    Lakewood Regional
ID#__________

  Medical Center

    Tenet California HealthSystem








    3700 E. South St.




____________________________


     Lakewood, CA  90712



Application Received 
     (562)602-6811
    (562)634-6303 fax

APPLICATION FOR APPOINTMENT TO MEDICAL STAFF

INSTRUCTIONS: 1.  Non-Refundable Application Fee of $_________ must accompany this application.

    2. Please type or print legibly.












(MD  (DO  (DPM

LAST NAME



FIRST NAME

INITIAL


TITLE



OFFICE ADDRESS

CITY

STATE

ZIP

TELEPHONE

FAX

HOME ADDRESS

CITY

STATE

ZIP

TELEPHONE

PAGER









(M  (S  (D  (W
BIRTHDATE
BIRTHPLACE

CITIZENSHIP

MARITAL STATUS
             NAME OF SPOUSE

SPECIALTY


SOCIAL SECURITY #/TAX ID#

NPI #


E-Mail Address
PRACTICING WITH WHOM AND NATURE OF AFFILIATION/ NAME OF GROUP/ORGANIZATION/CORPORATION

IF YOU ARE OUT OF THE IMMEDIATE AREA DO YOU PLAN TO RELOCATE TO THIS AREA?  (YES  (NO  ______________________________












   IF YES, WHEN?

	PRE-MEDICAL

EDUCATION
	_________________________________________________________________

COLLEGE OR UNIVERSITY






DEGREE

DATES

	MEDICAL EDUCATION
	_________________________________________________________________

MEDICAL SCHOOL



ADDRESS


DATE OF GRADUATION

	POST GRADUATE

TRAINING:

INTERNSHIP


	_________________________________________________________________

TYPE OF INTERNSHIP


SPECIALTY



DATES

_________________________________________________________________

HOSPITAL



ADDRESS



FAX #

	RESIDENCIES

FELLOWSHIPS


	_________________________________________________________________

TYPE OF RESIDENCY


SPECIALTY



DATES

_________________________________________________________________

HOSPITAL



ADDRESS



FAX #

	
	_________________________________________________________________

TYPE OF RESIDENCY/FELLOWSHIP

SPECIALTY



DATES

_________________________________________________________________

HOSPITAL



ADDRESS



FAX #

_________________________________________________________________

TYPE OF RESIDENCY/FELLOWSHIP/OTHER
SPECIALTY



DATES

_________________________________________________________________

HOSPITAL



ADDRESS



FAX #


Lakewood Regional Medical Center ( Medical Staff Membership Application

	POST GRADUATE

PRACTICE


	(Account for all time since graduation from medical school, including office, clinic and military experience.)

__________________________________________________________________________________

Location



Address





Dates

__________________________________________________________________________________

Location



Address





Dates

__________________________________________________________________________________

Location



Address





Dates



	
	

	HOSPITAL 

AFFILIATIONS

Use separate sheet if necessary
	Have you had any previous affiliations with Lakewood Regional Medical Center?    ( Yes   ( No

List all past and present hospital affiliations, including temporary privileges, locum tenens arrangements and pending applications:

Name and Address of Hospital




Type of Affiliation/Status
Dates

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________



	LICENSURE

Please attach

copies of all

current licensure and/or certification
	(List all past and present licenses.) 

State



Date Issued

License Number

Expiration Date

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

ECFMG NUMBER (if applicable) ____________________________________Please attach copy of certificate.

CURRENT DEA NUMBER ________________________________   EXPIRATION DATE ______________

FLUOROSCOPY CERTIFICATE ___________________________   EXPIRATION DATE ______________



	CERTIFICATION

Please attach copy

of certificate

Use separate sheet if necessary
	Are you certified by an ABMS Specialty Board?  ( Yes    ( No

______________________________________________________________________________________

Name of Board



Original Date of Certification and Recertification

______________________________________________________________________________________

Name of Board



Original Date of Certification and Recertification

If not Board Certified, have you applied?
 ( Yes   ( No
Name of Board:__________________________________ Anticipated Date of Certification:_____________

Have you ever been Board Certified?
( Yes
( No
If you did not re-certify with an ABMS Specialty Board, please explain why: __________________________




Lakewood Regional Medical Center ( Medical Staff Membership Application

	PROFESSIONAL

REFERENCES


	Please list three physicians who are in your discipline, have known you professionally for at least one year, and have current, direct knowledge of your training and/or experience, and current competence to perform the privileges you are requesting:

________________________________________________________________

Name



Address


Phone & Fax Number

_________________________________________________________________________

Name



Address


Phone & Fax Number

____________________________________________________________________________

Name



Address


Phone & Fax Number



	PROFESSIONAL LIABILITY

COVERAGE

Please continue on separate sheet of paper if necessary.
	Please list all previous Insurance Companies you have been covered by in the last 10 years.

_______________________________________________________________

Insurance Carrier

Coverage Amount
Policy Number

Expiration

_______________________________________________________________

Insurance Carrier

Coverage Amount
Policy Number

Expiration

Have any liability insurance carriers canceled, refused coverage or rated up because of unusual

risk? ( Yes   ( No    Name of Carrier ______________________________________________


STATEMENT OF APPLICANT

In making application for appointment to the Medical Staff of this hospital, I have read and agree to abide by its bylaws, rules and regulations, and by hospital policy as now written and as may be amended.  By applying for appointment to the Medical Staff, I hereby signify my willingness to appear for interviews or inquiries in regard to my application.  I authorize the hospital, its medical staff and their representatives to consult with administrators and members of medical staffs and other hospitals or institutions who may have information bearing on my professional competence, character and ethical qualifications.  I release from liability all individuals and entities who provide information in good faith and without malice concerning my qualifications for staff appointment and clinical privileges.

I agree to provide for continuous coverage for my patients.

I have authorized and consent to the release of information by this hospital or its medical staff to other hospitals, medical associations and other interested persons on request regarding any information the hospital or medical staff may have concerning me so long as such release of information is done in good faith and without malice, and hereby release from liability this hospital, its medical staff and their designated agents for doing so.

I understand and agree that I, as an applicant for Medical Staff membership have the burden of producing adequate information for the proper evaluation of my professional competence, character, ethics and other qualifications and for resolving any doubts about such qualifications. I understand and agree that it is my obligation to provide any such information necessary to update my application after it has been submitted.  This burden may include submission to a medical or psychological examination at my expense if deemed appropriate by the executive committee which may select the examining physician.

I fully understand and agree that any significant misstatement or omission from this application shall constitute cause for summary dismissal from the staff or a denial, modification or revocation of my Medial Staff membership and/or privileges.

I agree to report any changes in my physical or mental health, any changes to my license, and any changes in my staff membership status at other hospitals after this application has been submitted.

I understand that the completion of this application is my sole responsibility.

I declare that the information furnished by me is true to the best of my knowledge.  I hereby apply for appointment to the Medical Staff of Lakewood Regional Medical Center.

SIGNATURE: ______________________________________________________  DATE:  ___________________________________

ATTACH


SMALL


PHOTO


HERE


(MANDATORY)





For MSO use:





Date Received/Returned incomplete


______________________________________


Date Received Complete/Processing Started








