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                  Credentialing Application

                   Instructions

                              

                                                      Please retain this page for your reference



	
	Date of  Initial Completion:              

	
	Revision Dates:               
                                        

	Credentialing Application

	This application must be completed by all clinicians with a Master’s Degree or higher.  This information and supporting documentation 

will be used to complete the credentialing process and paneling for managed-care care organizations.

	

	Identifying Information

	Name:                                             
	Last: 
                
	First: 
       
	Middle: 
        
	Maiden: 
     
	 FORMCHECKBOX 
 M     FORMCHECKBOX 
 F
	DOB:      

	Social Security #:       
	Marital status:       FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Married  
	Spouse’s Name:      

	Home Address:  
                                                                                             
	City: 
      
	State:  

     
	Zip:  

     
	Phone: (     )      

	Are you a U.S. Citizen?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No                       If no, list your U.S. Resident #       

	Birthplace City:                             
	State/Providence:                       
	Country:      

	

	Ethnic Background
	Languages (foreign/domestic)

	 FORMCHECKBOX 

	American Indian/Alaskan Native
	 FORMCHECKBOX 

	English
	 FORMCHECKBOX 

	Basic
	 FORMCHECKBOX 

	Intermediate
	 FORMCHECKBOX 

	Fluent

	 FORMCHECKBOX 

	Asian/Pacific Islander
	 FORMCHECKBOX 

	Spanish
	 FORMCHECKBOX 

	Basic
	 FORMCHECKBOX 

	Intermediate
	 FORMCHECKBOX 

	Fluent

	 FORMCHECKBOX 

	Black/African American
	 FORMCHECKBOX 

	French
	 FORMCHECKBOX 

	Basic
	 FORMCHECKBOX 

	Intermediate
	 FORMCHECKBOX 

	Fluent

	 FORMCHECKBOX 

	Caucasian
	 FORMCHECKBOX 

	German
	 FORMCHECKBOX 

	Basic
	 FORMCHECKBOX 

	Intermediate
	 FORMCHECKBOX 

	Fluent

	 FORMCHECKBOX 

	Hispanic/Latino
	 FORMCHECKBOX 

	Sign Language
	 FORMCHECKBOX 

	Basic
	 FORMCHECKBOX 

	Intermediate
	 FORMCHECKBOX 

	Fluent

	 FORMCHECKBOX 

	Other      
	 FORMCHECKBOX 

	Other:
	 FORMCHECKBOX 

	Basic
	 FORMCHECKBOX 

	Intermediate
	 FORMCHECKBOX 

	Fluent

	

	Professional Memberships

	 FORMCHECKBOX 
 American Psychiatric Association
	 FORMCHECKBOX 
 Assoc. of Marriage and Family Therapists
	 FORMCHECKBOX 
  National Assoc. of Social Workers

	 FORMCHECKBOX 
 American Medical Association
	 FORMCHECKBOX 
 American Mental Health Counselors Assoc.
	 FORMCHECKBOX 
 American Psychological Association

	 FORMCHECKBOX 
 American Nurses Association
	 FORMCHECKBOX 
 American Counselor Association
	 FORMCHECKBOX 
 American Pastoral Counselor Assoc.

	 FORMCHECKBOX 
      Other:       

	

	Current INDIANA Licensure (check all that apply)
	   
	Certifications (list DEA/CSR/Board in Med Section)

	DO YOU POSSES A VALID INDIANA LICENSE?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 
	
	Type
	Certification
(specify level)
	Issue Date
	Exp. Date

	License Type:
	License Number:
	Issue Date:
	Exp. Date:
	Temporary License?
	
