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CREDENTIALING APPLICATION

1. Complete the application: sign and date (DDN does NOT accept STAMPED signatures)

2. Attach copies of the supporting documents listed below:

v W-9 Form or Taxpayer ldentification Number Request
v Additional Locations (please attach a separate sheet with practice information)
v Dental License (provide copies for EVERY state in which you are licensed)
v Federal DEA Registration for EVERY STATE the DDS is practicing in
(or documentation DEA is pending)
v American Board/Specialty Certificate (if applicable)
v

Professional Liability Insurance Declaration Page for each State in which you
practice — showing insurance carrier, dentist's name, policy #, effective and
expiration dates and coverage limits of no less than $1million/$3 million.

(If expiration date is within weeks of this application, updated documentation must
be submitted)

3. Mail the application along with a signed DeCare Dental Networks, LL.C
Contracting Dentist Agreement to:

DeCare Dental Networks, LLC
Attn: National Credentialing
P.O. Box 1175
Minneapolis, MN 55440-1175

OR, TO EXPEDITE, APPLICATION CAN BE FAXED TO:

FAX: (866) 286-8840
QUESTIONS? Call (866) 462-1832 x5364

This Credentialing Application cannot be processed until it is completed in full.
Please maintain a copy of this Credentialing Application for your records.

DeCare Dental Netwarks, LLC (DDN) maintains all information gathered as part of the credentialing or re-credentialing process in a confidential
manner and will not communicate or reproduce any information obtained during the process. DDN strictly enforces the provisions designed to
safeguard information and ensure confidentiality.
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Last First MI

Do you currently hold a Federal DEA registration for every state you practice in? U Yes O No

If DEA is PENDING: Above DDS will not write prescriptions until DEA is finalized.

DDS’ Initials

If more than one location please ATTACH A SEPARATE SHEET with the above information

OSHA STATEMENT
I certify that my office protocols for infection control are in compliance with current CDC/OSHA guidelines.
SPECIALTY EDUCATION
Institution Specialty Grad Date Degree

Disclosure Question Explanation

COMPLETE ONLY IF you answered “YES” to Disclosure Questions on page 16 and/or 17.
Attach separate sheet if necessary.

| Malpractice Claim(s)

Date of Occurrence: Setilement Amount:

Name & Address of Insurance Carrier

Current Status of Claim: Date Claim;

Details of Allegations :

| Board Action(s)

Date of Occurrence: Date of Satisfaction/Closure: _ Amount of Fine Paid

Name & Address of Insurance Carrier

Details of Action (conditions, limitations, etc.) Attach copy of Board Action/Corrective Action:

-
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Request for Taxpayer Identification Number and Certification (SUBSTITUTE FORM W-9)

Instructions: Please type or print clearly. Sign, date and return to requester in the enclosed envelope. Do not send to the IRS

Business Entity: Name of the entity that provides dental services per IRS. (As used to apply for your Tax Identification Number (TIN). This appears on
Form $8-4, en your Quarterly Withholding Form 941, or on your annual IRS Tax Return.)

Business Name: {Name used to advertise for business, if different from above name.)}

Business Address:

Address (number, street and apt or suite no.)

City, State and ZIP code

Taxpaver Identification Number (TIN}
Enter your TIN, which corresponds to the business entity listed above. This may be an Employer Identification Number (EIN) or your Social Security Number (SSN)
dependent upon how you file your tax returns with the IRS. This is the Tax Identification Number you use when you submit claims.

TIN Check one: This ismy L1EIN or [J SSN

Please check appropriate box: [ Individual/Sole Proprietor [ Corporation [ Partnership [ Other

If you use a different Tax Identification Number at another office location, please copy this form and complete the copied form with the
additional Tax Identification Number and office location information.

Qualifying Exemption [} Exempt from tax under 501(a)
Reason, if any (check) [J The United States or any of its agencies or instrumentalities
[ A state, the District of Columbia, a possession of the United States, or any of their politicat subdivisions.

Certifieation: (1) I certify under penalty of perjury that the Taxpayer Identification Number I have provided is correct.
(2) I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by
the Internal Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all inierest or
dividends, or {(c) the IRS has notified me that I am no longer subject to backup withholding, and
(3)1 am a U.S. person (including 2 1.5, resident alien).
Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you failed te report all interest and dividends on your tax return.

Signature; Office Phone: { )

Print signer’s name & title; Date:

DeCare Dental Networks, LLC
ATTN: National Network
P.O. Box 1175 * Minneapolis, MN 55440-1175
FAX: 1-866-286-8840

See back of form for additional information.
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Purpose of Form

A person who is registered {o file an Information return with the IRS must get your correct taxpayer identification number (TIN) to report, for exampie,
income paid to you, real estate transactions, mortgage interest you paid, acquisition or abandonment of secured property, canceltation of debt, or
contributions you made to an IRA.

Use From W-9 only if you are a U.S. person (including a resident alien), to give your correct TIN to the person requesting it {the requester) and, when
applicable, to:

1. Certify the TIN you are giving is correct {or you are waiting for a number to be issued},
2. Certify you are not subject to backup withholding, or
3. Claim exemption from backup withholding if you are a U.S. exempt payee.

If you are a foreign person, use the appropriate Form W-8. See Pub. 515,
Withholding of Tax on Nonresident Aliens and Foreign Corporations,

What is backup withholding?

Persons making cerfain payments fo you must withhold and pay to the IRS 28% cof such payrments under certain conditions. This is called *backup withholding”.
Payments that may be subject to backup withholding include interest, dividends, broker and barter exchange transactions, rents, royalties, nonemployee pay, and
certain payments from fishing boat operators. Real Estate transactions are not subject to backup withholding.

If you give the requester your comrect TiN, make the proper certifications, and report all your taxable interest and dividends on your tax return, payments you receive
will not be subject to backup withholding. Paymants you receive will be subject to backup withholding if:

1. You do not furnish your TiN to the requester, or

2. You do not cerlify your TIN when required (see the Part 11l instructions on page 2 for details), or

3. The IRS tells the requester that you furnished an incorrect TIN, or

4. The IRS tells you that you are subject to backup withholding because you did not report all your interest and dividends on your tax return (for reportable interest
and dividends only), or

5. You do not certify to the requester that you are not subject to backup withholding under 4 above (for reportable interest and dividend accounts opened after 1983
cnly).

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIN to a reguester, you are subject to a penalty of $50 for each such failure unless your failure is due fo
reasonable cause and not to willful neglect.

Civil penalty for false information with respect to withholding. If you make a false statement with no reasonable basis that results in no backup withholding, -
you are subject to a $500 penalty.

Criminal penalty for falsifying information. Willfully falsifying cestifications or affirmations may subject you to criminal penalties including fines and/or
imprisonment.

Misuse of TINs. if the requester discloses or uses TINs in violation of Federal law, the requester may be subject to civil and criminal penalties.

H:\ 1c Nationa! Business\Forms\DDN NAT W9 1105.doc
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CORRECT NUMBERS
AND LETTERS

CAQH AUTOMATICALLY APPUIES MIXED-CASE FORMATTING,
COMMON ABBREVIATIONS, AND ZiP CODE MATCHING. PLEASE
MAKE CORRECTIONS ONLINE OR CALL THE HELP DESK.

X

e —

CORRECT
MARK

Instructions
Read all irstructions
carefully prior {0
submitting your
application.

Tips 1o avoid processing delays . i o

1. Complete only this application and its supplemental forms. Do not use another provider’s application.

2. Use a blue or black ink ball-point pen only. Do not use a pencil or a felt-tip pen.

3. Print legibly and inside the boxes provided based upon the examples given above.

4. Do not enter more than 1 character per box. [f necessary, write outside the provided spaces.

5. Complete all sections that are applicable to you. )

6. Some fields use “codes” to help you easily report information {(e.g., schools, languages). Code lists are found on pages 36 - 43.

NOTE: Fields with asterisks {*) indicate that a response is required. All other fields will be considered not applicable if left blank.

Provider Type

DO YOU PRACTICE EXCLUSIVELY WITHIN THE INPATIENT SETTING?*
{E.G. PATHOLOGISTS, ANESTHESIOLOGISTS, ER PHYSICIANS, NURSE
PRACTITIONER, RADIOLOGISTS, PHYSICIAN ASSISTANT, ETC.}

Code list is found on page 36, Enter the
assoclated 3-digit code In the space
provided.*

Name
Do not use nicknames

T NAME!

or initials, unless they LAS .
are part of your legal L 5
name.’ 4] ; i
i : b L o
FIRST NAME* — MIDDLE NAME
£ H
HAVE YOU EVER USED ANOTHER NAME?* YES Y IF YES, PLEASE LIST ALL OTHER NAMES USER AND THEIR DATES OF USE BELOW,
E O : ; -
FER : i H
LS - L— [ P -
OTHER LAST NAME SUFFIX (JR, Ill)
g oo S - ; : ¥ ; : i
i : ! b i z :
% H f 3 H it o
OTHER FIRST NAME OTHER MIDDLE NAME
] Y
DATE STARTEb iJSIN}S dTHER NAME
General
Information GENDER"

Only enter a Foreign
National Identification
Number if you do not
hawve a 55N. Do not
enter National Provider
Identification (NPI)
Number here.

Code lists are found on
pages 36-43. Enter the
associated 3-digit code
in the space provided.

MAEE

st

STATE OF
BIRTH

[+

iTY OF BIRTH

4

SR S

TRY OF ISSUE

FNIN COUN

ENTER ALL NON-ENGLISH
LANGUAGES YOU SPEAK

CODE

LANGUAGE CODE

LANGUAGE CODE LANGUAG

LANGUAGE CODE LANGUAGE CODE

Home Address

T

APT NUMBER

£
i

£
H
¢

ZIP GoDE

Sictspoppenechs Deboion oot Fracaeoes

TELEPHONE

NOTE: CAQH will use
this method for
application follow-up.

L

E-MAIL

FAX

3076
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[

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP,

Professional
I1Ds

include all state
licenses, DEA
Registration and State :

Conftrolled Dangerous DEA STATE OF REGISTRATION DEA EXPIRATION DATE
Substance {CDS)
certification numbers. HAE

KA
i
i

S

FEDERAL DEA NUMBER DEA ISSUE DATE

13

Provide all current and “E"g;”’é;;;‘rﬁé‘;‘,‘m o :

pravious licenses/

certifications.

MNon-licensed -

professionals should ; ;i |

enter cerlification/ IR | T - S L

registration number in STATE LICENSE NUMBER LICENSE ISSUING STATE

the space provided for PO

Heense number. IF THIS IS A STATE LICENSE, AREYOU ¢ & o
GURRENTLY PRACTICING IN THIS STATE? : 1L/ g%

S ok H : : i

If you nave additionat LICENSE EXPIRATION DATE

Professional IDs to

report, use the aig"”éé 2 Code [ist Is found on page 36; Code list Is found on page 36;

Professional IDs i _,§§ i H use license status codes. Enter use provider type codes. Enter
SN N - SN i y

Supplemental Form on IeENSE STATUS CODE 3-digit code in space provided. 3-digit code In space provided.

page 19,

BB EEE vy
Bt E- S i EHI : £ B H
STATE LICENSE NUMBER LIGENSE ISSUING STATE
IF THIS IS A STATE LICENSE, ARE YOU L YES g
CURRENTLY PRACTICING IN THIS STATE? | i [ % Y
LIcENSE EXPIRATION DATE
H Code list is found on page 365, Code list is found on page 36;
; % use license status codes. Enter use provider type codes. Enter
H H 3-digit code in space provided, e . 3-diglt code In space provided.
LICENSE STATUS CODE LICENSE TYPE
Other ID AREYOUAPART- §
ICIPATING MEDICARE:

Numbers PROVIPER?*

If you have additional ARE YOU A PART-
Prefessional IDs to ICIPATING MEDICAID |

i PROVIDER?* : : :
‘ report, use the o MEDK:AID NUMRER o MEDICAID STATE
‘ Professional 1Ds

Supplemeantal Form on

page 18.

USMLE NUMBER {WITHOUT HYPHENS)

ECFMG NUMBER (NON- U SJCANADIAN GRADUATE ONLYJ ECFMG CERTIFICATE ISSUE DATE (NON-LLSJCANADIAN GRADUATE ONLY)

|_ 3077 J
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Undergraduate
School(s)

Provide the appropriate
information for the
school that issued your
undergraduate degree
and all schoals
attended.

Profeésional
School(s})

Provide the appropriate
information for the
schoot that issued your
professional degree.

Fifth Pathway Graduates
please complete the
following sections: U.S.
Schoot that issued your
cerificate, the Non-U.S.
School where you
attended, and the Fifth
Pathway institution
where you completed
your training on
Supplemental Page 20.

Code lists are found on
pages 36-43, Enter the
associated 3-digit code
in the space provided.

If you have additional
Undergraduate or
Professional Schools to
report, use the
Education Supplemental
Form on page 20.

L

i
!

pap—

ZIP/POSTAL CODE

]

L
i

TELEPHONE

e

START DATE

DID YOU COMPLETE YOUR
UNPERGRADUATE EDUCATION
AT THIS SCHOOL?

{ YES
H

GRADUATE TYPE*:

et

§ 2 U5, OR CANADIAN GRADUATE

I

st ey

| FIFTH PATHWAY GRADUATE

bennaiard

NON-U.SJCANADIAN GRADUATE

ey

U.S. OR CANADIAN SCHOOL

SCHOOL CODE (W5
CANADIAN ONLY)

NAME OF .S/
CANADIAN SCHOOL:

—

3 H
St 45 Lomortnont] Entnoncind

DEGREE AWARDED

IR

START DATE"

END DATE (GRADUATION DATE)"

DID YOU COMPLETE YOUR H
GRADUATE EDUCATION AT THIS
SCHooL?

iE

z o Founn

POSTAL CODE

TART DATE*

END DATE {GRADUATION DATE)*

DID YOU COMPLETE YOUR
GRADUATE EDUCATION AT THIS
SCHOOL?

PiND
I :

3078
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I * REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Training

List all training
programs you
attended. Use one
section per institution.

If you have additional
post-graduate training
programs, use the
Supplemental Training
Form on page 21.

Please explain on the
Supplemental
Professional f Work
History Gap Form on
page 33 any training
gap(s) of three (3)
menths or greater, or
any gap{s) of a shorter
duration if required by
the organization for
which you are being
credentialed.

Code fists are found on
pages 36-43. Enter the
assaciated 3-digit code
in the space provided,

SCHOOL COBE (E.G.,
AFFILIATED MEGICAL
SCHOOL)

i
i

H i
ZIPIPOSTAL CODE

CITY

COUNTRY CODE TELEPHONE FAX

DID YOU COMPLETE THIS TRAINING PROGRAM AT THIS
INSTETUTION?

{iF NOT, PLEASE USE THE SPACE BELOW TO EXPLAIN.)

Y, R R R A Y

List each
department
separately, if
applicable,

IS § 3

END DATE

List
Internship/
Residency,
Fellowship
and Other
programs |
separately.

