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AL HAYAT HOSPITAL


New Medical Staff Credentialing Application

SECTION A: (For Applicant Use)
1.
 Personal Information

Name: ………………………………………………………………………………………………………...

Degree: ……………………………………………………………………………………………………….

Date of Birth: ……/………./……….Place of Birth: …………………………..     [  ] Male   [  ] Female
Home Address: ………………………………………………………………………………………………

Home Phone: ………………….Home Fax: ……………………Home e-mail: …………………………

Social Security Number: ……………………………………………………………………………………

Foreign Languages Spoken: ……………………………………………………………………………….

2. Malpractice Coverage

	Name of Insurer
	Policy Number
	Issue Date
	Expiration Date
	Coverage Amounts

	
	
	
	
	

	
	
	
	
	


Applying for: ………………………………………………………………………………………………

3. Order of Physician Membership

[  ] Beirut                [  ] Tripoli         Membership Registration Number: ……………………………….

4. Practice License Number: ………………………………………………………………………....
5. Specialty/Certification

	Specialty
	School
	Country
	Date Certified

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


6. Practice Location

Practice Name: …………………………………………Type: [  ] Solo  [  ]Group  [  ]Hospital Based

Physical Location: …………………………………………………………………………………………...

Mailing Address: …………………………………………………………………………………………….

Office Phone: ……………………Office Fax: ……………………Office e-mail: ………………………

7. Education and Training

Please provide a chronological history to account for all time. Please explain any gaps in time
	Education
	School
	Address
	Attended

Month/Year
	Degree Obtained

	Undergraduate
	
	
	
	

	Professional School
	
	
	
	


8. Professional Training

	Professional Training Facility
	Address
	Specialty
	Type
	Dates attended

Month/Year
	Completed

	
	
	
	[  ]Internship

[  ]Residency

[  ]Fellowship
	From: .../…...

To: …/….…
	[  ] Yes

[  ] No

	
	
	
	[  ]Internship

[  ]Residency

[  Fellowship
	From: .../…...

To: …/….…
	[  ] Yes

[  ] No

	
	
	
	[  ]Internship

[  ]Residency

[  ]Fellowship
	From: .../…...

To: …/….…
	[  ] Yes

[  ] No

	
	
	
	[  ]Internship

[  ]Residency

[  ]Fellowship
	From: .../…...

To: …/….…
	[  ] Yes

[  ] No


Explanation of any gaps:
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………...
9. Current Medical Staff Appointments and Clinical Privileges
	Facility
	Description of Privileges
	Dates of appointment

	
	
	From: ....../….........

To: …..../….….......

	
	
	From: ....../….........

To: …..../….….......

	
	
	From: ....../….........

To: …..../….….......

	
	
	From: ....../….........

To: …..../….….......

	
	
	From: ....../….........

To: …..../….….......


*Please provide your continual education credits for the last two years on a separate sheet.

10. Professional Experience

Please provide a chronological professional practice experience to account for all time since graduation or completion of training, with the most recent experience first. Please explain gaps in time below.
	Organization
	Address
	Phone
	Dates (Month/Year)

	
	
	
	From: ....../….........

To: …..../….….......

	
	
	
	From: ....../….........

To: …..../….….......

	
	
	
	From: ....../….........

To: …..../….….......

	
	
	
	From: ....../….........

To: …..../….….......

	
	
	
	From: ....../….........

To: …..../….….......

	
	
	
	From: ....../….........

To: …..../….….......


Explanation of gaps:
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

11. Professional References

Please provide names of three certified physicians in the specialty of practice as references: 
	Name
	Specialty
	Address
	Phone

	
	
	
	

	
	
	
	

	
	
	
	


12. Questionnaire Personal Statements

	If your answer is “YES” to any of the following questions, a complete detailed written explanation is required on the next page. Attach additional sheets if necessary.

	1
	Has your license to practice ever been denied, limited, suspended, revoked, stipulated, non-renewed, voluntarily or involuntarily relinquished or otherwise limited in any manner?
	Yes
	No

	2
	Has your employment, staff appointment or clinical privileges at any hospital or other health care facility, ever been voluntarily or involuntarily suspended, diminished, revoked, refused, denied, stipulated, non-renewed or otherwise limited in any manner?
	Yes
	No

	3
	Are you currently or have you ever been the subject of any disciplinary proceedings or been denied membership to any hospital, health care facility, or professional organization?
	Yes
	No

	4
	Have you ever withdrawn your application for appointment, reappointment or clinical privileges or resigned from a hospital staff or health care facility before a decision was made by a hospital’s or health care facility’s governing board?
	Yes
	No

	5
	Have you ever resigned from the staff of any medical facility or professional organization because of problems regarding credentials or conduct?
	Yes
	No

	6
	Have you ever been the subject of any allegation of malpractice, arbitration, professional liability suits and/or claims, or any other lawsuit or legal proceeding regardless of the outcome, or are any presently pending? If ‘yes’, please provide details including the following: incident date, narrative of case including brief case presentation, initial findings, treatment, etc.
	Yes
	No


	If your answer is yes to any of the preceding questions, a complete detailed written explanation is required.