	 FORMCHECKBOX 
 CEAP
	     
	     
	     

	 FORMCHECKBOX 
 LSW
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 CADAC 
	     
	     
	     

	 FORMCHECKBOX 
 LCSW
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 CID, etc
	     
	     
	     

	 FORMCHECKBOX 
 LMFT
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 NCAC
	     
	     
	     

	 FORMCHECKBOX 
 LMHC
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 NCC
	     
	     
	     

	 FORMCHECKBOX 
 Psychologist
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 MAC
	     
	     
	     

	 FORMCHECKBOX 
 HSPP
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 ICAC
	     
	     
	     

	 FORMCHECKBOX 
 Physician
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
 IMAC
	     
	     
	     

	 FORMCHECKBOX 
 RN
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
      
	     
	     
	     

	 FORMCHECKBOX 
      
	     
	     
	     
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	
	 FORMCHECKBOX 
      
	     
	     
	     

	( If you do not have a current Indiana License, are you eligible to obtain one?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	( Do you plan on obtaining your license or any additional licensure?     Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
    Explain:       

	( Have you been licensed in any other state?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  If yes, give state, license type and number, state, and issue/expiration dates in the space below:

	          

	

	Work History  

In addition to the submission of your resume or vita, please complete your work history FOR THE PAST 10 YEARS. 

Important: Provide explanation for any gaps in employment.
Attach additional pages. if necessary.


	Employer:
	     
	Start date:

(month/year)
	End date:

(month/year)

	Address:
	     
	     
	     

	Job Title:
	     
	Supervisor:       

	Phone :
	(   )      

	Employer:
	     
	Start date:

(month/year)
	End date:

(month/year)

	Address:
	     
	     
	     

	Job Title:
	     
	Supervisor:       

	Phone :
	(   )      

	Employer:
	     
	Start date:

(month/year)
	End date:
(month/year)

	Address:
	     
	     
	     

	Job Title:
	     
	Supervisor:       

	Phone :
	(   ) 

	Employer:
	     
	Start date:

(month/year)
	End date:
(month/year)

	Address:
	     
	     
	     

	Job Title:
	     
	Supervisor:       

	Phone :
	(   ) 

	Employer:
	     
	Start date:

(month/year)
	End date:
(month/year)

	Address:
	     
	     
	     

	Job Title:
	     
	Supervisor:       

	Phone :
	(   ) 

	In the space provided, explain any employment gaps in excess of two months.
	     


	

	Additional Experience/Military Service/Academic Appointments

	Are you currently in the Reserve or National Guard and therefore subject to recall?    Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Do you or have you had any academic appointments?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	If yes, University                            Position       

	Professional References 
(New employees must include references who are NOT currently employed with Cummins.)

	Name:                            
	Relationship:       
	Years known:      

	Full Address       
	Phone  (     )      

	Name:                            
	Relationship:       
	Years known:      

	Full Address       
	Phone  (     )      

	Name:                            
	Relationship:       
	Years known:      

	Full Address       
	Phone  (     )      

	

	Education 
(list highest degree first)

	From:
(mm/yy)
	     
	To:
(mm/yy)
	     
	Graduation Date:       
	Degree:      
	Major:      

	Institution:
	     
	Address: (street, city, state, zip)      

	Phone: (
	Full name when degree obtained:        

	From:
(mm/yy)
	     
	To:
(mm/yy)
	     
	Graduation Date:      
	Degree:      
	Major:      

	Institution:
	     
	Address: (street, city, state, zip)      

	Phone: (
	Full name when degree obtained:        

	From:
(mm/yy)
	     
	To:
(mm/yy)
	     
	Graduation Date:       
	Degree:      
	Major:      

	Institution:
	     
	Address: (street, city, state, zip)      

	Phone: (      FORMTEXT 

   
) 
	Full name when degree obtained:        

	From:
(mm/yy)
	
	To:
(mm/yy)
	
	Graduation Date:       
	Degree:      
	Major:      

	Institution:
	     
	Address: (street, city, state, zip)      

	Phone: (
	Full name when degree obtained:        


	Practicum/Internship Summary
 (Note: Document residency/fellowship in medical section

	Start
	End
	Hospital/Facility
	Supervisor

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	

	Paneling History

	Have you or someone on your behalf applied for a National Provider Identifier?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
          If Yes, list  NPI #       

	Have you been paneled as a managed-care care provider through another organization?    Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
          If yes, see below…

	Medicaid #        
	Have you been paneled through CAQH (Council for Affordable Quality Healthcare?) Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  Don’t Know  FORMCHECKBOX 


	Medicare #        
	If you have been paneled through CAQH or another organization, or are unsure about your paneling history, please 

contact the Credentialing Specialist at the Business Office at (317) 745-9555 to expedite your paneling process.