NAME OF DIRECTOR

| OTHER

TERNSHIPS
i RESIDENCY

-

: FELLOWSHIP

END RATE

START DATE

NAME OF DIRECTOR

3080
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% REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Prima ‘ INITIAL T DO YOU WISH TO
. ry g';EDCE!A"w ! GERTIFICATION YEY Y Y BE LISTED IN

Speclalty DATE THE DIRECTORY
UNDER THIS

RECERTIFICATION | SPECIALTY?

Code lists are found on | B2ARD DATE PPO

pages 36-43. Enter the : (IF APPLICABLE)

associated 3-digit code -
CERTIFYING

; ; ‘ EXPIRATION DATE

in the space provided, BOARD | (IF APPLICABLE) | POS |}
GODE . :
IFNOT /771 HAVE TAKEN INTEND TO SIT FOR AN DO NOT INTEND TO TAKE
BOARD EXAM, RESULTS XAM ON CERTIFYING BOARD EXAM.
CERTIFIED PENDING FOR

[SELECT
ONE}

g
CERTIFYING BOARD CODE

IF ¥YOU INDICATED THAT YOU DID NOT INTEND TO TAKE A CERTIFYING BOARD EXAM, PLEASE USE THE
FOLLOWING SPACE TO EXPLAIN, OTHERWISE LEAVE THE SPACE BLANK.
=y

H
H
H

pistitas

INITIAL &~ DO YOU WISH TO
Seco!"dary g’;?;'m'w CERTIFICATION BE LISTED IN HMC
Specialty DATE & THE DIRECTORY
UNDER THIS
BOARD | RECERTIFICATION SPECIALTY? ]
Code lists are found on]  ceriFIED? DATE PFO ¢ N
pages 36-43. Enter the Eo {IF APFLIGABLE) | ;
associated 3-digit code CERTIEYIN ¥
: . EXPIRATION DATE i
in the space provided, ggggo {IF APPLICABLE) Pos E No
If you have additienal . -
Professional / Medical F ot || HAVE TAKEN H INTEND TO SIT FOR AN DO NOT INTEND TG TAKE
Al BOARD i EXAM, RESULTS i SEXAM ON CERTIFYING BOARD EXAM
Specialties to report, CERTIFIED : PENDING FOR i )
use the Additional (SELECT o
Specialties ONE)
Supplemental Form on Fd
page 22, CERTIFYING BOARD CODE

IF YGU INDICATED THAT YOU DID NOT INTEND TG TAKE A CERTIFYING BEOARD EXAM, PLEASE USE THE
FOLLOWING SPACE TQ EXPLAIN, OTHERWISE LEAVE THE SPAGE BLANK.

:
i
g

L 3081 ]
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Certifications Do you held the following certifications? If yes, provide expiration dates.
EXPIRATION DATE
s ADV LIFE =
BASIC LIFE g
YES SUPPORT IN i
SUPPORT?* suer »
ADV TRAUMA T
CPR?* IYES LIFE i
: SUPPORT?* i
ADV PEDIATRIC ¥
CARDIAC ADVANCED H
LIFE SPT?* LIFE SPT?* i
NEONATAL
ADVANCED
LIFE SPT?*
. -
Practice G
i Hnd
Interests ot

Pravide additional
areas of professichal
praclice interest,
activities, procedures,
diagnoses of
populations,

iy

iuww
Frvnormaned

ey

R N |

Primary
Credentialing
Contact

CHECHK HERE TO
USE THE OFFICE
MANAGER AND
ADDRESS OF THE
PRIMARY PRACTICE
LOCATION AS THE
CREDENTIALING
ENFORMATION.

NOTE:

Ewven if you checked
the boxes above,
please provide the
e-mail address, if
avzilable.

L

&
[
-
=
>
=
m

St i

FIRST NAME

I

)

STREET

Iy

F
E-MAIL ADDRESS

3082
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Primary
Practice
l.ocation

If you have additional
practice locations, use
the Supplemental
Practice Location
Information Form on
pages 25-29.

NOTE: “General
Correspendence” refers
to any correspondence
that might be sent fo the
provider that does not
solely relate to creden-
tiafing or billing
infermation.

TIP Your Individual Tax
ID is assumed to be
your Primary Tax 10
unless you specify
otherwise to the right.

* REQUIRED RESPONSE. NO RESPCNSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

CURRENTLY
PRACTICING AT
THIS ADDRESS?

IF NO, WHAT IS
YOUR EXPECTED
START DATE?

R IN DIRECTO!

SEND GENERAE
CORRESPON-
DENGE HERE?"

GROUP TAX ID

STATE"

PREMARY
TAXID
(ONE ONLY)*

 USE INDIVIDUAL
TAXID

Office Manager
or Business
Office Staff
Contact

List each contact
separately, You may
use the check boxes
below for convenience.
Do not write
instructions like "see
above". These
responses will be
rejected and will
require follow-up.

&

FIRST NAME*

g

El

E-MAIL ADDRESS

Billing Contact

CHECK HERE TO
USE OFFICE
MANAGER AND
OFFICE APDRESS
AS BILLING
INFORMATION

NOTE:

Even 1f you checked

the box above, please

provide the

E-mail Address of the

Billing Contact.
—_————

H

LAST NAME*

:

& R
FERST NAME*

£

TELEFHONE*

E-MAIL ADDRESS

ZIP CODE"

| 3083
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# REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Payment and ELECTRONIC R
. BILLING I i :
Remittance CAPABILITIES?* T i i

BELLING DEPARTMEN'F {IF HOSPITAL-BASEDR)

i

fopaopnd

YOUR “CHECK PAYABLE TO"
INFORMATION SHOULD BE
CONSISTENT WITH YOUR

w-g,
CHECK HERE TQ
USE OFFICE
MANAGER AND o
OFFICE ADDRESS LAST NAME"
AS PAYEE o s
INFORMATION
et bt brsmored basssored bssssend bt b
FIRST NAME*
; e B H i E " £ T H P e
i < 4] i 3 H ¢ i % :
H H ] | P8 : 4
SN : - % H ; = dpma s i
. NUMBER® STREET SUITE/BUILDING
& TRETTTRET H i
[EI. H
NOTE: i g i

Even if you ¢hecked STATE*

the box above, please
provide the

E-mail Address of the
Payee Contact,

.

E‘fﬁf%?y'ﬁ%

|
-
|

_— %
i
E-MAIL ADDRESS
Office Hours {USE HHMM FORMAT AND ROUND TO THE NEAREST HALF-HOUR)
A=AM A=AM A=AM
START PPl END A START END i
MONDAY FRIDAY
TUESDAY SATURDAY
WEDNESDAY H SUNDAY
NOTE: % ( 3
H i
After hours back office THURSDAY | | % E
tetephone will be used — '
only by the health plan | 247 PHONE COVERAGE?*  fF YES AFTER HOURS BACK OFFIC

OICE MAIL e
WITH OTHER :
INSTRUCTIONS

and will not be
published under any
circumstances.

! ANSWERING |
SERVICE H

Open Practice
Status

ACCEPT NEW PATIENTS INTO THIS PRACTICE?" ACCEPT ALL NEW PATIENTS?*

ACCEPT EXISTING PATIENTS WITH CHANGE OF PAYOR?* ACCEPT NEW MEDICARE PATIENTS?®

AGCEPT NEW PATIENTS WITH PHYSICEAN REFERRAL?® ACCEPT NEW MEDICAID PATIENTS?

IF ANY OF THE
ABQVE INFORMATION
VARIES BY PLAN,
EXPLAIN (USE BOTH
LINES IF REQUEIRED)

LIST OTHER LIMITATIONS

ARE THERE ANY
PRACTICE LIMITATIONS?*

IF YES

I._. 3084
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* REQUIRED RESFONSE. NO RESPONSE MA

CAUSE PROCESSING DELAYS AND REQUIRE FOLLCW-UP.

scation in|

\formatic

ation (Contine

Sk i §ai

Mid-Level
Practitioners

DO MID-LEVEL PRAGTITIONERS {NURSE PRACTITIONERS, PHYSICIAN
ASSISTANTS, ETC.) CARE FOR PATIENTS IN YOUR PRACTICE?

-
m
(%]
=
o

Tnsxsnanng

Asnbtatatn
apasasaied

{IF YES, PLEASE PROVIDE THE INFORMATION BELOW)

£y i E
2 H
R i i i it 1
PRAGTITIONER LAST NAME
T — i i i i F ¢ i Ty
i : E H : : i
PRACTITIGNER FIRST NAME PRACTITIONER TYPE {EG., PA,
P — — CNP, NP)
: : i i
B o E &
LA <N AT % . - S-S A

PRAC

CTITIONER LICENSE / CERTIFICATE NUMBER

PRACTI'I’IUNER STATE

i s Y

2 [ TN
AN PRACTITIONER TYPE (E.G., PA,

I A T CNP, NP)
i b i = Hi B

L i T

k4 I iL i i

i : N

B - & SR 5 SR £ AP 3 SR

PRACTITIONER TYPE {E.G., PA,

GNP, NP}

S—

PRACTITIONER LAST NAME

Prosmen

sy g

i1

PRACTITIONER FIRST NAME

M. PRAGTITIONER TYPE (E.G., PA,

CNP, NP)

L

el % ES
TR E b
o 3 EH
I I
g F B8

e i H

i :

# FI— A

PRACTITIONER TYPE [E.G., PA,
CNP, NP)

PRACTITIONER LICENSE { CERTIFICATE NUMBER

# REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLGW-UP.

PRACTITIONER STATE

3085
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Languages

Code lists are found on
pages 37, Enter the
associated 3-digit code
in the space provided.

LANGUAGES

NON-ENGLISH LANGUAGES
SPOKEN BY OFFICE PERSONNEL

LANGUAGE GODE

LANGUAGES
INTERPRETED

INTERPRETERS |
AVAILABLET*

Accessibilities | ;o rus orrice meer aba accessisiLITY REQUIREMENTS 2 :
DOES THIS SITE OFFER HANDIGAPPED DOES THIS SITE OFFER OTHER ACCESSIBLE BY
ACCESS FOR THE FOLLOWING SERVICES FOR THE DISABLED?* PUBLIC TRANSPORTATION?*
£ H
BUILDINGT* ¢ TEXT TELEPHONY [TTY}* BUS* ;
PARKING?* AMERICAN SIGN LANGUAGE* SUBWAY* :
:
3 &,
RESTROOM?* £ MENTALIPHYSICAL IMPAIRMENT
i SERVICES*
i
e
i e :
OTHER HANDICAPPED AGCESS OTHER DISABILITY SERVICES
Services Does this location provide any of the following services?

g ey IF YES, PROVIDE ACCREDITING/
LABORATORY : % YES | INg CERTIFYING PROGRAM
SERVICES? Lod s (E.G., CLIA, COLA, MLE)

RADIOLOGY IF YES, PROVIDE X-RAY
SERVIGES? CERTIFICATION TYPE
EKES? ALLERGY ALLERGY SKIN ROUTINE OFFICE [
INJECTIONS? TESTING? GYNECOLOGY © [ YES |
(PELVICIPAP)? | :
DRAWING AGE TYMPANOMETR B
H FLEXIBLE
APPRQOPRIATE g : NO
BLODD? i Y/ AUDIGMETRY
IMMUNIZATIONS? SIGMOIDOSCOPY? SCREENING?
" —
ASTHMA OSTEOPATHIC  :  iygs ! D IV HYDRATION CARDIAC
TREATMENT? MANIPULATION? : TREATMENT? STRESS TEST?
PULMONARY PHYSICAL i & CARE OF MINOR | | ;
FUNCTION THERAPY? i i (nNo : i No
TESTING? ; L. LAGERATIONS? | | ;
ISANESTHESIA | % B IF YES, WHAT
ADMINISTERED IN | INO  CLASSICATEGORY
YOUR OFFICE? b DO YOU USE?
IF YES, WHO

ADMINISTERS IT?

FIRST NAME

;
]
i

TYPE OF PRACTICE
{SELECT ONE ONLY)"

SINGLE SPECIALTY GROUP { MULTI-SPECIALTY GROUP

:

L

ADDITIONAL OFFICE PROCEDURES PROVIDED {INCLUDING SURGICAL PROCEDURES)

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.



-

* REQUIRED RESPCNSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Partners/
Associates

GCode lists are found on
pages 36-43. Enter the
associated 3-digit code
in the space provided,

if you have additional
pariners/associates at
THIS location, use the
Partner/Associate
Supplemental Form on
page 23. Photocopy as
necessary. Be certain
to check “Primary
Location” at the top of
the page.

FIRST NAME

v

CO\;ERING
COLLEAGUE
{YiIN)?

CODE

PROVIDER TYPE iCODE PG 36)

i i Lemmmsmondt

LAST NAME SPECIALTY CODE ~ COVERING
h E h s COLLEAGUE
(YINy?

i

LAST NAME

v

SPECIALTY CODE  COVERING

KEREROATYD

COLLEAGUE
(¥INgZ

'FIRST NAME

Covering
Colleagues

Caode lists are found cn
pages 36-43. Enter the
associated 3-digit code
in the space provided.

If you have additional
covering colleagues
that are not partners at
THIS location, use the
Covering Colleagues
Supplemental Form on
page 24. Photocopy as
necessary. Be certain
to check “Primary
Location” at the top of
the page.

Admitting
Arrangements

LIST ALL COVERING COLLEAGUES THAT ARE NOT PARTNERS/ASSOCIATES AT THIS PRACTICE

LAST

i

SRS S L B

PROVIDER TYPE {CODE PG 3f)

b3

LAST NAME

DO YOU HAVE
HOSPITAL
PRWVILEGES?"

IF YOU DO NOT ADMIT PATIENTS, WHAT
TYPE OF ADMITTING ARRANGEMENTS DO
YOU HAVE?

3087 __I
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B B

Hospital
Privileges

If applicable, list all
haspital affiliations. List
primary hospital, then
other current
affiliations, foliowed by
previous affiliations in
chronectogical order.

If you have additional
hospital privileges, use
the Supplemental
Hospital Privileges
Form on page 30.

TIP Be certain your
admissionh percentages
add up to 100% for
current hospitals.
Otherwise, you will
have to correct this
BTor.

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLC!

PRIMARY HOSPITAL
HOSFITAL NAME

ZIP CODE

FEEERRL

S, AR bt St ]
H H H

DBEPARTMENT NAME

et A R iy P ——— —
£ ioF B on 0 F o
. A % =P L1y

H

ot

i
i

FULL, UNRESTRICTED
PRIVILEGES? i

ARE PRIVILEGES
TEMPORARY?

3
TLON END DATE

OF YOUR TOTAL ANNUAL
ADMISSIONS, WHAT PERCENTAGE :
IS TO THIS HOSPITAL? N

gy

ADMITTING PRIVILEGE STATUS {E.G. NONE, FULL UNRESTRICTED, PROVISIONAL, TEMPORARY)

OTHER HOSPITAL

H

vt

HOSPITAL NAME

hsta

STATE ZIP GODE

;

FULL, UNRESTRICTED

; ARE PRIVILEGES : ‘
PRIVILEGES? NO (YES.  (NO

TEMPORARY?

RPN

1 OF YOUR TOTAL ANNUAL :
i ADMISSIONS, WHAT PERCENTAGE
S IS TC THIS HOSPITAL? H

L, TEMPORA

PLEASE EXPLAIN
TERMINATED AFFILIATICN

3088 _ _J
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP

Professional
Liability
insurance
Carrier

IMPORTANT

IFYQU 0O NOT
CARRY
MALPRACTICE
INSURANCE, CHECK
THIS BOX AND SKiP
THIS SECTION.

