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PERSONAL AND PROFESSIONAL INFORMATION SHEET 

 NON-PRIVILEGED PROVIDER
Complete all items and sections.  List all dates as month-year.  Use "NA" if not applicable.  "Yes" answers require full explanation in the comments section or on an attached sheet of paper.  Indicate the section number and sub-section for those items being commented upon in attachments.

1.  General.

LAST NAME
FIRST NAME
MI.

     
     
   

ALIAS
LAST NAME
FIRST NAME
MI.

     
     
   

GRADE
CITIZENSHIP
DESIGNATOR
BRANCH OF SERVICE






SSN
REPORTING (MM/YY)
PRD (MM/YY)
DATE OF BIRTH

     
     
     
     

OFFICE ADDRESS
OFFICE PHONE
PAGER

     
     

HOME ADDRESS
HOME PHONE

     
     

2.  Professional Education and Training (list most recent first).

a.  Basic Qualifying Degree (e.g.DIP-LPN/RN, AAS, BSN, MSN, MA, or RPh, Pharm D).

INSTITUTION
ADDRESS
DEGREE
FROM (MM/YY)
TO (MM/YY)

     
     
    
     
     

     
     
    
     
     

     
     
    
     
     

b.  Special Education (Include professional courses of 2 weeks duration or greater, LMET, or other relevant programs that pertain to practice).  List in chronological order, most recent first.

COURSE/PROGRAM TITLE
FROM (MM/YY)
TO (MM/YY)

     
     
     

     
     
     

     
     
     

     
     
     

3.  Specialty Certifications

CERTIFICATION
NUMBER
AGENCY
ISSUE DATE (MM/YY)
EXPIRATION DATE (MM/YY)

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

4.  List All active Licenses/Certifications by State or Federal Agency held within the last 10 years. 

a.  Current license information: (Active or military exempt)

LICENSE /CERTIFICATION NUMBER
STATE
TYPE
ISSUE DATE

(MM/DD/YY)
EXPIRATION DATE 

(MM/DD/YY)

     
  
     
     
     

     
  
     
     
     

     
  
     
     
     

     
  
     
     
     

     
  
     
     
     

b.  List all inactive Licenses/Certifications previously held by State or Federal Agency within the last 10 years. Include all those that have been voluntarily or involuntarily withdrawn. Include statement as to why the license is no longer current.

LICENSE/CERTIFICATION  NUMBER
STATE
TYPE
EXPIRATION DATE (MM/DD/YY)

     
  
     
     

     
  
     
     

     
  
     
     

     
  
     
     

Explanation:

     

     

     

     

     

     

     

5.  List all Relative Work Experience.  (List chronologically, most recent first. Document ALL time since graduation with NO time lapses) 

INSTITUTION
FULL ADDRESS
POSITION
FROM (MM/YY)
TO 

(MM/YY)

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

     
     
     
     
     

6.  Membership in Professional Organizations

ORGANIZATION
OFFICE HELD
FROM (MM/YY)
TO (MM/YY)

     
     
     
     

     
     
     
     

     
     
     
     

     
     
     
     

     
     
     
     

7.  Continuing Education for Past 2 Years


a. Academic

INSTITUTION
COURSE TITLE/SUBJECT
CREDIT HOURS
DATE

     
     
     
     

     
     
     
     

     
     
     
     

     
     
     
     

b.  Contingency Training (indicate certified [ C ] or trained [ T ]).

TRAINING
  C/T               
EXPIRATION (MM/YY)
TRAINING
C/T                                                                                            
EXPIRATION (MM/YY)

BLS

     
ACLS

     

C-4

     
PALS

     

8.  Personal Awards and Letters of Recognition (List chronologically, most recent first.)

AWARD/RECOGNITION
MONTH/YEAR AWARDED

     
     

     
     

     
     

9.  Publications (List chronologically, most recent first.)


TITLE
PUBLICATION DATE

     
     

     
     

10.  Health status and history (Answer yes or no).  (Explain all yes answers in comments section).

a
Do you currently have any physical or mental impairments that could limit your clinical practice?


b
Are you currently taking any medications?


c
Do you have a potentially-communicable disease?


d
Have you been hospitalized for any reason during the last 5 years?


e
Have you ever been psychiatrically hospitalized or diagnosed with a major psychiatric disorder?


f
Are you currently under or have you ever received treatment for an alcohol or drug-related conditions?


g
Have you ever been involved in the unlawful use of controlled substances?


Comments:

     

     

     

     

     

     

     

     

     

11.  Malpractice, licensure, reduction in clinical scope. (Answer yes or no)  (Explain all yes answers in comments section).


a
Have you ever been the subject of a malpractice claim? (Indicate final disposition or current status of claim in comments.)


b
Have you ever been a defendant in a felony or misdemeanor case? (Indicate final disposition of case in comments.)


c
Has any license or certification to practice in any jurisdiction ever been voluntarily or involuntarily investigated, revoked or restricted?


Comments:









     

     

     

     

     

     

     

     

12.  Moonlighting information.  (Specify other facilities where you currently work.)

INSTITUTION
FULL ADDRESS
DEPARTMENT

     
     
     

     
     
     

     
     
     

     
     
     

     
     
     

13.  Other information.  (Include any additional information that you wish to bring to the attention of the privileging authority.)

     

     

     

     

     

     

     

     

     

     

Additional Information:

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

Signature:             ____________________________________________   Date:

Signature:             ____________________________________________   Date:

Signature:             ____________________________________________   Date: 