	       UPIN         
	

	

	

	Specialty Areas
Please check specialty areas that you have experience and/or clinical training

	 FORMCHECKBOX 

	ADHD 
	 FORMCHECKBOX 

	Divorce Mediation
	 FORMCHECKBOX 

	Parenting Issues 

	 FORMCHECKBOX 

	Adolescent Behavioral Disorders 
	 FORMCHECKBOX 

	EAP Counseling
	 FORMCHECKBOX 

	Psychopharmacology

	 FORMCHECKBOX 

	Adoption 
	 FORMCHECKBOX 

	Ethnic/Cultural Issues
	 FORMCHECKBOX 

	Physical Disabilities

	 FORMCHECKBOX 

	Adjustment Disorders
	 FORMCHECKBOX 

	Eating Disorders
	 FORMCHECKBOX 

	PTSD

	 FORMCHECKBOX 

	Alcohol/Drugs
	 FORMCHECKBOX 

	Family Therapy
	 FORMCHECKBOX 

	Psychoanalytic Therapy 

	 FORMCHECKBOX 

	Anger Management
	 FORMCHECKBOX 

	Domestic Violence
	 FORMCHECKBOX 

	Repressed Memory Syndromes

	 FORMCHECKBOX 

	Autism
	 FORMCHECKBOX 

	Grief/Bereavement
	 FORMCHECKBOX 

	Retirement Counseling

	 FORMCHECKBOX 

	Anxiety Disorders
	 FORMCHECKBOX 

	Group Therapy
	 FORMCHECKBOX 

	Schizophrenia

	 FORMCHECKBOX 

	Assertiveness Training
	 FORMCHECKBOX 

	Hearing Impaired
	 FORMCHECKBOX 

	School-related issues

	 FORMCHECKBOX 

	Behavior Disorder
	 FORMCHECKBOX 

	Hypnotherapy
	 FORMCHECKBOX 

	Severe/Persistent Mental Illness

	 FORMCHECKBOX 

	Bipolar Disorder
	 FORMCHECKBOX 

	Head Trauma
	 FORMCHECKBOX 

	Sexual/Physical Abuse

	 FORMCHECKBOX 

	Biofeedback/Relaxation
	 FORMCHECKBOX 

	HIV/Aids
	 FORMCHECKBOX 

	Sexual Deviations and Disorders

	 FORMCHECKBOX 

	Borderline Personality Disorders
	 FORMCHECKBOX 

	Legal Issues 
	 FORMCHECKBOX 

	Sexual Identity/Orientation

	 FORMCHECKBOX 

	Chronic Pain/Terminal Illness
	 FORMCHECKBOX 

	Men’s Issues
	 FORMCHECKBOX 

	Sleep Disorders

	 FORMCHECKBOX 

	Cognitive/Behavioral Therapy
	 FORMCHECKBOX 

	Marital Therapy/Divorce/Separation
	 FORMCHECKBOX 

	Smoking Cessation 

	 FORMCHECKBOX 

	Crisis/Trauma
	 FORMCHECKBOX 

	Mood Disorders/Depression
	 FORMCHECKBOX 

	Step/Blended Families

	 FORMCHECKBOX 

	Critical Incident Debriefing: # of years      
	 FORMCHECKBOX 

	Multiple Personality Disorders
	 FORMCHECKBOX 

	Stress Management

	 FORMCHECKBOX 

	Developmental Functioning
	 FORMCHECKBOX 

	Neuropsychological Testing
	 FORMCHECKBOX 

	Veteran’s Issues

	 FORMCHECKBOX 

	Dissociative Disorders
	 FORMCHECKBOX 

	Nutrition Counseling
	 FORMCHECKBOX 

	Women’s Issues 

	 FORMCHECKBOX 

	Dual Diagnosis 
	 FORMCHECKBOX 

	OCD
	 FORMCHECKBOX 

	Weight reduction

	 FORMCHECKBOX 

	Compulsive Gambling
	 FORMCHECKBOX 

	Panic/Phobia
	 FORMCHECKBOX 

	Workplace Issues 

	 FORMCHECKBOX 

	Dementia Disorders 
	 FORMCHECKBOX 

	Personality Disorders
	 FORMCHECKBOX 

	Other:      

	

	Provider Practice Information
This information is used primarily for the completion of managed-care care provider applications. The information you 
provide will be used to make referrals, so please answer ALL questions carefully.