STATE*

TYPE OF

|SHARED

i
ORIGINAL EFFECTIVE DATE*

EFFECTIVE DATE*

g =

DO YOU HAVE UNLIMITED COVERAGE
WiTH THIS INSURANCE CARRIER?*

YES

POLICY INCLUDES TAIL COVERAGE?

o

Professional
Liability
Insurance
Carrier

List other cumrent,
fiture, or previous
carrier(s) if current

carrier is less than ten
(10) years.

SELF-INSURED?

oy

H

F+NSURED NAME

2 :

R SEL|

GARRIER O

k.
STATE"

TYPE OF

NOTE: A lenger period

may be required by — I
your healthcare entity. ORIGINAL EFFECTIVE DATE" EFFECTIVE DATE®

If you have additional DO YOU HAVE UNLIMITED COVERAGE . ygg | NO
Insurance, use the WITH THIS INSURANGE CARRIER? L P
Supplemental

Insurance Form on R

page 31.

M|I|tary Are you currently on active military
Duty duty or military reserve?*

Work History WORK HISTORY

Include a chronological ,

work history for the . .

past 10 years, PRACTICE / EMPLOYER NAME

i

A tonger period may be
required by your
healthcare entity. NUMBER

ApN—

If you have additional
work history, use the
Supplemental Work
History Form on page
3z.

| 3089 |

% REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 13
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Work History
Do not list current
positiens. Those
should be fisted in
Section 4.

Include a chronological
work histary for the
past 10 years,

A longer period may be
required by your
healthcare entity

If you have additional
wark history, use the
Supplemental Work
History Form on page
32.

TELEFHONE

COUNTRY CODE

REASON FOR DEPARTURE {IF APPLICABLE)

s

WORK HISTORY

PRACTICE { EMPLOYER NAME

NUMBER STREET

TELEPHONE

oy e gy

=
COUNTRY CODE START DATE

REASON FOR DEPARTURE {IF APPLICABLE}

Py

PRACTICE / EMPLOYER NAME
B i E :

i H : : :

SUITE/BUILDING

Stmtinisd

START DATE

COUNTRY CODE

END DATE

REASON FOR DEPARTURE {IF APPLICABLE}

3090
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+ REQUIRED RESPONSE. NO RESPCNSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Gaps in
Professional /
Work History

If you have additional
professicnal f work
history gaps, use the
Supplemental
Professional Work
History Gaps Form on
page 33.

PLEASE EXPLAIN ANY TIME PERIODS OR GAPS IN TRAINING OR WORK HISTORY THAT HAVE OCCURRED SINCE GRADUATION FROM PROFESSIONAL SCHOOL AND ARE
LONGER THAN THREE MONTHS IN DURATION OR OF A SHORTER BURATION [F REQUIRED BY THE ORGANIZATION FOR WHICH YOU ARE BEING CREDENTIALED,

GAP START DATE GAP ENDDATE

Professional
References

Provide three
professional references
to whom you are not
related or are not
partners in your
practice.

Code lists are found on
pages 36-43. Enter the
associated 3-digit code
for provider type.

NOTE:
You are required 1o

g

FIRST NAME*

PROVIDER TYPE (CODE PG 36)

——

3

-
v

3
i
|

NUMBER* APTISI

i
i

[P

TELEFPHON

E

provide exactly 3
references, Your
application will not be
complete without this
information.

Please check with
credentialing entity for
any special
requirements.

LAST NAME*

P

i

FIRST NAME*

TELEPHONE

LAST NAME*
i

i
H

NUMBER" BULDING

[Fan g

ur—

TELEPHONE

L

3091
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Disclosure
Questions

Answer alf questions.,
For any “Yes”
response, provide an
explanation on the
Supplemental
Disclosure Question
Explanation Form on
page 34.

Allied Health
Providers

If you are an Allied
Health Provider and
you do not believe a
question is applicable
to you, you shoutd
answer the question
"NO”,

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
T o PR

Has your license, registration or certification to practice in your profession, ever been voluntarily or involuntarily relinquished,
NO  genied, suspended, revoked, restricted, or have you ever been subject to a fine, reprimand, consent order, probation or any con-
ditions or limitations by any state or professional licensing, registration or cerification board?*

¢ NO Has there been any challenge to your licensure, registration or certification?*

HOSPITAL PRIVILEGES ANMD OTHER AFFILIATIONS

F— Have your clinical priviteges or medical staff memberskip at any hospital or healthcare institution, voluntarily or involuntarily, ever

! No been denied, suspended, revoked, restricted, denied renewal or subject to probationary of to other disciplinary conditions (for

: reasons other than non-completion of medical record when guality of care was not adversely affected) or have proceedings
toward any of those ends been instituited or recommended by any hospital or healtheare instituticn, medical staif or committee,
or governing board?*

tonoksasnigs,

MO Have you voluntarily or involuntarily surrendered, limited your privileges or not reapplied for privileges while under investigation?*

Have you ever been terminated for cause or not renewed for cause from participation, or been subject 1o any disciplinary action,
by any managed care organizations (including MMOs, PPQs, or provider arganizations such as IPAs, PHOs)?*

51 ivES
‘

EDUCATION, TRAINING AND BOARD CERTIFICATION

g Were you ever placed on probation, disciplined, formally reprimanded, suspended or asked to resign during an internship, resi-
i NO  dency, fellowship, preceptorship or other clinical education program? If you are currently in a training program, have you been
- placed on probation, disciplined, formally reprimanded, suspended or asked to resign?*

-‘ no Have you ever, while under investigation or to avoid an investigation, voluntarily withdrawn or prematurely terminated your status
l as a student or employee in any mtemship, residency, fellowship, preceptorship, or other clinical education program?*

@
e grnarrang

% i H NO Have you ever chosen notto re-certify or voluntarily surrendered your board certification(s) while under investigation?*

DEA OR STATE CONTROLLED SUBSTANCE REGISTRATION

Have your Federal DEA and/or State Controlled Dangerous Substances {CDS) cerlificate(s) or authorization(s) ever been chal-
lenged, denied, suspended, revoked, restiicted, denied renewal, or voluntarily or involuntarily relinquished?™

MEDICARE, MEDICAID OR OTHER GOVERNMENTAL PROGRAM PARTICIPATION

- Have you ever been disciplined, exciuded from, debarred, suspended, reprimanded, sancticned, censured, disqualified or other-
: NO  wise restricted in regard to participation in the Medicare or Medicaid program, or in regard to other federal or state governmental
healthcare plans or programs?*

OTHER SANCTIONS OR INVESTIGATIONS

Are you currently the subject of an investigation by any hospital, licensing authority, DEA or CDS authorizing entities, educa-
tion or training program, Medicare or Medicaid program, or any other private, federal or state health program or a defendant

in any civil action that is reascnably refated to your qualifications, competence, functions, or duties as a medical professional
for alleged fraud, an act of violence, child abuse or a sexual offense or sexual misconduct?*

To your knowledge, has information pertaining o you ever been reperted to the National Practitioner Data Bank or Healthcare
Integrity and Protectton Data Bank?*

Have you ever received sanctions from or are you currently the subject of investigation by any regutatory agencies (e.g., CLIA,
OSHA, etc.)?*

Have you ever been convicted of, pled guilty to, pled nolo contendere to, sanctioned, reprimanded, restricted, disciplined or
resigned in exchange for no investigation or adverse action within the [ast ten years for sexual harassment or other illegal

misconduct?*

Are you currently being investigated or have you ever been sanctioned, reprimanded, or cautioned by a military hospital, facility, or
agency, or voluntarily terminated cr resigned while under investigation or in exchange for no investigation by a hospital or heaith.
care facility of any military agency?*

PROFESSIONAL LIABILITY INSURANCE INFORMATION AND CLAIMS HISTORY

Has your professional liability coverage ever been cancelled, restricted, declined or not renewed by the carrier based on your
individual liabfity history?*

MHave you ever been assessed a surcharge, or rated in a high-risk class for your specialty, by your professional liability insurance

carrier, based on your individuat liability history?*

3092 J
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* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Disclosure
Questions

Answer afl questions,
For any “Yes”
response, provide an
explanation on tha
Supplemental
Disclosure Question
Explanation Form on
page 34.

IMPORTANT

If you answered “Yes”
to question #19, you
must complete the
Supplemental
Malpractice Claims
Explanation Form on
page 35 for each
malpractice claim.

MALPRACTICE CLAIMS HISTORY

i NO Have you had any professional liability actions {pending, setiled, arbitrated, mediated or litigated) within the past 10 years?*
i It yes, provide information for each case.

© In the past ten years have you been cenvicted of, pled guilty to, or pled nolo ¢contendere to any misdemeanor (excluding minor

i NO traffic violations) or been found liable or responsible for any civil affense that is reasonably related to your qualifications, compe-
Sl tence, functions, or duties as a medical professional, or for fraud, an act of violence, child abuse or a sexual offense or sexual
miscenduct?*

NO Have you ever been court-martiated for actions related to your duties as a medical professional?*

Note: A criminal record will not necessarily be a bar to acceptance. Deacisions will be made by each heaith plan or
credentialing organization based vpon all the relevant circumstances, including the nature of the crime.

ABILITY TO PERFORM JOB

Are you currently engaged in the illega! use of drugs?*

("Currently” means sufficiently recent to justify a reasonable belief that the use of drugs may have an ongoing impact on
one's ability to practice medicine. It is not limited to the day of, or within a matter of days or weeks befare the date of applica-
tion, rather that it has occurred recently enough to indicate the individual is actively engaged in such conduct. "IRegal use of
drugs" refers to drugs whose possession or distiibution is unlawful under the Controlled Substances Act, 21 U.5.C. § 812.22.
It "does not include the use of a drug taken under supervision by a licensed health care professional, or other uses author
ized by the Controlled Substances Act or other provision of Federal law." The term does include, however, the unlawful use of
prescription confrolled substances.)

Do you use any chemical substances that would in any way impair or limit your ability to practice medicine and perform the func-
tions of your job with reasonable skill and safety?”

Do you have any reason te believe that you would pose a risk {o the safety or well being of your patients?*

Are you unable to perform the essentiat functions of a practitioner in your area of practice even with reasenable
accommodation?*

3093

* REQUIRED RESPONSE. NG RESPONSE MAY CAUSE PROCESSING DELAYS AN REQUIRE FOLLGW-UP. Page 17



Standard Authorization, Attestation and Release

(Mot for Use for Employment Purposes)

I understand and agree that, as pari of the credentialing appfication process for participation, membership and/or clinical privileges {hereinafter, referred to as
"Participation”) at or with each healihcare organization indicaled on the "List of Authorized Organizations™ that accompanies this Provider Application {(hereinafter,
each healthcare organization on the "List of Authorized Organizations™ is individually referred to as the "Entily”), and any of the Entity's affiliated entities, | am required
to provide sufficient and accurate information for a proper evaluation of my current licensure, refevant training andfor experience, clinical competence, health status,
character, ethics, and any other criteria used by the Entity for determining initial and ongeing eligibility for Participation. Each Entity and its representatives, employ-
ees, and ageni(s) acknowledge that the information obtained relating to the application process will be held confidential to the extent permitted by law.

1 acknowledge that each Entity has its own criteria for acceptance, and | may be accepted or rejected by each independently. | further acknowledge and understand
that my cooperation in obtaining information and my consent to the release of information do not guarantee that any Entity will grant me clinical privileges or contract
with me as a provider of services. | understand that my applicatton for Parlicipation with the Entity is not an application for employment with the Entity and that
acceptance of my application by the Enlity will not result in my employment by the Entity.

Authorization of Investigation Concerning Application for Participation. | authorize the following individuals including, without limitation, the Entity, its representa-
tives, employees, and/or designated agent(s}; the Entity's affiliated entities and their representatives, employees, and/or desighated agents; and the Entily’s designat-
ed professional credentials verification organization {collectively referred to as "Agents", to investigate information, which includes both oral and written statements,
records, and documents, concerning my application for Participation. | agree 1o allow the Entity and/or its Ageni(s) to inspect and copy all records and documents
relating to such an investigation.

Authorization of Third-Party Sources to Refease Information Concerning Application for Participation. | authorize any third party, including, but not limited %o,
individuals, agencies, medical groups responsible for credentials verification, corporations, companies, employers, former employers, hrospitals, health plans, health
maintenance organizations, managed care organizations, law enforcement or licensing agencies, insurance companies, educational and other institutions, military
services, medical credentialing and accreditation agencies, professional medical sacieties, the Federation of State Medical Boards, the National Praclitioner Data
Bank, and the Health Care Integrity and Protection Data Bank, te release to the Entity and/or its Agent(s}, information, including otherwise privileged or confidentjal
information, concerming my professional gualifications, credentials, clintcal competence, qualify assurance and utilization data, character, mental condition, physical
condition, alcohel or chemical dependency diagnosis and treatment, ethics, behavior, or any other matter reasonably having a bearing on my qualifications for
Participation in, or with, the Entity, | authorize my current and past professional liability carrier(s) to release my history of claims that have been made andfor are cur-
rently pending against me. | specifically waive written notice from any entities and individuats who provide information based upon this Authorization, Attestation and
Release,

Authorization of Release and Exchange of Disciplinary Information. | hereby further autherize any third party at which | currently have Participation or had
Participaticn and/or each third party's agents to release "Disciplinary Infermation,” as defined below, to the Entity andfor its Agent(s). | hereby fusther authorize the
Agent(s) 1o release Disciplinary Information about any disciplinary action taken against me fo its participating Entities at which | have Participation, and as may ke
otherwise required by law. As used herein, "Disciplinary Information" means information conceming (i) any action taken by such health care organizations, their
administrators, or their medical or other committees to revoke, deny, suspend, restrict, or condition my Participation or impose a corrective action plan; (i) any other
disciptinary action involving me, including, but not limited to, discipline in the employment context; or {iii} my resignation prior to the conclusion of any disciplinzry pra-
ceedings or prior to the commencement of formal charges, but after | have knowledge that such formal charges were beirg (or are being) contemplated and/or were -
{or are) in preparation.