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


13. Request for Clinical Privileges

A. General Privileges

Check the procedures for which privileges are requested:

[  ] Conducting historical and physical examinations, including the ordering and interpretation of diagnostic studies including laboratory, diagnostic imaging and electrocardiographic examinations
[  ] Administering medications and conducting emergency treatments
[  ] Requesting consultations and technical procedures to be performed by other physicians and qualified consultants/technicians.
B. Specific Procedures

Using the following list, write the procedures for which initial or new privileges are requested and indicate your qualifications to perform each of them by:

a) Graduate training (GT) 
b) Postgraduate training (PGT), and/or

c) Clinical practice (CP).








	Procedure Requested
	Training/Experience (Circle all that apply)
	Approved

(Signature-Director/Designee)

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	
	GT, PGT, CP
	

	14. ATTESTATION

	I, ______________________________________ hereby certify and attest that all the information submitted by me in support of this application is true, accurate and complete to the best of my knowledge and belief. I understand and agree that substantial errors of fact involving information submitted by me may be the basis for rejection of my application or, if discovered after approval of my application, for adverse action up to and including termination.

Signature: ……………………..                                                                    Date: …………………


	15. Authorization for the release and inspection of records, documents and other information and release of liability

	I, _______________________________________________________________ hereby authorize any third party who may have information bearing on my professional qualifications (credentials), clinical competence, mental or emotional stability, physical condition, ethics, professional conduct, or any pertinent matter bearing on my qualification for approval as a member of the medical staff to consult with and release such information to the hospital. I release any and all such third parties, hospital, and its authorized representatives, from any and all liability for their acts performed in good faith and without malice in releasing, obtaining, verifying and evaluating such information.

Signature: …………………….                                                             Date: …………….


SECTION B: (For Medical Administration Use)
1.
Credentialing Application Checklist (To be checked by Medical Director)
	
	Included

	Malpractice coverage or insurance policy
	

	Order of physician registration number
	

	License to practice
	

	Original copies of qualifications or notarized photocopies
	

	Evidence of previous experience
	

	Evidence of previous training
	


If all enquired documents are included, the Medical Director shall forward the application to the concerned department for an eventual review of the application.

2.
Department Review
A. Verification of Documents:
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Name and signature of verifier(s): ……………………………………........  Date: ……/……/......……

B. Interview Comments (if applicable)

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Name and signature of interviewer(s): ……………………………………… Date: ……/……/......……
C. Decision: (Tick the appropriate box):
[  ] Applicant recommended

[  ] Applicant not recommended

[  ] Recommendation deferred pending clarifications and/or documentation

Comments: ……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

Name(s) and signature: ………………………………………..Date: ……………………………………
D. Granted Clinical Privileges

The following general privileges have been granted:

1. ………………………………………………………………………………………………………..

2. ………………………………………………………………………………………………………..

3. ………………………………………………………………………………………………………..

4. ………………………………………………………………………………………………………..

Privileges related to specific clinical procedures have been granted. 
See specific procedures table in Section A, Subsection 13.
Name(s) and Signature: ………………………………………………..Date: ……………………………

Upon the completion of the department’s review, forward the application to the credentialing committee for review and eventual recommendation to the executive committee/governing body. 

3.
Credentialing Committee Review

Date of meeting: ……………………….



	Committee Members Names
	Position
	Signature

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	

	7
	
	
	

	8
	
	
	


A.  Committee Recommendations (Tick the appropriate box):

[  ] Recommendations for appointment and privileges approved

[  ] Recommendation for appointment and privileges refuted

[  ] Recommendation for appointment approved but recommended privileges amended as noted.

[  ] Recommendation deferred pending clarifications and/or additional documentation

B. Comments
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………Upon completion of this section, forward the application to the executive committee/GB for review and final endorsement. 
4.
Executive Committee/GB Review

Date of meeting: ………………………. 
	Participating Members Names
	Position
	Signature

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	

	6
	
	
	

	7
	
	
	

	8
	
	
	


A. GB Recommendations (Tick the appropriate box)

[  ] Recommendations for appointment and privileges approved

[  ] Recommendation for appointment and privileges refuted

[  ] Recommendation for appointment approved but recommended privileges amended as noted.

[  ] Recommendation deferred pending clarifications and/or additional documentation

B. Comments

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….........................................................................................................................................................

Upon completion of this section, an action notice will be forwarded to the applicant, Medical Director, and department chairperson by the CEO/GM
You are required to fill this application and send it by email, with photo & CV attached to the Medical director Department at: dr.msaber@alhayat-hospital.com
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