	General Service Categories:
(Check those you will be providing)
	Age Categories: 

What percentage of the following groups will your services be direct towards? 
	Treatment Modalities
Check those you anticipate using

	 FORMCHECKBOX 

	Mental Health
	      %
	Geriatrics (65 or older)
	 FORMCHECKBOX 

	Individual

	 FORMCHECKBOX 

	Substance Abuse
	      %
	Adult  (18-64)
	 FORMCHECKBOX 

	IOP MH/CD

	 FORMCHECKBOX 

	Employee Assistance Program (EAP)
	      %
	Adolescent ( 13-17)
	 FORMCHECKBOX 

	Family/Marital

	
	
	      %
	Older Child (6-12)
	 FORMCHECKBOX 

	Medication Management

	
	
	      %
	Younger Child (0-5)
	 FORMCHECKBOX 

	Psychiatric Evaluation

	
	
	
	
	 FORMCHECKBOX 

	Group (Therapeutic)

	
	
	
	
	 FORMCHECKBOX 

	Group (Psycho-Educational)

	
	
	
	
	 FORMCHECKBOX 

	Psychological Testing

	!  Are there any areas/populations you will not work with?   FORMCHECKBOX 
   No        FORMCHECKBOX 
   Yes      If yes, explain below.

	     

	

	

	

	

	Service Hours
Please indicate the hours you will be working.

This information will be used for referral purposes.
	Practice Breakdown
What PERCENTAGE of your 
practice will be:
	Inpatient Services
What percentage of your clients have COMPLETED  in-patient care with you in the past 2 years? 

Leave blank if not applicable

	Monday
	From 
     
	To

	
	Outpatient-Managed-care Care
	All Clients
	Managed-Care Clients

	Tuesday
	From 
     
	To 

	
	Brief/focused Psychotherapy
	
	1-5 visits
	
	1-5 visits

	Wednesday
	From 
     
	To 

	
	Outpatient-Day/Partial
	
	6-10 visits
	
	6-10 visits

	Thursday
	From 
     
	To 

	
	Outpatient-Intensive Outpatient
	
	11-15 visits
	
	11-15 visits

	Friday
	From 
     
	To 

	
	Outpatient-EAP
	
	>16 visits
	
	>16 visits

	Saturday
	From 
     
	To 

	
	Outpatient-Crisis Intervention
	

	

	Brief Therapy

Managed-care organizations recruit providers who use problem-focused/solution-focused  

approach with appropriate clients.
	Outpatient Services
What percentage of your clients have COMPLETED  out-patient care with you in the past 2 years? 

Leave blank if not applicable

	Are you comfortable with this approach?                                        Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	All Clients
	Managed-Care Clients

	Are you trained in this approach?                                                    Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	
	1-5 visits
	
	1-5 visits

	Do you practice this approach with clients who have                            

   Axis 1 acute diagnoses?                                                                     Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	
	6-10 visits
	
	6-10 visits

	General Clinical Practice
	
	11-15 visits
	
	11-15 visits

	1. Do you have experience and understanding of dual-client relations?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	
	16-20 visits
	
	16-20 visits

	2. Do you have knowledge and experience in Prevention Practices 
    (managing suicidal clients)?                                                                Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	
	21-30 visits
	
	21-30 visits

	3. Have you completed a Master’s level internship in an EAP setting?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	
	>31 visits
	
	>31 visits

	4. Have you been trained in providing solution-focused counseling?                                                                                     Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	5. Do you routinely screen, identify, and provide general assessments for chemical use and other addictions?                    Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	6. Do you have knowledge of community resources and local treatment providers, and are you willing to refer clients to
    those resources?                                                                                                                                                                   Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	7. Do you receive clinical-case supervision?    Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
         If so, how many hours per month?           

	

	Employee Assistance Program
An employee assistance program is a preventative, employer-sponsored program designed to assist employees and their families in addressing workplace and/or personal problems before they affect workplace performance.