Release from Liability. | release from all liability and hold harmless any Entity, its Agent(s), and any other third party for their acts performed in good faith and with-
out malice unless such acts are due 1o the gross negligence or witlful misconduct of the Entity, its Agent(s}, or other third party in connection with the gathering,
release and exchange of, and reliance upon, information used in accordance with this Authorization, Attestation and Release. | furlher agree not to sue any Entity,
any Agent(s), or any other third party for their acts, defamation or any other claims based on statements made In good faith and without malice or misconduct of such
Entity, Agent{s} or third parly in connection with the ¢redentialing process. This release shall be in addition to, and in no way shall limit, any other applicable immuni-
ties provided by taw for peer review and credentialing activities. In this Authorization, Attestation and Release, all references to the Entity, its Agent(s), and/or other
third party include their respective employees, directars, officers, advisors, counsel, and agents. The Entity or any of its affiliates or agents retains the right to allow
access to the application information for perposes of a credentialing audit to customers and/or their auditors to the extent required in connection with an audit of the
credentialing processes and provided that the customer andfor their auditor executes an appropriate confidentiality agreement. | understand and agree that this
Authorization, Attestation and Release is irrevocable for any period during which | am an applicant for Participation at an Entity, a member of an Entity’s medical or
health care staff, or a participating provider of an Entity. | agree to execute another form of consent if law or regulation limits the application of this irrevocable authori-
zation. | understand that my failure to promptly provide another consent may be grounds for termination or discipline by the Entity in accordance with the applicable
bylaws, rules, and regulations, and requirements of the Entity, or grounds for my termination of Participation at or with the Entity. | agree that information obtained in
accordance with the provisions of this Authorization, Attestation and Release is not and will not be a violation of my privacy.

| certify that alk information provided by me in my application is current, frue, correct, accurale and complete to the best of my knowledge and belief, and is furnished
in good faith. | wilt nolify the Entity and/or its Agent(s) within 10 days of any material changes to the information ({including any changes/challenges to licenses, DEA,
insurance, malpractice claims, NPDB/HIPDB reports, discipline, criminal convictions, etc.) | have provided in my application or authorized to be released pursuant to
the credentialing process. | understand that corrections to the application are permitted at any time prior to a determination of Participation by the Entity, and must be
submitted online or in wiiting, and must be dated and signed by me {may be a written or an electronic signatura). | acknowledge that the Entity will not process an
application until they deemn it to be a3 complete application and that | am responsible to provide a complete application and to preduce adequate and timely informa -~
tion for resolving questions that arise in the application process. | understand and agree that any material misstatement or omission in the application may constitute
grounds for withdrawal of the application from consideration; denial or revocation of Participation; and/or immediate suspension or termination of Parlicipation. This
action may be disclosed to the Entity and/for its Agent(s). | further acknowledge that | have read and understand the foregoing Autharization, Attestation and Releases
and that [ have access to the bylaws of applicable medical staff organizations and agree to abide by thess bylaws, rules and regulations. | understand and agree that
a facsimile or photocopy of this Authorization, Attestalion and Release shall be as effective as the orginal.

! Signature* Name {print)*

| 3094 _
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Professional IDs
Supplemental Form

* REQUIRED RESPONSE {IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP,

Professional
IDs

Include all additional
state licenses, DEA
Registration and State
Controlled Dangerous
Substance (CDS)
certification numbers.

Provide all current and
previous licenses/
certifications.

If you need to report
additional Professional
IDs, photocopy this
page as needed and
submit as instructed.

L

FEDERAL DEA NUMBER

Rt E & i
FEDERAL DEA NUMBER

poonbisg sy

fx

i
i

A—— —

DEA STATE OF REGISTRATION

CDS STATE OF REGISTRATION

CDS3 STATE OF REGISTRATICN

STATE LIGENSE NUMBER LICENSE ISSUING STATE

IF THIS IS A STATE LICENSE, ARE YOU
CURRENTLY PRACTICING IN THIS STATE?

Code list is found on page 36;
use ficense status codes. Enter
3-digit code In space provided.

sz

LICENSE STATUS COBE

- 2R
LICENSE ISSUE DATE

LICENSE EXPIRATION DATE

Code list is found on page 36;
use provider type codes. Enter
3-digit code in space provided.

p—

: . A

STATE LICENSE NUMBER LIGENSE ISSUING STATE
IF THIS IS A STATE LICENSE, AREYOU |
CURRENTLY PRACTICGING IN THIS STATE? |

Code list is found on page 36;
use Hcense status codes. Enter
3-digit code in space provided,

LICENSE STATUS CODE LiCENSE TYPE

3095

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP,

LICENSE ISSUE BATE

EICENSE EXPIRATION DATE

Code list Is found on page 36;

use provider type codes, Enter
3-digit coda in space provided.
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Other Relevant Education
Supplemental Form ]

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PRCCESSING DELAYS AND REQUIRE FOLLOW-UP.

Fifth Pathway FIFTH PATHWAY GRADUATES ONLY
Education ;

INSTITUTION/HOSPITAL WHERE LS, CLINICAL TRAINING WAS PERFORMED (DO NOT ABEREVIATE)

S

TELEPHONE

DID YOU COMPLETE YOUR

EDUCATION AT THIS SCHOOL? NO

START DATE

Sratrtari i

e St

END DATE (GRADUATION DATE}

Other Relevant £
Education

R L

AL

Syl

fun
IN:

If you need to report
additional Education,
pholocopy this page as
needed and submit as
instructed.

[,

NUMBER STREET

FRTR

i

YELEPHONE ' R

COUNTRY CODE

START DATE

DID YOU COMPLETE YOUR
EDUCATION AT THIS SCHOOL?

s sy s s by - =

[—

COUNTRY CODE

START DATE

DID YOU COMPLETE YOUR
EDUGATION AT THIS SCHOOE?

L 3079 _|
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Other Training
Supplemental Form ]

* REQUIRED RESPONSE {IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

A ot

Training

SCHOOL CODE (EG.,
AFFILIATED MEDICAL
S¢HOOL)

List all postgraduate
training programs you :
attended. Use one [ EESSUUS NN NN LA § S EE
ssction per institution. INSTITUTION { HOSPITAL NAME (USE BOTH LINES IF REQUIRED)

S ——

If you need to report
additional Training,
photocopy this page as
needed and submit as
instructed.

SUITEBUILDING

STATE ZIPIPOSTAL CODE

Code lists are found on
pages 36-43. Enter the
associated 3-digit code L
in the space provided. COUNTRY CODE

DID YOU COMPLETE THIS TRAINING PROGRAM AT THIS
INSTITUTION?

T
n

(IF NOT, PLEASE USE THE SPACE BELOW TO EXPLAIN.)

i Mm‘ INTERNSHIP/
Listeach | pesipency
department |t....2

separately, if
applicable.

: R
ireLiowsHp £
£ i

List
Internship/
Residency,
Fellowship
and Other
programs
separately.

{ INTERNSHIF!
: RESIDENCY

sanmanen

i

: | OTHER

* INTERNSHIP!
: RESIDENCY

END DATE

NAME OF DIRECTOR

| 3096 _

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 21



Additional Specialty

Additional
Specialty

Code lists are found on
pages 36-43. Enter the
associated 3-digit code
in the space provided.

Supplemental Form

* REQUIRED RESPONSE (iF THIS PAGE IS USE

INITIAL
CERTIFICATION
DATE

SPECIALTY
CODE H

RECERTIFICATION
DATE
{IF APPLICABLE]}

BOARD
CERTIFIED? |

EXPIRATION DATE

CERTIFYINGI 7}
BOARD {IF APPLICABLE)

CODE

NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

DO YOU WISH TO
BE LISTED IN HMO
THE DIRECTORY

UNDER THIS

SPECIALTY?

FOS

“11HAVE TAKEN
XAM, RESULTS
ENDING FOR

IF NOT
BOARD
CERTIFIED
(SELECT
ONE}

v

CERTIFYING EI(;;\RD CODE

1F YOU INDECATED THAT YQU DIP NOT INTEND TO TAKE A CERTIFYING BOARD EXAM, PEEASE USE THE

1DD NOT INTEND TO TAKE
: A CERTIFYING BOARD EXAM

FOLLOWING SPACE TO EXPLAIN, OTHERWISE LEAVE THE SPACE BLANK.

|

w,m§

Additional
Specialty

Code lists are found on
pages 36-43. Enter the
associated 3-digil code
in the space provided.

I you need to report
additionat Specialties,
photocopy this page as
needed and submit as
instructed.

L

ety g
H : INITRAL
rS:Po%‘gALTY : CERTIFICATION
DATE
BOARD i RECERTIFICATION
GERTIFIED? (NO DATE |}

(IF APPLICABLE) . _....:

EXPIRATION DATE

CERTIFYING® :
BOARD \IF APPLICABLE) :
i

DO YOU WISH TO

BE LISTED IN HMO
THE DIRECTORY
UNDER THIS
SPECIALTY?
PPO
POS

1

IF YOU INDICATED THAT YOU BID NOT INTEND TO TAKE A CERTIFYING BOARD EXAM, PLEASE USE THE
FOLLOWING SPACE TO EXPLAIN, OTHERWISE LEAVE THE SPACE BLANK.

3097

* REQUIRED RESPONSE {IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

CODE

IF NOT £ 1 HAVE TAKEN | 1INTEND TO SIT FOR AN | DO NOT INTEND TO TAKE
BORRD | EXAM, RESUILTS i | EXAaMoN . A CERTIFYING BOARD EXAM
GERTIFIED PENDING FOR ; -
(SELECT )

ONE}
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Partners/Associates
Supplemental Form ]

# REQUIRED RESPONSE {JF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROGESSING DELAYS AND REQUIRE FOLLOW-UP.

x 0
Partner/
Associates
Use this page to
report additional
partners/associates at

thec{:esi?nat?d PRACTICE ADDRESS
practice location.

SPECIFY PRACTIGE LOCATION  INDICATE THE PRACTICE LOCATION TO WHICH YOU ARE ASSOCIATING THESE PROVIDERS.

PRACTICE NAME

PRIMARY PRACTICE

s

!

IMPORTANT i
In the box provided,
indicate to which
practice location this
page belongs.

i H
PECIALTY CODE  COVERING

-, COLLEAGUE
[¥Ny?

g pessson:

Check “Covering
Colleague?” if hefshe
provides coverage for

you at THIS location. COVERING

COLLEAGUE
EYIN)?

:

FIRST NAME

Code lists are found
on pages 36-43. Enter
the associated 3-digit

PROVIDER TYPE {COPE PG 38)

code in the space B 3 : gromry
provided. % i : i

I~ I : fnessd
If you need to report ASTNAME SPECIALTY GODE  COVERING
additional CTETETETY Y S B S+ S
pariners/associates, : 5 : & { %
phatocopy this page FIRST NAME PROVIDER TYPE (CODE PG 36)

as needed and submit
as instructed.

E

SPECIALTY CODE  COVERING
o COLLEAGUE
{YINR?

et
COVERING

COLLEAGUE
(Y/Ny2

COVERING
COLLEAGUE
(VINy?

SPECIALTY GOLE

ECIALTY CODE  COVERING
goency o menrs COLLEAGUE
: PNy

LAST NAME

FIRST NAME

COVERING
COLLEAGUE
iz

LAST NAME SPECIALTY CODE

PROVIDER TYPE {CODE PG 38)

FIRST NAME

L 3098 _

* REQUIRED RESPONSE {IF THIS PAGE IS USED). NG RESPONSE MAY CAUSE FROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 23




Covering Colleagues
[ Supplemental Form ]

FOLLOW-UP.

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CALUSE PROCESSING DELAYS AND REQUI

Cove SPECIEY PRAGTICE LOCATION  INDICATE THE PRACTICE LOCATION TO WHICH YOU ARE ASSOCIATING THESE PROVIDERS.
Colleagues
: PRACTICE NAME

g o > LOCATION # - PRIMARY PRACTICE

coverage and hisfer i

specialty, including if PRACTICE ADDRESS

hefshe is a partrer in

one or moere of your T i

practice locations. C H

IMPORTANT LASTNAME ,

In the box provided, o % 3 H

indicate to which S Fwane & 3

practice location this FIRST NAME

page belongs. [ e F

e i T

Codelistsare foundon |3+ & & = EE . :
) pages 36-43. Enter the LAST NAME SPECIALTY CODE
associated 3-digit code | : g ; T
| in the space provided. 2 ; (A
i i : PR
| FLp— 5 H SRR £ WOOUOUE £ T |

If you need to report FIRST NAME PROVIDER TYPE {CODE PG 16}

additional Govering
Colieagues, photacopy
this page as needed
and submit as
instructed.

"

o
Jutatriation)
iy

&

SPECIALTY CODE

PROVIDER TYPE (CODE PG 35)

FSNS £

SPECIALTY CODE

H
H
i
£

H i
Barmmend o

PROVIDER TYPEECODE PG 36)

it
E

LAST NAME SPECIALTY COD

FIRST NAME PROVIDER TYPE [CODE PG 36)

LAST NAME ' o SPECIALTY CODE

5

FIRST NAME

Longununs

J—— 2
SPECIALTY CODE

LAST NAME

FIRST NAME ML PROVIDER TYPE {CODE PG 36

L 3099 : .

#* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 24




Additional

Practice Location Information
[ Supplemental Form ]

* REQUIRED RESPONSE (tFF THIS PAGE iS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Practice
Location

IMPORTANT

In the box provided,
indicate to which
practice location this
page belengs.

For example, if you
practice at three
locations, the primary
location is reported in
the main application
and remaining
locations would be
reported on
Supplemental Forms
as Location 2 and
Location 3.

TIP Your Individual Tax
B is assumed to be
your Primaiy Tax ID
unless you specify
otherwise to the right.

» LOCATION*# =

CURRENTLY
PRACTICING AT
THIS ADDRESS?

IF NO, WHAT IS
YOQUR EXPECTED
START DATE?

PHYSICIAN GROUP

i
H
- H

NUMEER* STREET*

SUITE/BUILDING

e
b futhpi

prerereraresy

3
i
3
i
3
nn

iy

SEND GENERAL
CORRESPON-
DENCE HERE?*

TELEPHONE*

OFFICE E-MAIL ADDRESS

T

! use GROU
| TAX1D
Fawrsnsat

FRIMARY : USE INDIVIDUAL
TAXID AX ID
b (ONE ONLY)*

e

Sonter

GROUP TAX ID

INDIVIDUAL TAX ID

Office Manager
or Business
Office Contact

List each contact
separately. You may
use the check boxes
below for convenience.
Do not write
instructions like “see
above”, These
responses will be
rejected and will
require follow-up.

e

E-MAIL ADDRESS

Billing Contact

CHECK HERE TO
USE OFFICE
MANAGERAND

OFFICEADDRESS
AS BILLING
INFORMATION

NOTE:

Even if you checked
the boxes above,
please provide the
e-mail address of the
Bitling Contact, if
available.

LAST NAME*

P ————

NUMBER*

s, onai

Lirreneed awmitand s

TELEPHONE*

-MAEL ADDRESS

L_ 3100 J

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 25



Practice Location Information
I— Supplemental Form =]

#* REQUIRED RESPONSE {IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Add’l Practice

* i

Location cont) LOCATION* # .
Payment and ELECTRONIC

. BILLING
Remitfance CAPABILITIES?*
YOUR "CHEGK PAYABLE TO" "
INFORMATION SHOULD BE | | ;
CONSISTENT WITH YOUR .
w-g. CHECK PAYABLE TO*
CHECKHERETC I .
USE OFEICE i .
MANAGER AND i LAST NAME_.
QFFICE ADDRESS :
AS EILLUNG
INFORMATION

[eErty

éUITE.’BUILDING

2}
F
E

NOTE:

PATAIT]

sresasssasisy

Even if you checked ZIP CODE*
the boxes above,
please provide the
E-mail Address,
Department Name,
Electronic Billing and
Check Payable To, if

applicable. E-MAIL ADDRESS

e T

i

[ [—

Office Hours {USE HHMM FORMAT AND ROUND TO THE NEAREST HALF-HOUR)

MONDAY FRIDAY

TUESDAY SATURDAY

WEDNESDAY SUNDAY

NOTE:

Agter hours back office
telephone wilt be used
ontly by the health plan
and will not be
published under any
circumstances.

