _________________________ Date of Certification ___             __ ____
Expiration Date: _________________                                 _                                  _____ 

BLS Certified? ____Yes ____No _____ Expiration Date: ___              _____________                                 
ACLS Certified? ___Yes ___ No _____ Expiration Date: ___                ____________
DISCLOSURE INFORMATION

Have any of the following ever been, or are currently in process, either on a voluntary* or involuntary basis: denied, revoked, suspended, reduced, limited, placed on probation, not renewed or relinquished for disciplinary reasons?

*A voluntary relinquishment or voluntary non-renewal is for disciplinary reasons when the relinquishment or non-renewal is done to avoid an adverse action, preclude an investigation, or is done while the license is under investigation related to professional conduct.

All “Yes” answers require full explanation on a separate page.

	
	Yes
	No

	1. Medical license in any state
	
	

	2. Other professional registration/license
	
	

	3. State Controlled Substance Registration
	
	

	4. Federal DEA Registration
	
	

	5. Membership on any hospital/medical staff
	
	

	6. Clinical privileges
	
	

	7. Participation in the Medicare/Medicaid program
	
	

	8. Professional society membership
	
	

	9. Have you ever been arrested or treated for drug or alcohol abuse?
	
	

	10. Have you been charge in a felony case?
	
	


Is there anything that may currently adversely affect your ability to perform the duties of this position, or would require an accommodation in order to for you to safely and competently perform the procedures and essential functions of the position for which you have applied? 

___________Yes  ____________No

ATTESTATION AND RELEASE OF INFORMATION 

AND LIABILITY

I certify all information and documentation submitted by me in this application is true, accurate and complete, to my best knowledge and belief. I acknowledge that any material misstatements in or omissions from this application may constitute cause for denial of my application. (Incomplete application will not be processed)

I hereby release from liability any and all individuals including all representatives of the Office of Medical Services and its professional staff for their acts performed in good faith and without malice in connection with evaluating or action concerning my application and my credentials and qualifications.  I hereby release from liability any and all individuals and organizations who, in good faith and without malice, provide information to the Office of Medical Services concerning my professional practice, competence, ethics, character and other qualifications for staff appointment and clinical privileges, and I hereby consent to the release of any and all such information.

A copy of this original statement as assigned by me shall have all the same force and effects as the signed original.

Name (Print): __________________________________________________________

Signature: _____________________________________________________________
Date: _________________________________________________________________
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