	Do you have EAP experience?    Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
        If no, skip this section

	Are you a Certified Employee Assistance Professional (CEAP)?                                                                                       Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Are you a member of EAPA or EASNA?                                                                                                                            Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Are you a trained DOT/SAP evaluator?                                                                                                                               Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	Have you done any presentations in your capacity as an EAP?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
    If yes, list topics below:
     

	

	EAP Experience (con’t)

	
	What is your experience or definition of this component?
	Include training topics below with description and approximate dates

	Do you have experience with EAP         practices?                                  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	     
	     

	Do you have experience with organizational dynamic issues?                        Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	     
	     

	Do you have experience with human resources issues?                       Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	     
	     

	Do you have training/experience in substance abuse treatment?                       Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	     
	     

	Do you have experience in labor relations issues?                                       Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

	     
	     

	Are you trained in providing broad, general assessments for:

	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  Mental Health
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  Family, child & relationship counseling

	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  Alcohol/Drug Counseling
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
  Critical Incident Stress Management

	

	

	Medical Section

	CSR #                  N/A  FORMCHECKBOX 

	Member:       AMA  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
                 State Medical Assoc. Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	CSR Expires:            
	What classes of drugs and narcotics are you authorized to prescribe? 

	
	Are you Board certified?  Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 
    (      If no, are you board eligible?      Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	DEA#                  N/A  FORMCHECKBOX 

	Board Name:      
	Have you failed to pass a Board exam?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	DEA  Issued:               
	Certificate Date:              Cert #:      
	Please give intentions and status:  

	DEA Expires:               
	Specialty:      
	

	
	Certified by Specialty Board   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

  Board Name:       
	

	                
	Is re-certification required?     Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
    (
	If yes, when?      

	Residency/Fellowship

	Start:       
	End:        
	Type:  FORMCHECKBOX 
 Residency   FORMCHECKBOX 
  Fellowship
	Institution:       
	Phone: (   ) 

	Program Director/Dept:      
	Address:       

	Start:       
	End:        
	Type:  FORMCHECKBOX 
 Residency   FORMCHECKBOX 
  Fellowship
	Institution:       
	Phone: (   ) 

	Program Director/Dept:      
	Address:       

	Hospital Privileges      List below present and previous hospital affiliations for the past five years. Attach additional page if necessary

	Are you currently privileged with a hospital or other provider?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Start:       
	End:       
	Hospital:       
	Privilege Type(s):       

	Address:       
	Phone: (   ) 

	Start:       
	End:       
	Hospital:       
	Privilege Type(s):       

	Address:       
	Phone: (   ) 

	Start:  
	End:   
	Hospital:  
	Privilege Type(s):  

	Address:  
	Phone: (   ) 

	

	Please answer ALL of the following.  If you indicate “yes” to any question, please explain in the box at the bottom of the page.

	1. During your education, internship, residency, fellowship, preceptorship or additional training, as applicable, were you  ever disciplined, suspended, placed on probation, formally reprimanded, or asked to resign?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	2. Has your Specialty Board certification or eligibility ever been denied, revoked, relinquished, not renewed, suspended,  or reduced – or have any proceedings toward those ends been instituted?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	3. Have you ever been disciplined, reprimanded, or fined by any state board of medical examiners, professional conduct board, or state or federal agency that disciplines physicians or allied health professionals?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	4. Has your license to practice, in your profession, ever been denied, limited, suspended, revoked, or subject to probation  or any conditions or limitations in any state?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	5. Have you ever been disciplined, suspended, sanctioned, or otherwise restricted from participating in any private, federal or state health program (for example, Medicare, Medicaid, CLIA, HMO, PPO, IPA), professional society or  managed-care care organization – or is any such action pending?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	6. Have you ever been the subject of an investigation by any private, federal, or state health program – or is any such  action pending?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	7. Have your Federal DEA and/or State Controlled Dangerous Substances Certificate ever been voluntarily or  involuntarily limited, suspended, revoked, relinquished, or not renewed – or are proceedings currently pending?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	8. Has your professional liability insurance coverage ever been terminated, modified or limited to affect the scope of  your coverage, or cancelled by action of an insurance company?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	9. Have you ever been denied professional liability insurance coverage or rated in a higher-than-average risk class for  your specialty?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	10. Have any professional liability suits, actions, or claims alleging malpractice ever been filed against you?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	11. Are any professional liability suits, actions, or claims currently pending against you?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	12. Have any judgments ever been made against you in professional liability cases or claims, or have you ever entered  into any settlements?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	13. To your knowledge, has information pertaining to you ever been reported to the National Practitioner Data Bank?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	14. Are you currently uninsured for professional liability (malpractice) insurance coverage?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	15. Have your clinical privileges at any hospital or other healthcare institution or organization ever been limited, suspended, revoked, not renewed, or subject to probationary or other disciplinary conditions, or have proceedings toward any of these ends been instituted or recommended by any hospital or healthcare institution, medical staff, or committee or governing board?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	16. Has your request for any specific clinical privileges been denied or granted with stated limitations (aside from  ordinary or initial requirements of proctorship), or has such a denial or limitation been recommended by a medical  staff or peer review committee to a governing board?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	17. Have you ever had any previous or pending challenges to, or voluntarily or involuntarily relinquished any medical  staff membership; clinical privilege(s) as the result of any investigations or disciplinary action?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	18. Have you ever been court-martialed, sanctioned, reprimanded, or cautioned by a hospital or any other healthcare facility or military agency; been involuntarily terminated or forced to resign; or have you resigned voluntarily while under investigation or threat of sanction from a hospital or healthcare facility or any military agency?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     n/a   FORMCHECKBOX 