THURSDAY

" VOIGE MAIL WITH
INSTRUGTIONS TO CALL
| ANSWERING SERVICE

VOICE MAIL
WITH OTHER
INSTRUGTEONS

Open Practice
Status

ACCEPT NEW PATIENTS INTO THIS PRACTICE? ACCEPT ALL NEW PATIENTS?*

ACCEPT EXISTING PATIENTS WITH CHANGE OF PAYOR?* ACCEPT NEW MEDICARE PATIENTS?"

ACCEPT NEW PATIENTS WATH PHYEICIAN REFERRAL?* ACCEPT NEW MEDICAID PATIENTS?*

IF ANY OF THE
ABCVE VARIES BY
PLAN, EXPLAIN

ARE THERE ANY GENDER LIMITATIONS AGE LIMITATIONS
PRAGTICE LIMITATIONS?* IF YES gy " e

YES

LIST OTHER LIMITATIONS

o,

L

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REGUIRE FOLLOW-UP. Page 26
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* REQUIRED RESPONSE (I THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AN REQUIRE FOLLOW-UP.

Practice Location Information
Supplemental Form

Additional
Practice

Location
{Continued)

IMPORTANT

In the box provided,
indicate & which
practice kacation this
page belongs.

Mid-Level
Practitioners

L

»~ LOCATION* #

i
H

DO MID-LEVEL PRACTITIONERS {NURSE PRACTITIONERS, PHYSICIAN
ASSISTANTS, ETC.} CARE FOR PATIENTS IN YOUR PRACTICET*

2
[+

-
e

i

{IF YES, PLEASE PROVIDE THE INFORMATION BELOW)

g

PRACTlTlOi\lER FIRST NAME

. P—
H 3

; g
Losorol bosseend

PRACTITIONER STATE

PRACTITIONER LICENSE / CERTIFICATE NUMBER

ki

BRACTITIONER TYPE {E.G.. PA,
GNP, NF)

3

i

‘. SR - SV 9

PRACTITIONER LICENSE / CERTIFICATE NUMBER

s

CNP, NP}

3

PRACTITIONER STATE

PRACTITIONER TYPE (E.G., PA,
CNP, NP}

gt gy

et

ot St &

PRACTITIONER LICENSE / CERTIFICATE NUMBER

S

PRAGTITIONER TYPE (E.G., PA,
GNP, NP}

RACTITIONER LAST NAME

e "

ey

NAME

PRACTITIONER LICENSE / CERTIFICATE NUMBER

3102

%* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

PRACTITIONER TYPE (E.G., PA,
CNP, NP)

.
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# REQUIRED RESPONSE (IF THIS PAGE IS5 USED). NO RESPOMNSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Practice Location Information
Supplemental Form

Additional

Practice
Location

{Centinued}

IMPORTANT ——

In the box provided,
indicate to which
practice location this
page belongs.

» LOCATION* #

LANGUAGES

NON-ENGLISH LANGUAGES
SPCOKEN BY OFFICE PERSONNEL

INTERPRETERS
AVAILABLE?

]

LANGUAGE CODE

LANGUAGE CODE

- - ]
LANGUAGE CODE

LANGUAGES
INTERFRETED

oy eregs H
AccessibilitieS | ,ops 1ius oFrice MEET ADA ACCESSIBILITY REGUIREMENTS 7" BS | N0
E— —
DOES THIS SITE OFFER HANDICAPPED DOES THIS SITE OFFER OTHER Lo MO ACCESSIBLE BY
ACCESS FOR THE FOLLOWING SERVICES FOR THE DISABLED?* i PUBLIC TRANSPORTATION?*
BUILDING?* TEXT TELEPHONY {TTY)" ‘NO BUS”
PARKING?* AMERICAN SIGN LANGUAGE* SUBWAY*
. MENTALIPHYSICAL IMPAIRMENT REGIONAL TRAIN®
RESTROOM®" £ SERVICES® :
: ; ! i :
i : e [ I— et H LS S—
OTHER HANDICAPPED ACCESS OTHER DISABILITY SERVICES OTHER TRANSPORTATION ACCESS
Services Does this location provide any of the following services?

pom

IF YES, PROVIDE ACCREDITING/

T
LABORATORY ino  CERTIFYING PROGRAM
SERVI I {E.G., CLIA, COLA, MLE)
RADIOLOGY WENO \F YES, PROVIDE X-RAY
SERVICES? i GERTIFIGATION TYPE
E - o ROUTINE OFFICE
EKGS? ino  ALLERGY T S ALLERGY SKIN
H INJECTIONST S TESTING? GYNECOLOGY
= (PELVICIPAP)?
AGE
DRAWING TYMPANOMETR
FLEXIBLE i
BLOOD? APPROPRIATE : ¥ AUDIOMETRY
IMMUNIZATIONS? SIGMOIDOSCOPY? i SGREENING?
ASTHBA OSTEOPATHIC IV HYDRATION/ CARDIAC
TREATMENT? MANIPULATION? TREATMENT? STRESS TESTY
il PHYSICAL GARE OF MINOR
THERAPY?
TESTING? LACERATIONS?
1S ANESTHESIA IF YES, WHAT
ADMINISTERED IN | CLASSICATEGQRY
YOUR OFFICE? DO YOU USE?

IF YES, WHO H
ADMINISTERS IT? ©

LAST NAME

FIRST NAME

TYPE OF PRACTICE
{SELECT ONE ONLY)*

SOLO PRACTICE SINGLE SPECIALTY GROUP MULTI-SPECIALTY GROUP

—

% REQUIRED RESPONSE [IF THIS PAGE 1S USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

ADDITIONAL OFFICE PROCEDURES PROVIDED {INCLUDING SURGICAL PROGEDURES)

3103
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Additicnal

Practice Location Information

Practice

Location
{Continued)

IMPORTANT

In the box provided,
indicate to which
practice location this
page belongs.

If you have additional
partners/associates at
THIS location, use the
Pariner/Associate
Supplemental Form on
page 23. Pholocopy as
necessary. Be certain
to indicate the Practice
Locatton Number at the
top of the page.

Code lists are found on
pages 36-43. Enter the
associaled 3-digit code
in the space provided.

Supplemental Form

* REQUIRED RESPCNSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING PELAYS AND REQUIRE FOLLOW-UP.

SHEERES

COVERING
COLLEAGUE
{YIN)?

i i

PROVIDER TYPE {CODE PG 36)

ottty

e -5

LAST NAME

oo,

FIRST NAME

COVERING
COLLEAGUE
(YiNg?

}

S

et

LAST NAME

i
l
H
3

FIRST NAM

e

IALTY CODE  COVERING
~g=eny  COLLEAGUE
E i vmp

PROVIDER TYPE {CODE PG 3§}

LAST NAME

Scsancraian

iy

FIRST NAME

SPECIALTY CODE

COVERING
COLLEAGUE
vy

Covering
Colleagues

Code #sts are found on
pages 36-43. Enter the
associated 3-digit code
in the space provided.

If you have additional
covering colleagues
that are not partners at
THIS location, use the
Cavering Colleagues
Supplemental Form on
page 24. Photocopy as
necessary. Be certain
to indicate the Practice
Location Number at the
top of the page.

LIST ALL COVERING COLLEAGUES THAT ARE NOT FA

PROVIDER TYPE (CODE PG 38)

phtrcheith

Sesasamsnd

3

LAST NAME

SPECIALTY CODE

LAST NAME

FIRST NAME

L

3104

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

SPECIALTY CODE

PROVIDER TYPE [CODE PG 38)

|
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Hospital Privileges (Current)
Supplemental Form

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROGESSING DELAYS AND REQUIRE FOLLGW-UP

Hospital
Privileges

Use this form to
continue listing
hospitals where you
currently have
privileges.

If you need to report
additional space for
Hospital Priviteges,
photacopy this page as
needed and submit as
instructed,

TIP Be certain your
admission percentages
add up to 100% for
current hospitals,
Otherwise, you will
have to cormect this
erTor.

OTHER HOSPITAL

s R

S

i
"

FULL, UNRESTRICTE|
PRIVILEGES?

ARE PRIVILEGES
| TEMPORARY?

i

OF YOUR TOTAL ANNUAL
ADMISSIONS, WHAT PERCENTAGE
IS TO THIS HOSPITAL?

i b

e Sredoneind o

FITNE S
ABMITTING PRIVILEGE STATUS (E.G. NONE, F

PLEASE EXPLAIN
TERMINATED AFFILIATION

L

THIS SPACE HAS BEEN PURPOSELY LEFT BLANK

3105
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Other
Professional
Liability
Insurance
Carrier

List secondary /
secand layer { future or
previous carrier(s).

For second layer
coverage list name of
hospital/organization
providing coverage

Professional Liability Insurance Carrier

* REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP,

Supplemental Form

pleperet

i
H

CARRIER OR SELF-INSURED

H

NAME

I;JUMBER'

covnanea,

s

CIFY*

DO YOU HAVE UNLIMITED COVERAGE

WITH THIS INSURANGE CARRI

FOLICY INCLUDES TAIL COVERAGE?

i
H

H

;E

PQLICY NUMBER*

Sperersed
piecieeisd

IER?

Semmemind Sempasmend b o

AMOUNT OF COVERAGE PER OCCURRENCE

SELF4NSURED?

" STATE*

TYPE OF H
COVERAGE?*

- INDMVIDUAL

i
H

i k3
3% k3

AMOQUNT OF COVERAGE AGG

ZIP CODE*

el S

REGATE

Other
Professional
Liability
Insurance
Carrier

List secondary /
second layer / future or
previous carier(s).

For second [ayer
coverage list name of
hospitalforganization
providing coverage

If you need additional
space for insurance
Coverage, phetocopy
this page as needed
and submit as
instrucled,

Eper

S

CARRIER OR SELF-INSURED

NAME

ORIGINAL EFFECTIVE DATE*

DO YOU HAVE UNLIMITED COVERAGE

WITH THIS INSURANCE CARRIER?

POLICY INCLUDES TAIL COVERAGE?

£

EFFECTIVE DATE* EXPIRATION DATE

IYES | [ NO

POLICY NUMBER*

3106

% REQUIRED RESPONSE. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

AMOUNT OF COVERAGE PER OGCURRENCE

STATE!

TYPE OF
COVERAGE™

SELFINSURED?

S
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Work History
Supplemental Form

% REQUIRED RESPONSE {IF THIS PAGE 1S USED), NO RESPONSE MAY CAUSE PRGCESSING DELAYS AND REQUIRE FOLLOW-UP.

Work History

Use this form to
continue listing work
history.

if you need additional
space for Work History,
photocopy this page as
needed and submit as
instructed.

WORK HISTORY

E : st s 1

H

PRACTICE I EMPLOYER NAME

skt

SUITE/BUILDING

NUMBER

S -

CITY

ZIPIPOSTAL CODE

i ited Fasttial

TELEPHONE

BE 19
Soerwnartiod E
COUNTRY COCE START DATE END DATE
REASON FOR DEPARTURE (IF APPLICAELE}
S B : i E &
% ; :

S

Ronerad Strrersed e

OYER NAME

T

PRACTICE / EMPL

NUMBER

COUNTRY CODE START DATE

BLE)

REASON FOR DEPARTURE {IF APPLICA
e g e gy

Frrrre

EA—

3107

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 32



Professional Training / Work History Gaps
[ Supplemental Form ]

% REQUIRED RESPONSE (F THIS PAGE IS USED}. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.

Professional
Training / e § Y
Work History - \ o : e peeies ey ey ot :
Gaps : i f

GAP START DATE GAP END DATE

Please explain any
time pertods or gaps in
training or work history
that have ogourred
since graduation from
professional schoal
and are longer than
three month in duration
or of a shorter duration
' if required by the
prganization for which
you are being
credentialed,

anrrraenier]

H

GAP START DATE

Renerorase

LI

sbssend et

§
o |

GAP START DATE GAP END DATE

GAP START DATE GAP END DATE

H
H
i

i

e Snawired

| 3108 _

* REQUIRED RESPONSE (IF THIS PAGE IS USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP. Page 33



Disclosure Questions

[ Supplemental Form

Disclosure
Questions

Use this form to report
any "Yes" response to
one or more of the
Disclosure Questions
in Section 8. Your
response should not
exceed the spaces
provided,

Record the question
number in the first
columnn, then your
explanation in the
second column,

If you need additional
space to explain a Yes
response, photocopy
this page as needed
and submit as
instructed.

#* REQUIRED RESPONSE {IF THIS PAGE IS USED}. NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP

]

QUESTION #

et

i
2

cnes Sursmrat

QUESTION # EXPLANATION

F3 s

e

QUESTION # EXPEANATION

[r—
Jrrse——

l_ 3109

* REQUIRED RESPONSE (IF THIS PAGE 1S USED). NO RESPONSE MAY CAUSE PROCESSING DELAYS AND REQUIRE FOLLOW-UP.
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Malpractice Claims Explanation
Supplemental Form

Claims
Explanation

Use this form to repost
any “Yes” response to
Disclosure Question
#19.

If you need additional
space to explain a Yes
response, photocopy
this page as needed
and submit as
instructed.

BATE CLAIM
WAS FILED"

DATE OF
OCCURRENCE*

STATUS OF CLAIM® {NOTE: IF CASE 15 PENDING, SELECT OPEN)

IF SETTLED, ENTER DATE

CLOSED CLAIM WAS SETTLED

=]

)

m

2
pr—

-1

ROFESSIONAL LIABILITY CARRIER INVOLVED* (USE BOTH LINES IF NECESSARY}

eI

e

g 2
NUMBER* SUITE/BUILDING

suamany

TELEPHONE FOLICY NUMBER

Ty
H

i v i i B
i i 01 2 i  METHODOF P P ;
; zz is 1 i RESOLUTION? H DISMISSED : : SETTLED : MEDIATION : ARBITRATION
e Bt % E JA—— Eorort bsosnad
AMOUNT OF AWARD OR SETTLEMENT* prian, oo
: JUDGMENT FOR ! UDGHMENT FOR
i 'DEFENDANT{S) |
Sassmncnd S

DESCRIPTION OF ALLEGATIONS* {USE ALL FOUR LINES BELOW, IF NECESSARY)

J— — -

PR
AR

e

fapnonrd

i

45

Saasenma

NUMBER OF OTHER
CO-DEFENDANTS (IF ANY}

WERE YOU THE PRIMARY
DEFENDANT OR CO-DEFENDANT?*

| PRIMARY
{DEFENDANT

ertht i

DESCRIPTION OF ALLEGED INJURY

TO THE PATIENT {USE ALL FOUR LINES BELOW, IF NEGESSARY)

i
H i
i

DID THE ALLEGED INJURY
RESULT IN DEATH?

TO THE BEST OF YOUR KNOWLEDGE, IS THE CASE INCLUDED
IN THE NATIONAL PRACTITIONER DATA BANK (NPDB)?"