	19. Are you currently using any illegal drugs?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
    

	20. During the last three years, have you ever been under the influence of alcohol or drugs during working hours?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     

	21. Have you ever been arrested for, or charged with, a crime involving children?   If yes, include the disposition of the  arrest or charge on a separate sheet. This statement is being answered under penalty of perjury, subject to applicable  Federal punishment for perjury?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     

	22. Have you ever been convicted of a felony or are you presently under investigation or have you been indicted for a 

      felony?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     

	23. Is there any reason you would be unable to perform the essential functions of the job for which you are applying with or without a reasonable accommodation?
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     

	Explain any “Yes” responses.  Attach additional page if necessary.  

     


	Statement of Applicant
In order for Credentialing Application to be complete, this page must be printed, signed by applicant, and submitted with supporting documentation.

	Section 1:  applies to ALL clinical staff members
( I fully understand and acknowledge that any significant misstatement in or omission from this application, whether intentional or not, may result in my being unable to continue to provide clinical services as a provider with Cummins Behavioral Health Systems, Inc.

( I hereby agree to be bound by all applicable policies and procedures regarding consumer services, and agree to abide by the principles and standards of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) and the principles, standards and ethics that apply to and govern my specialty and/or profession.

( I hereby authorize Cummins’ representatives* to consult with members of staff from other providers and organizations with which I have been associated, including past and present malpractice carriers, who may have information bearing on my professional competence, character and ethics, malpractice claims and settlements. 
( Furthermore, I  release from liability all representatives of Cummins Behavioral Health Systems, Inc. for their acts performed in good faith and without malice in connection with evaluating my credentials and qualifications, and I hereby release from liability any individuals, hospitals, or other organizations who provide information to Cummins Behavioral Health Systems, Inc. in good faith and without malice in connection with evaluating my application and credentials, including my professional competencies, ethics, character and other qualifications.
( I understand that Cummins respects each applicant’s cultural values and religious beliefs and attempts to make accommodation while providing safe and effective care to those served. I acknowledge that it is my responsibility to submit written notification with this application regarding any aspect of care from which I wish to be excused. I am aware that if accommodations to these requests are not reasonably possible or clinically appropriate, I may be allowed to explore other available job opportunities for which I am qualified. In the event accommodation is possible, I understand that, in the event of an emergency, I will be expected to perform my full job duties so as not to adversely affect the delivery of services. 
( If approved as a member of the clinical staff,  I specifically agree to: (1) refrain from fee splitting and other inducements relating to consumer referral, (2) refrain from delegating responsibility for diagnosis or care of consumers to any other practitioner who is not qualified to undertake the responsibility or who is not adequately supervised, (3) refrain from deceiving consumers as to the identity of any practitioner providing treatment or services, (4) seek consultation whenever necessary or required, (5) abide by generally recognized ethical principles applicable to my profession, (6) provide care and supervision as needed to all consumers for whom I have responsibility.