._«ku..ua!‘é
ki
4

3110
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Code Lists

001 Medical Doctor (MD)

002 Doctor of Dental Surgery (DDS)
003 Doctor of Dental Medicine {DMD)
004 Doctor of Podiatric Medicine (DPM)
005 Doctor of Chiropractic {DC)

007  Osteopathic Doctor (DOY

020 Acupuncturist 030 Licensed Practical Nurse 041 Optometrist

02t Alcohol/Drug Counselor 031 Marriage/Family Therapist 042 Pharmacist

022 Audiologist 032 Massage Therapist 043 Physical Therapist

023 Biofeedback Technician 033 Naturopath 044 Physician Assistant

024 Certified Registered Nurse 034 Neuropsychologist 045 Professienal Counselor
Anesthetist 035 Midwife 046 Registered Nurse

025 Christian Science Practitioner 036 Nurse Midwife 047 Registered Nurse First Assistant

026 Clinical Nurse Speciaist 037 Nurse Practitioner 048 Respiratory Therapist

027 Chnical Psychologist 038 Nutritionist 049 Speech Pathologist

028 Clinical Social Worker 039 Occupational Therapist

029 Dietician 040 Optician

001 Aclive 008 Pending 015 Temporary

002 Canceled 009 Probkaticn 016 Terminated

. 003 Denied 010 Provisional 017 Time Limited
004 Expired 011 Restricted 018 Unrestricted
005 [nactive 012 Revoked 019 QCther
006 Lapsed 013 Suspended
007 Limited 014 Surrendered

004 Afghanistan 174 Comoros 334 Heard Island and McDonald 498 Moldova
008 Albania 178 Congo Islands 492 Monaco
012 Algeria 180 Congo, Democratic Republic of the 340 Honduras 496 Mongalia
016 American Samoa 184 Cook Islands 344 Hong Kong 500 Montserrat
020 Andorra 188 Costa Rica 348 Hungary 504 Morocce
024 Angola 384 Cote d'ivoire 352 [celand 508 Mozambique
860 Anquilla 191 Croatia 356 [India 104 Myanmar
010 Antarctica 192 Cuba 360 [ndonesia 516 Namibia
028 Antigua and Barbuda 186 Cyprus 364 lran 520 Nauru
032 Argentina 203 Czech Republic 368 hrag 524 Nepal
051 Armenia 208 Denmark 372 Irefang 528 Netherlands
533 Aruba 262 Dijibouti 376 [Israel 530 Netherdands Antitles
036 Australia 212 Dominica 380 Haly 540 New Caledonia
040 Austria 214 Dominican Republic 388 Jamaica 554 New Zealand
031 Azerbaijan 626 East Timor {provisicnal) 392 Japan 558 Nicaragua
044 Bahamas 218  Ecuador 400 Jordan 562 Niger
048 Bahrain 813 Egypt 398 Kazakhstan 566 Nigeria
050 Bangladesh 222 El Salvador 404 Kenya 570 Niue
052 Barbados 226 Equatorial Guinea 296 Kiribati 574 Norfokk Island
112 Belarus 232 Eritrea 408 Korea, North 580 Northern Mariana Islands
. 056 Belgium 233 Estonia 410 Korea, South 578 Norway
: 084 Belize 231 Ethiopia 414 Kuwait 512 Oman
: 204 Benin 238 Falkland Islands (Malvinas) 417  Kyrgyzstan 586 Pakistan
: 050 Bermuda 234 Faroe Islands 418 Laos 585 Palau
064 Bhutan 242 Fiji 428 Latvia £91 Panama
088 Bolivia 246  Finland 422 Lebanon 598 Papua New Guinea
070 Bosnia and Herzegovina 250 France 426 Lesotho 8600 Paraguay
072 Botswana 249 France, Metropolitan 430 Liberia 604 Peru
074 Bouvet island 254 French Guiana 434 Libya 608 Philippines
076 Brazil 258 French Polynesia 438 Liechtenstein 612 Pitcaim
086 British Indian Ocean Territory 260 French Southem Territories 440  Lithuania 616 Poland
096 Brunei Darussalam 266 Gabon 442 Luxembourg 620 Portugal
100 Bulgaria 270 Gambia 446 Macau 630 Puerto Rico
854 Burkina Faso 268 Georgia 807 Macedonia 634 Qatar
108 Burund: 276 Germany 450 Madagascar 638 Réunion
I 116 Cambodia 288 Ghana 454  Malawi 6842 Romania
| 120 Cameroon 292 Gibraltar 458 Malaysia 643 Russian Federation
124 Canada 300 Greece 462 Maldives 646 Rwanda
| 132 Cape Verde 304 Greenland 466 Mali 654 Saint Helena
‘ 136 Cayman Islands 308 Grenada 470 Malta 658 Saint Kitts and Nevis
i 140 Central African Republic 312 Guadaloupe 584 Marshali Islands 662 Saintlucia
| 148 Chad 316 Guam 474 Martinique 666 Saint Pierre and Miquelon
| 162  Chile 320 Guatemala 478 Mauritania 670 Saint Vincent and the
§ 168 China 324 480 Mauritius Grenadines
i 162 Christmas Island 624 Guinea-Bissau 175 Mayotte
; " 166 Coces (Keeling) Islands 328 Guyana 484 Mexico
170 Colombia 332 Haiti 583 Micronesia
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382 Samoa Sandwich |slands 772 Tokelau 548 Vanuatu

674 San Marino 724 $Spain 776 Tonga 336 Vatican City State (Holy See)
678 Sao Tomé and Principe 144  Sri Lanka 780 Trinidad and Tobago 862 Venezuela

682 Saudi Arabia 736 Sudan 788 Tunisia 704  Viet Nam

683 Scotiand 740 Suriname 792 Turkey795 Turkmenistan 092 Virgin Islands, British

686 Senegal 744 Svalbard and Jan Mayen 796 Turks and Caicos Islands 850 Virgin Islands, U.S.

690 Seychelies 748 Swaziland 798 Tuvalu 876 Wallis and Fortuna tslands
694 Sierra Leone 752 Sweden 800 Uganda 732 Western Sahara (provisional)
702 Singapore 756 Switzerland 804 Ukraine 887 Yemen

703 Slavakia 760 Syria 784 United Arab Emirates 881 Yugoslavia

705 Slovenia 158 Taiwan 826 United Kingdom 894 Zambia

090 Solomon Islands 762 Tajikistan 840 United States 716 Zimbabwe

706 Somalia 834 Tanzania 581 WU.5. Minor Outlying Islands

710 South Africa 764 Thailand 858 Uruguay

232 South Georgia and the Scuth 768 Togo 860 WUzbekistan

001 Abkhazian 061 Kinyarwanda 121 Tonga
002 Afan {Oromo) 062 Kirghiz 22 Tsonga
003 Afar 063 Kurundi 123 Turkish
004  Afrikaans 064 Korean 124 Turkmen
005 Albanian 065 Kurdish 125 Twi
006 Ambharic 066 Laothian 126 Uigur
007 Arabic 067 Latin 127 Ukrainian
008 Armenian 068 Latvian;Lettish 128 Urdu
009 Assamese 069 Lingala : 129 Uzbek
010 Zerbaijani 070 Lithuanian 130 Vietnamese
011 Bashkir 071 Macedonian 131 Volapuk
012 Basque 072 Malagasy 132 Welsh
013 Bengali;Bangla 073 Malay 133 Wolof
014 Bhutani 074 Malayalam 134 Xhosa
016 Bihari 075 Maltese 135 Yiddish
016 Bislama 076 Maori 136 Yoruba
017 Breton 077 Marathi 10 Zerbaijani
018 Bulgarian 078 Moldavian 137 Zhuang
019 Burmese 079 Mongolian 138 Zulu
020 Byelorussian 080 Nauru
021 Cambedian 081 Nepali
022 Catalan 082 Norwegian
023 Chinese 083 Qccitan
024 Corsican 084 Oriya
025 Croatian 085 Pashto;Pushto
026 Czech 086 Persian (Farsi)
027 Danish 087 Polish
028 Dutch 088 Porluguese
140 English 089 Punjabi
030 Esperonta 089 Quechua
031 Estonian 097 Rhaeto-Romance
032 Faroese 092 Romanian
033 Fii 093 Russian
034 Finnish 084 Samoan
035 French 095 Sangho
036 Frisian 096 Sanskrit
037 Galican . 097 Scot Gaelic
038 Georgian 098 Serbian
039 German 099 Serbe-Croatian
040 Greek 100 Sesotho
041 Greenlandic 101 Setswana
042 Guarani 102 Shona
043 Gujarati 103 8indhi
044 Hausa 104 Singhalese

I 045 Hebrew 105 Siswali

! 046 Hindi 106 Slovak

' 047 Hungarian 107 Slovenian
048  [celandgic 108 Somali
049 Indonesian 109 Spanish
050 Interlingua 1i0 Sundanese -
051 Interlingue 111 Swahili
052  Inukiitut 112 Swedish

: 053 Inupiak 113 Tagalog

: 054 Irish 114 Tajik

: 055 ltalian 115 Tami
056 Japanese 116 Tatar
057 Javanese 117 Telugu
058 Kannada 118 Thai
059 Kashmiri 119 Tibetan
060 Kazakh 120 Tigrinya
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Alabama

300 University of Atabama School of Dentistry

001 University of Alabama School of Medicine

002 University of South Alabama College of Medicine

Arkansas
003 University of Arkansas College of Medicine

Arizona
500 Arizona College of Qstecpathic Medicine
004 University of Arizona College of Medicine

California

801 California College of Podiatric Medicine

400 Cleveland Chiropractic College of Los Angele

005 Keck School of Medicine

401 Life Chiropractic College West’

301 Loma Linda University School of Dentistry

006 Loma Linda University Scheoeol of Medicine

402 Los Angeles College of Chiropractic

403 Palmer College of Chiropractic West

404 Quantum University/SCCC

007 Stanford University School of Medicine

501 Touro Uhiversity College of Osteopathic Medicine

008 UCLA School of Medicine

008 University of California

010 University of California, Irvine, College of Medicine

302 University of Cafifomia, Los Angeles School of Dentistry

011  University of Catifornia, San Diego, School of Medicine

303 University of California, San Francisco, School of Dentistry

012 University of California, San Francisco, School of Medicine

304 University of Southern Califomia School of Dentistry

305 University of the Pacific School of Dentistry

502 Western University of Health Sciences, College of Osteopathic Medicine
of the Pacific

Colorado ‘ -
306 University of Colorade School of Dentistry
013 University of Colorado School of Medicine

Connecticut

405 University of Bridgeport College of Chiropractic

307 University of Connecticut Schooal of Dental Medicine
014 University of Connecticut School of Medicine

05 Yale University School of Medicine

District of Columbia

016 George Washington University

017 Georgetown University School of Medicine
308 Howard University Gollege of Dentistry
018 Howard University College of Medicine

Florida

800 Barry University School of Graduate Medical Sciences

309 MNova Southeastern University College of Dentistry

503 Nova Southeastern University College of Osteopathic Medicine
310 University of Florida College of Dentistry

018 University of Florida College of Medicine

020 University of Miami Scheol of Medicine

021 University of South Florida College of Medicine

Georgia

022 Emory University School of Medicine

406 Life Chiropractic College

311 Medical Cofiege of Georgia Schoot of Dentistry
023 Medical College of Georgia School of Medicing
024 Mercer University School of Medicine

025 Morehouse School of Medicine

Hawaii
026 Johnt A. Bums Schoel of Medicine

lowa

802 College of Podiatric Medicine and Surgery Des Moines University

504 Des Moines University, Csteopathic Medical Center, College of
Ostecpathic Medicine and Surgery

407 Palmer College of Chiropractic

312 University of lowa College of Dentistry

027 WUniversity of lowa College of Medicine

lilinois

028 Chicago Medical School, Finch University of Health Sciences
029 Loyola University Chicago, Stritch School of Medicine

505 Midwestern University, Chicage College of Ostecpathic Medicine
408 National College of Chiropractic

313 Northwestern University Dental School

030 Northwestern Universily Medical School

031 Rush Medical College of Rush University

804 Scholl College of Podiatric Medicine at Finch University

314 Southem lllinois University School of Dental Medicine

032 Southem Hlinois University School of Medicine

033 University of Ghicago, The Pritzker School of Medicine

315 University of lllinois at Chicago College of Dentistry

034 University of lllinois Coege of Medicine

Indiana
316 Indiana University School of Dentisiry
035 Indiana University School of Medicine

Kansas
036 University of Kansas School of Medicine

Kentucky

506 Pikeville College, School of Osteopathic Medicine
317 University of Kentucky College of Dentistry

037 University of Kentucky College of Meadicine

318 University of Louisville School of Dentistry

038 University of Louisville School of Medicine

Louisiana

319 Louistana State University School of Dentistry

03¢ Louistana State University School of Medicine in New Orleans
040 Louisiana State University School of Medicine in Shreveport
041 Tulane University School of Medicine

Massachusetts

042 Boston University Schocl of Medicine

320 Boston University, Goldman Scheel of Dental Medicine
043 Harvard Medical School

321 Harvard Schook of Dental Medicine

322 Tufts University School of Dental Medicine

044 Tufts University School of Medicine o

045 University of Massachusetts Medical School

Maryland

046 Johns Hopkins University School of Medicine

047 Uniformed Services University of the Health Sciences

048 University of Marytand School of Medicine

323 University of Maryiand, Baltimore, College of Dental Surgery

Maine
507 University of New England, College of Osteopathic Medicine

Michigan

049 Michigan State University College of Human Medicine

508 Michigan State University, College of Osteopathic Medicine
324 University of Detroit Mercy School of Dentistry

050 University of Michigan Medical School

325 University of Michigan School of Dentistry

051 Wayne State Universily School of Medigine

Minnesota

052 Mayo Medical School

409 Northwestern College of Chiropractic

053 University of Minnesota, Duluth School of Medicine
054 University of Minnesota Medical School, Twin Cities
326 University of Minnesota School of Dentistry

Missouri -

410 Cleveland Chiropractic College of Kansas City

509 Kirksville College of Osteopathic Medicine

411 Logan Chiropractic College

055 Saint Louis University School of Medicine

510 University of Health Sciences, College of Osteopathic Medicine

056 University of Missouri, Columbia School of Medicine

327 University of Missouri Kansas City Schoal of Dentistry
057 University of Missouri Kansas City School of Medicine
058 Washington University in Si. Louis Schoo! of Medicine
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Mississippi
328 University of Mississippi Schoct of Dentistry
059  University of Mississippi School of Medicine

Nerth Carolina

080 Duke Wniversity School of Medicine

061 The Brody School of Medicine at East Carolina University
329 University of North Carolina at Chapel Hill School of Dentistry
062 Universily of North Carolina at Chapet Hill School of Medicine
063 Wake Forest University School of Medicine

North Dakota
064 University of North Dakota School of Medicine and Health Sciences

Nebraska

330 Creighton Universily School of Denfistry

065 Creighten University School of Medicine

066 University of Nebraska Ccllege of Medicine

331  University of Nebraska Medical Center, College of Dentistry

New Hampshire
067 Dartmouth Medical School

New Jersey

068 Robert Wood Johnson Medical School

069 University of Medicine and Dentistry of New Jersey (UMDNJ)
332 UMD, New Jersey Dental School

511 UMDRNJ, Schoot of Osteopathic Medicine

New Mexico
070 University of New Mexico Schoo! of Medicine

Nevada
071 University of Nevada School of Medicine

New York

072 Albany Medical College

073 Albert Einstein College of Medicine

074 Columbia University Cotlege of Physicians and Surgeons

333 Columbia University School of Dental and Cral Surgery

075 Joan & Sanford |. Weill Medicat College of Comell University

076 Mount Sinai School of Medicine of New York University

412 New York Chiropractic College

512 NY College of Ostecpathic Medicine of the NY Institute of Technology
077 New York Medical College

334 New York University Kriser Dental Center

078 New York University School of Medicine

335 State University of New York at Buffalo Schoal of Dental Medicine
082 State University of New York at Buffato School of Medicine

336 Siate University of New York at Stony Brook School of Dental Medicine
081 State University of New York at Stony Brook School of Medicine

079 State Universily of New York College of Medicine

080 State University of New York Upstate Medical University

083 University of Rochester School of Medicine and Dentistry

Ohio

337 Case Western Reserve University School of Dentistry
084 Case Western Reserve University School of Medicine
085 Medical College of Ohio

086 Northeastern Ohic Universities College of Medicine
803 Ohio College of Padiatric Medicine

338 Ohio State University College of Dentistry

087 Ohio State Universily College of Medicine and Pubfic Health
513 Ohio University Coflege of Osteopathic Medicine

088 University of Cincinnati College of Medicine

088 Wright State University Schaol of Medicine

Oklahoma

514 GCklahoma State University, College of Osteopathic Medicine
339 University of Oklahoma College of Dentistry

090 University of Oklahoma College of Medicine

Oregon
091 Oregon Health & Science University School of Medicine
340 Oregon Health Sciences University School of Dentistry

A4S AMlocdare Cdmbon Mlaicoe o, T [Py
470 VVBSENT OIS wiHOPIacus wonsgs

Pennsylvania
092 Jefferson Medical College of Thomas Jefferson University

515 Lake Erie College of Gsteopathic Medicine

0%3 MCP Hahnemann University School of Medicine
084 Pennsylvania State University College of Medicine
516 Philadelphia College of Ostecpathic Medicine

341 Temple University School of Dentistry

095 Temple University School of Medicine

805 Temple University School of Podiatric Medicine
342 University of Pennsylvania School of Dental Medicine
096 University of Pernsylvania School of Medicine
343 University of Pittsburgh Schoo! of Dental Medicine
097 University of Pittsburgh School of Medicine

Puerto Rico

098 Ponce School of Medicine

099 Universidad Central del Caribe School of Medicine
100 University of Puerto Rico School of Medicine

344  University of Puerto Rico School of Dentistry

Rhede Island
101 Brown Medical School

South Carolina

345 Medical University of South Carolina College of Dentaf Medicine
102 Medical University of South Carolina College of Medicine

414 Sherman College of Chiropractic

103 University of South Carolina Scheol of Medicine

South Dakota
104  University of South Dakota School of Medicine

Tennessee

105 East Tennessee State University

346 Meharry Medical College School of Dentistry
106 Meharry Medical College School of Medicine
347 University of Tennessee College of Dentistry
107 University of Tennessee College of Medicine
108 Vanderbill University School of Medicine

Texas

348 Baylor College of Dentistry

109 Bayler College of Medicine

415 Parker College of Chiropraclic

416 Texas Chiropractic College

110 Texas Tech University Health Sciences Center School of Medicine

111 The Texas A & M University System College of Medicine

517 UNT Health Sciences Center, Texas College of Osteopathic Medicine
349 University of Texas Health Science Cenler at Houston Dental School
350 University of Texas Health Science Center at San Antonio Dental School
112  University of Texas Medical Branch at Galveston

113  University of Texas Medical School at Houston

114  Universily of Texas Medical School at San Antonio

115 UT Scuthwestern Medical Center at Dallas Scuthwestern Medical School

Utah
116 University of ttah School of Medicine

Virginia

117 Eastem VA Medical School of the Medical College of Hampton Roads
118 University of Virginia School of Medicine Health System

351 Virginia Commonwealth University School of Dentistry

119 Virginia Commonweaith University School of Medicine

Vermont
120 University of Yermoent College of Medicine

Washington

352 University of Washington School of Dentfistry
121 University of Washington School of Medicine
Wisconsin

353 Marquette University Schoot of Dentistry
122 Medical College of Wisconsin

123 University of Wiscansin Medical School

West Virginia

124 Joan C. Edwards School of Medicine at Marshiali Uni
518 Weast Virginia School of Qsteopathic Medicine

354 West Virginia University Schoo! of Dentistry

125 West Virginia University School of Medicine
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Canada

355
126
357
127
356
128
129
130
131
132
133
134
358
135
359
136
137
360
138
381
139
362
140
363
141
364

24
246
291

249
235
258
126
363
367
263
292

444
266
264
443
268
545

427
348

395
446

391
272
447
237
448
282
396
225
479
301
449
236
248
255
294

253

257
267

275
285

Dalhousie University Faculty of Dentistry
Dalhousie University Faculty of Medicine
Laval University Faculty of Denfistry
Laval University Faculty of Medicine
McGill University Faculty of Dentistry
McGili University Faculty of Medicine
MchMaster University School of Medicine

Memoria! University of Newfoundland Faculty of Medicine

Queen's Universily Faculty of Health Sciences

Code Lists

The University of Westen Ontario Faculty of Medicine & Dentistry

Universite de Montreal Faculty of Medicine
Universite de Sherbrocke Faculty of Medicine
University of Alberia Faculty of Dentistry
University of Alberta Facully of Medicine
University of British Columbia Faculty of Dentistry
University of British Columbia Faculty of Medicine
University of Calgary Faculty of Medicine
University of Manitoba Faculty of Dentistry
University of Manitoba Faculty of Medicine
University of Montreal Faculty of Dentistry
University of Ottawa Faculty of Medicine
University of Saskatchewan College of Dentistry
University of Saskatchewan College of Medicine
University of Toronto Facully of Dentistry
University of Toronto Faculty of Medicine
University of Western Ontario Faculty of Dentistry

EAT o R e P S ST

Allergy & Immunoiogy

Allergy & Immunology, Allergy

Altergy & Immunclogy, Clinical &
Laboratory Immunology

Anesthesiology

Anesthesiology, Addiction Medicine
Anesthesiology, Critical Care Medicine
Anesthesiology, Pain Medicine

Clinical Pharmacolegy

Colon & Rectal Surgery

Dermatology

Dermatology, Clinical & Laboratory
Dermatological Immunology

Dermatology, Dermatological Surgery
Dermatology, Dermatopathology
Dermatclogy, MOHS-Micrographic Surgery
Dermatology, Pediatric Dermatology
Emergency Medicine

Emergency Medicine, Emergency Medical
Services

Emergency Medicine, Medical Toxicalogy
Emergency Medicine, Pediatric Emergency
Medicine

Emergency Medicine, Sports Medicine
Emergency Medicine, Undersea and Hyperbaric
Medicing

Facial Plastic Surgery

Family Practice

Family Practice, Addiction Medicine
Family Practice, Adolescent Medicine
Family Practice, Aduft Medicine

Family Practice, Geriatric Medicine

Family Practice, Sports Medicine

General Praclice

Hospitalist

Intemal Medicine

Intermnal Medicine, Addiction Medicine
Intenal Medicine, Adolescent Medicine
Internal Medicine, Allergy & Immunology
Internal Medicine, Cardiovascular Disease
Internal Medicine, Clinical & Laboratory
immunology

Intemnal Medicine, Clinical Cardiac
Elecirophysiology

Internal Medicine, Critical Care Medicine
Intemal Medicine, Endocrinology, Diabetes &
Metabolism

Intemnal Medicine, Gastroenterology
Internal Medicine, Geriatric Medicine

328
441
411

412

456

406
415

Internal Medicine, Hematology

Internal Medicine, Hematology & Oncology
Intemal Medicine, Hepatology

Internal Medicine, Infectious Disease

Internal Medicine, Interventional Cardiology
Internal Medicine, Magnelic Resonance Imaging
{MRI)

Internal Medicine, Medical Oncology

Internal Medicine, Nephrology

Internat Medicine, Pulmonary Disease

Internal Medicine, Rheumatology

Internat Medicine, Sports Medicine
Laboratories, Clinical Medical Laboratory

Legal Medicine

Medical Genetics, Clinical Biochemical Genetics
Medical Genetics, Clinical Cytogenetic

Medical Genetics, Clinical Genetics (M.D.)
Medical Genetics, Clinical Molecular Genetics
Medical Genetics, Molecular Genetic Pathology
Medical Genetics, Ph.D. Medical Genetics
Neonatal-Perinatal Medicine

Neopathology

Neurclogical Surgery

Neuromusculoskeletal Medicine & OMM
Neuromusculoskeletal Medicine, Sports Medicine
Nuclear Medicine

Nuclear Medicine, In Vivo & In Vitro Nuclear
Medicine

Nuciear Medicine, Nuclear Cardiology

Nuclear Medicine, Nuclear Imaging & Therapy
Obstetrics & Gynecology

Obstetrics & Gynecology, Critical Care Madicine
Obstetrics & Gynecology, Gynecologic Oncology
Obstetrics & Gynecology, Gynecology
Obstetrics & Gynecology, Matemal & Fetal
Medicine

Obstetrics & Gynecology, Obstetrics

Obstetrics & Gynecology, Reproductive
Endocrinology

Ophthalmology

Oral & Maxllofacial Surgery

Orthopaedic Surgery

Orthopaedic Surgery, Adult Reconstructive
Orthopaedic Surgery

Orthopaedic Surgery, Foot and Ankle
Orthopaedics

Orthopaedic Surgery, Hand Surgery
Orthopagdic Surgery, Orthopaedic Surgery of the
Spine

332
357
417

480
337
338
340

250

344

302

262
265
273
290
298
305
461

312
358
244
239
295
462

354
356

345

346
347

463

349

SR R

R RO
Orthopaedic Surgery, Orthopaedic Trauena
Orthopaedic Surgery, Sports Medicine
Orthopedic

Otolaryngotogy

Otolaryngology, Otolaryngic Allergy
Otolaryngology, Otclaryngology! Faciat Plastic
Surgery

Otolaryngology, Qtology & Neurotology
Otolaryngology, Pediatric Otolaryngology
Otolaryngology, Plastic Surgery within the Head
& Neck

Pain Medicine, Interventional Pain Medicine
Pain Medicine

Pathofogy. Anatomic Pathology -

Pathology, Anatomic Pathology & Clinical
Pathology

Pathology, Blood Banking & Transfusion
Medicing

Pathology, Chemicat Pathology

Pathology, Clinical
Pathology/Laboratory Medicine
Pathology, Cytopathelogy
Pathology, Dermatopathology
Pathology, Forensic Pathology
Pathology, Hematology
Pathology, Immunopathology
Pathology, Medical Microbiology
Pathology, Melecular Genetic
Pathology

Pathology, Neuropathology
Pathology, Pediatric Pathology
Pediatrics

Pediatrics, Adclescent Medicine
Pediatrics, Clinical & Laboratory
Inmunotogy

Pediatrics, Developmental —
Behavioral Pediatrics
Pediatrics, Medical Toxicology
Pediatrics, Neurodevelopmental
Disabilities

Pediatrics, Pediatric Allergy &
Immunctogy

Pediatrics, Pediatric Cardiclogy
Pediatrics, Pediatric Critical Care
Medicine

Pediatrics, Pediatric Emergency
Medicine

Pediatrics, Pediatric Endocrinology
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350 Pediatrics, Pedialric 471
Gastroenterology
351 Pediatrics, Pediatric Hematology- 431
Oncology
352 Pediatrics, Pediatric Infectious 114
Diseases
355 Pediatrics, Pediatric Nephwology 370
359 Pediatrics, Pediatric Pulmonology
361 Pediatrics, Pediatric Rheumatology 473
398 Pediatrics, Sports Medicine
365 Physical Medicine & Rehabilitation an
468 Physical Medicine & Rehabilitation,
Pain Medicine 33
3889 Physical Medicine & Rehabilitation,
Pediatric Rehabilitation Medicine 274
486 Physical Medicine & Rehabilitation,
Spinal Cord Enjury Medicine 373
469 Physical Medicine & Rehabilitation,
Sports Medicine 472
419 Plastic Surgery
470 Plastic Surgery, Plastic Surgery 100
Withir the Head and Neck 311
407 Plastic Surgery, Surgery of the
Hand
242 Preventive Medicine, Aerospace 474
Medicine
42% Preventive Medicine, Medicat 363
Toxicology 475
112 Preventive Medicine, Occupational
476

Preventive Medicine, Sports
Medicine

Preventive Medicine, Undersea
and Hyperbaric Medicine
Preventive Medicine/Qccupational
Environmental Medicine

Psychiatry & Neurclogy, Addiction
Medicine

Psychiatry & Neurology, Addiction
Psychiatry

Psychiatry & Neurcfogy, Child &
Adolescent Psychiatry

Psychiatry & Neurology, Clinical
Neurgphysiology

Psychiatry & Neurolegy, Forensic
Psychiatry

Psychiatry & Neuralegy, Geriatric
Psychiatry

Psychialry & Neurology,
Neurodevelopmental Disabilities
Psychiatry & Neurology, Neurology
Psychiatry & Neurology, Neurclogy
with Special Qualifications in Chid
Neurofogy

Psychiatry & Neurology, Pain
Medicine

Psychiatry & Neurology, Psychiatry
Psychialry & Neurclogy, Sports
Medicine

Psychiatry & Meurclogy, Vascular

366

252
173
430
314
319
360
380
477
381
334

434
399
418
420

405
425
413
423
400
421

Neurology

Public Health & General Preventive
Medicine

Radiology, Body Imaging
Radiology, Diagnostic Radiology
Radiology, Diagnostic Ultrasound
Radiology, Neuroradiclogy
Radiology, Nuclear Radiology
Radiology, Pediatric Radiology
Radiology, Radiation Oncology
Radiology, Radiclegical Physics
Radiology, Therapeutic Radiology
Radiology, Vascular &
Interventional Radiclogy

Supplier

Surgery

Surgery, Pediatric Surgery
Surgery, Plastic and Reconstructive
Surgery

Surgery, Surgery of the Hand
Surgery, Surgical Critical Care
Surgery, Surgical Oncology
Surgery, Trauma Surgery
Surgery, Vascular Surgery
Theracic Surgery (Cardicthoracic
Vascular Surgery)

Transplant Surgery

Urology

DDS/ DMD DPM

2 Dentist 3 Podiatrist

13 Dentist, Dental Public Health 231 Podiatrist, Foot & Ankle Surgery
14 Dentist, Endodontics 230 Podiatrist, Foot Surgery

438 Denlist, General Practice 225 Podiatrist, General Practice

16  Dentist, Oral and Maxillofacial Pathofogy 227 Podiatrist, Primary Podiatric Medicine
438 Dentist, Oral and Maxillofacial Radiology 226 Podiatrist, Public Medicine

20 Dentist, Oral and Maxiltofacial Surgery 228 Podiatrist, Radiology

15 Denlist, Orthodontics and Dentofacial Orthopedics 228 Podiatrist, Sports Medicine

17  Dentist, Pediatric Dentistry

18  Dentist, Pericdontics

19 Dentist, Prosthodontics

Acupuncturist
Audioclogist
Audiologist, Assistive Technology Practitioner
Audiologist, Assistive Technology Suppfier
Christian Science Practiticner I
Clinica! Nurse Specialist
Clinicat Nurse Specialist, Acute Care
Clinical Nurse Specialist, Adult Health
Clinical Nurse Specialist, Chronic Care

Clinical Nurse Specialist, Emergency

Clinical Nurse Specialist, Ethics

Clinical Nurse Specialist, Family Health
Clinical Nurse Specialist, Gerontology

Clinical Nurse Specialist, Holistic

Clinical Nurse Specialist, Home Health
Clinical Nurse Specialist, [nformatics

Clinical Murse Specialist, Long-Term Care
Clinical Nurse Specialist, Medical-Surgical
Clinical Nurse Specialist, Neanatal

Clinical Nurse Specialist, Meuroscience
Clinical Nurse Specialist, Occupationat Health
Ctinical Nurse Specialist, Oncology

Clinical Nurse Specialist, Oncology, Pediatrics
Clinical Nurse Specialist, Pediatrics

Clinical Nurse Specialist, Perinatal

Clinical Nurse Specialist, Perioperative

Clinical Nurse Specialist, Community Health/Public Health
Clinlcal Nurse Specialist, Critical Care Medicine

D
1 Chiropractor

5 Chiropractor, Internist

6 Chiropracior, Neurology

7 Chiropractor, Nutrition

2 Chiropractor, Qocupational Medicine
9 Chiropractor, Orthopedic
Chiropractor, Radiolegy

11 Chiropractor, Sports Physician
Chiropractor, Thermography

Clinical Nurse Specialist, Psychiatric/Mentat Health
Clinical Nurse Speciafist, Psychiatric/Mentat Health, Adult
Clinical Nurse Specialist, Psychiatric/Mental Health, Child & Adolescent

763 Clinical Nurse Specialist, Psychiatric/Mental Health, Child & Family
754 Clinical Nurse Specialist, Psychiatriic/Mental Realth, Chronically 11l
755 Clinical Nurse Specialist, Psychiatric/Mental Health, Community
756 Clinical Nurse Specialist, Psychiatric/Mental Health, Geropsychiatric
757  Clinical Nurse Specialist, Rehabilitation

758 Clinical Nurse Spedcialist, School

758 Clinical Nurse Specialist, Transplantation

760 Clinical Murse Specialist, Women's Health

513 Counselor

514  Counszlor, Addiction {Substance UUse Disorder)

515 Counselor, Mental Heaith

516 Counselor, Professional

533 Dietitian, Registered

536 Dietitian, Registered, Nutrition, Metabofic

534 Dietitian, Registered, Nutrition, Pediatric

538 Diefitian, Registered, Nutrition, Renal

651 Licensed Practical Nurse

517 Marriage & Family Therapist

547 Massage Therapist

549 Midwife, Cerfified

652 Midwife, Certified Nurse

551 Naturopath

553 Neuropsychologist

653 Nurse Anesthetist, Certified Registered

654 Nurse Practitioner

655 Nurse Practitioner, Acute Care

656 Nurse Practitioner, Adult Health

658 Nurse Practitioner, Community Health

657 Nurse Practitioner, Critical Care Medicine

659 Nurse Practitioner, Family
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660
661
6862
670
671
663
664
666
667
665
668
669
537
538
565
556
557
558
559
560
661
563
565
566
567
571
568
569
570
573
574
575
576
577
578
580
581
583
582
584
585
586
587
580
588
589
592
593
594
586
597
598
599
602
600
601
603
604
605
606
607
608
609
610
611
812
813
614
615
672
6873
674
71
681
676
677
678
680
679

Nurse Practitioner, Gerontclogy

Nurse Practitioner, Neonatal

Murse Practiticner, Neonatal, Critical Care
MNurse Practitioner, Obstetrics & Gynecology
Nurse Practitioner, Occupational Health
Murse Practitioner, Pediatrics

Nurse Practitioner, Pediatrics, Critical Care
Nurse Practitioner, Perinatal

Nurse Practitioner, Primary Care

Nurse Practitioner, Psych/Mental Health
MNurse Practitioner, School

Nurse Practitioner, Women's Health
MNutritionist

Nutritionist, Nutsition, Education
Occupational Therapist

Occupational Therapist, Ergonomics
Occupational Therapist, Hand

Qccupational Therapist, Human Factors
Occupational Therapist, Neurorehabilitation
Occupational Therapist, Pediatrics
Occupationat Therapist, Rehabilitation, Driver
Optician

Optometrist

Optometrist, Corneat and Contact Management
Cptometrist, Low Vision Rehabilitation
Oplometrist, Occupational Vision
Optometrist, Pediatrics

Optometrist, Sports Vision

Optometrist, Vision Therapy

Pharmacist

Pharmacist, General Praciice

Pharmacist, Nuclear Pharmacy

Pharmacist, Nutrition Support

Pharmacist, Pharmacaotherapy

Pharmacist, Psychopharmacy

Physical Theraplist

Physical Therapist, Cardiopulmonary
Physical Therapist, Electrophysiology, Clinical
Physical Therapist, Ergonomics

Physiczl Therapist, Geriatrics

Physical Therapist, Hand

Physical Therapist, Human Factors
Physical Therapist, Neurology

Physical Therapisi, Crthopedic

Physicat Therapist, Pediatrics

Physical Therapist, Sports

Physician Assistant

Physician Assistant, Medical

Physicfan Assistant, Surgical

Psychologist

Psychologist, Addiction (Substance Use Disorder)
Psychologist, Adult Development & Aging
Psychologist, Behavioral

Psychologist, Child, Youth & Family
Psychologist, Clinical

Psychologist, Counseling

Psychologist, Educational

Psychologist, Exercise & Sports
Psychologist, Family

Psychologist, Forensic

Psychologist, Health

Psychologist, Men & Masculinity
Psychologist, Mental Retardation & Developmental Disabilities
Psycholegist, Psychoanalysis

Psychologist, Psychotherapy

Psychologist, Psychotherapy, Group
Psychologist, Rehabilitation

Psychologist, Schoal

Psychologist, Women

Registered Nurse

Registered Nurse, Addiction (Substance Use Disorder)
Registered Nurse, Administrator

Registered Nurse, Ambulatory Care
Registered Nurse, Cardiac Rehabilitation
Registered Nurse, Case Management
Reaqistered Nurse, Colfeae Health
Registered Nusse, Community Health
Registered Nurse, Continence Care
Registered Nurse, Continuing Education/Staff Development

Code Lists

Registered Nurse, Critical Care Medicine

Registered Nurse, Diabetes Educator

Registered Nurse, Dialysis, Peritoneal

Registered Nurse, Emergency

Registered Nurse, Enterostomal Therapy

Registered Nurse, Flight

Registered Nurse, Gastroenterology

Registered Nurse, Generat Practice

Registered Nurse, Gerontology

Registered Nurse, Hemodialysis

Registered Nurse, Home Health

Registered Nurse, Hospice

Registered Nurse, Infection Control

Registered Nurse, Infusion Therapy

Registered Nurse, Lactation Consultant

Registered Nurse, Maternal Newborn

Registered Nurse, Medicat-Surgical

Registered Nurse, Neonatal Intensive Care

Registered Nurse, Neonatal, Low-Risk

Registered Nurse, Nephrology

Registered Nurse, Neuroscience

Registered Nurse, Nurse Massage Therapist (NMT)
Registered Nurse, Nutrition Support

Registered Nurse, QObstetric, High-Risk

Registered Nurse, Obstetric, Inpatient

Registered Nurse, Occupational Health

Registered Nurse, Oncology

Registered Nurse, Ophthalmic

Registered Nurse, Orthopedic

Registered Nurse, Ostomy Care

Regisiered Nurse, Otorhinolaryngology & Head-Meck
Registered Nurse, Pain Management

Registered Nurse, Pediatric Oncology

Registered Nurse, Pediatrics

Registered Nurse, Perinatal

Registered Nurse, Plastic Surgery

Registered Nurse, Psych/Mental Health

Registered Nurse, Psych/Mental Health, Adult
Registered Nurse, Psych/Mental Health, Child & Adolescent
Registered Nurse, Rehabilitation

Registered Nurse, Reproductive Endocrinclogy/infertility
Registered Nurse, School

Registered Murse, Urology

Registered Nurse, Women's Health Gare, Ambulatory
Registerad Nurse, Wound Care

Respiratory Therapist, Certified

Respiratory Therapist, Certified, Critical Care
Respiratory Therapist, Certified, Educatianal o
Respiratory Therapist, Certified, Emergency Care
Respiratory Therapist, Certified, General Care
Respiratory Therapist, Certified, Geriatric Care
Respiratory Therapist, Certified, Home Healih
Respiratory Therapist, Certified, Neonatal/Pediatrics
Respiratory Therapist, Certified, Palliative/Hospice
Respiratory Therapist, Certified, Patient Transport
Respiratory Therapist, Certified, Pulmonary Diagnostics
Respiratory Therapist, Certified, Pulmonary Funclion Technologist
Respiratory Therapist, Certified, Pulmanary Rehabilitation
Respiratory Therapist, Certified, SNF/Subacute Gare
Respiratory Therapist, Registered

Respiratory Therapist, Registered, Critical Care
Respiratory Therapist, Registered, Educational
Respiratory Therapist, Registered, Emergency Care
Respiratory Therapist, Registered, General Care
Respiratory Theraplist, Registered, Geriatric Gare
Respiratory Therapist, Registered, Home Health
Respiratory Therapist, Registered, Neonatal/Pediatrics
Respiratory Therapist, Registered, Palliative/Hospice
Respiratory Therapist, Registered, Patient Transport
Respiratory Therapist, Registered, Putmonary Diagnostics
Respiratory Therapist, Registered, Pulmonary Function Technologist
Respiratory Therapist, Registered, Pulmonary Rehabilitation
Respiratory Therapist, Registered, SNF/Subacute Care
Social Worker, Clinical

SpecialistTechnelogist, Other, Biomedical Engineering
Speech-Language Pathologist

Technician, Other, Biomedical Engineering

Other, Not Listed
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940 Academy of Cerlified Social Warkers
1150 ACNM Certification Council

360 American Academy of Ambulatory Care Nursing

1550 American Academy of Anesthesiologist Assistants

230 American Academy of Audiclogy

370 American Academy of Experts in Traumatic Stress

270 American Academy of Health Providers in the Addictive Disorders
200 American Academy of Medical Acupuncture

405 American Academy of Nurse Praciitioners

380 American Academy of Nursing

1330 American Academy of Optometry

1480 American Academy of Physician Assistants

1110 American Assaciation for Marriage and Family Therapy

390 American Association of Critical Care Nurses

1590 American Association of Nurse Anesthetists

330 American Association of Pastoral Counselors

1010 American Association of Sex Educators, Counselors and Therapists
710 American Board Medical Psychotherapists

280 American Beard of Addiction Medicine

950 American Board of Examiners in Clinical Social Work

720 American Board of Medical Psyhotherapists & Psychodiagnosticians
400 American Board of Nursing Specialties

1240 American Board of Nutrition

1300 American Beard of Occupational Medicine

1360 American Board of Ophthalmology

1510 American Board of Physical Therapy Specialties

700 American Board of Professional Psychology

1130 American Naturopath Gerlificaticn Board

Code Lists

350 American Nurses Gredentialing Genter

740 American Psychological Association

750 American Psychological Soclety

760 American Psychotherapy Association

280 American Society of Addiction Medicine

1850 American Speech-Language-Hearing Association

250 Biofeedback Certification Institute of America

1430 Board of Pharmaceutical Specialties

1250 Commission on Dietelic Registration

960 Employes Assistance Professionals Association

780 National Association far the Advancement of Psychoanalysis

1450 National Assaciation of Boards of Pharmacy

1600 National Association of Murse Anesthetists

770 National Association of Schact Psychologists

980 National Association of Social Workers

1310 National Board fer Certification in Occupational Therapy

1490 Nattonal Board for Certification of Orthopaedic Physician Assistants
790 National Board for Certified Clinical Hyprotherapists

310 National Board for Cestified Counselors

1630 Nattonal Board for Respiratory Care

300 National Board of Addiction Examiners

800 Naticnal Board of Cognitive Behavioral Therapists

1350 Naticnal Board of Examiners in Optometry

1090 National Certification Board for Therapeutic Massage and Bodywork
210 National Certification Commission for Acupuncture and Oriental Medicine
1440 National Institute for Standards in Pharmacist Credentialing

220 Other - Not Listed

MD Boards

044 American Board of Allergy & Immunology
045 American Board of Anesthesiology

046 American Board of Colon & Rectal Surgery
047 American Board of Dermatology

048 American Board of Emergency Medicine
049 American Board of Family Medicine

050 American Board of Internat Medicine

051 American Board of Medical Genelics

052 American Board of Neurological Surgery
053 American Board of Nuclear Medicine

054 American Board of Cbstetrics & Gynecology
055 Amaerican Board of Ophthalmology

109 American Board of Oral & Maxillofacial Surgeons
056 American Board of Grthopedic Surgery

057 American Board of Otolaryngology

058 American Board of Pathology

059 American Board of Pediatrics

060 American Board of Physical Medicine & Rehabilitation
061 American Board of Plastic Surgery

062 American Board of Preventive Medicine
0B3 American Board of Psychiatry & Neurology
064 American Board of Radiology

065 American Board of Surgery

066 American Board of Thoracic Surgery

067 American Board of Urology

142 Boards other than ABMS/ADA

Dental Boards

113  American Board of Endodontics

114 American Board of Oral & Maxiliofacial Pathology
117 American Board of Oral & Maxillofacial Radiology
109 American Board of Oral & Maxillefacial Surgecns

08 American Board of Orthodontics

112 American Board of Pediatric Dentistry

111 American Board of Periodontology

115 American Board of Prosthodontics

108 American Board of Public Heatth Dentistry
120 Boards other than ABMS/ADA

DO Boards

118 American Ostecpathic Board of Anesthesiology

119 American Osteopathic Board of Dermatology

120 American Osteopathic Board of Emergency Medicine

121 American Osteopathic Board of Family Practice

123  American Osteopathic Board of Intemal Medicine

124  American Qsteopathic Board of Neurclogy and Psychiatry

125 American Osteopathic Board of Neuromuskuloskeletal Medicine
126 American Ostecpathic Board of Nuciear Medicine

127 American Osteopathic Board of Obstetrics and Gynecology

128 American Osteopathic Board of Ophthalmology and Otolaryngology
129 American Osteopathic Board of Orthopedic Surgery

130 American Osteopathic Board of Pathology

31 American Osteopathic Board of Pediatrics

132 American Osteopathic Board of Preventive Medicine

133 American Ostecpathic Board of Proctology

134 American Osteopathic Board of Radiology

135  American Osteopathic Board of Rehabifitation Medicine

136 American Osteopathic Board of Surgery

DFM Boards

140 American Board of Medical Specialists in Podiatry

137 American Board of Podiatric Orthopedics and Primary Podiatric Medicine
188 American Board of Podiatric Surgery

139 American Council of Certified Podiatric Surgeons and Physicians
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