___________________________________________________________________
Section 2: applies to all Physicians, Advanced Practice Nurses, and HSPPs.
(  I understand that submission of an application for clinical privileges is not a guarantee that clinical privileges will be granted in full or in part.  I understand that upon submission of my application and subsequent review by the Privileging Committee, temporary clinical privileges may be granted by the Medical Director/Executive Vice President for Medical Services, pending final approval by Cummins’ Board of Directors during the next scheduled meeting.  I acknowledge that the assigning of temporary privileges during the application process does not guarantee that full privileges will be granted by the Board of Directors. 
( I understand that ongoing clinical privileges and two-year reappointments remain contingent upon my continued demonstration of professional competence and cooperation and shall be granted only on formal application in accordance with the policies and procedures of Cummins Behavioral Health Systems, Inc. 
Signature of Applicant: _____________________________________________                               Date: ________________ 
 (by signing above, you are verifying that you have read and understood all above applicable sections)
Printed Name and Credentials: ____________________________________________________
* For purposes of this application, “Cummins’ representatives” includes the Board of Directors, Medical Director/Executive Vice President for Medical Services, Executive Vice President for Operations, Vice President for Clinical Services, Executive Vice President for Corporate Compliance, Human Resources, and other appropriate department representatives.




	Initial Supporting Document Checklist
(this checklist not necessary for renewals)

Before completing this checklist, please review the application to ensure full and accurate completion.

	A. Submit copies of the following documents along with the signed  Statement of Applicant and Supporting Document Checklist:

	
	Enclosed?

	1. License(s), when applicable.  
     Must be copy of signed card-style license(s).


	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no, explain:       


	2. Certifications, if any.


	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no, explain:       


	3. Diploma(s) from all relevant degrees.
 
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no, explain:       


	

	B. Submit the following to your supervisor or Human Resources prior to or within the first week of employment:


	
	Are you including these documents with the application?

	   1. Resume/Curriculum Vita identifying   

       Cummins as your current employer.


	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	   2. Three (3) letters of professional reference  

        attesting to your clinical ability, ethical standards,  

        ability to work in a team setting, etc. 
· Letters must come from individuals who are NOT    

                 presently employed with Cummins.


	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no, have you made requests for the letters?                                          

                          Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 



	3. Additional documents required:

	
	Are you including this document with the application?

	a. Original transcript for highest degree(s) obtained: If original transcript is not available but has been ordered, note the anticipated arrival date on the Document Checklist.
	Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If no, have you made a formal request for the transcript?           Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 




Cummins’ Credentialing and Privileging Application must be completed by 


all staff in positions requiring a Master’s degree or higher.  





The information on this application will be used for internal credentialing and paneling with managed-care organizations.  This application may also be used to assist in the interview process and to provide vital information to Human Resources and Business Office personnel.  





Step 1.  Completion





This application is designed as an electronic form and should therefore be completed using a computer.  If necessary, the application may be printed and completed by hand.  Handwriting must be legible in order for the application to be processed.


 


To view the file:


Open a Microsoft Word compatible word processor and select the file name, or double-click the file attachment in your e-mail program.


Click on “View” on the menu bar at the top of the screen and select “Print Layout.”


To enlarge the document in the window, click “View” on the menu bar and select “Zoom.”  Then select “Page Width” or “Text Width.”


Use the mouse or the TAB key to advance through the document.





The application must be filled out in its entirety.  Incomplete applications will be returned for completion.  


 


Upon completion of the application: 


Print and then sign & date the Statement of Applicant (page 9).


Print the Supporting Document Checklist (page 10).


E-Mail the electronic application to Human Resources at: humanresources@cumminsbhs.org.


Forward pages 9 and 10, along with supporting documentation to:


 Human Resources, 6655 East Highway 36, Avon, IN  46123.


 





Step 2. Supporting Documentation





Submit copies of the following documents along with the signed  Statement of Applicant and Supporting Document Checklist:


License(s), when applicable.  Must be copy of signed card-style license(s).


Certifications, if any.


Diploma(s) from the highest degree(s) obtained. 





Submit the following to your supervisor or Human Resources prior to or within the first week of employment:


Resume/Curriculum Vita identifying Cummins as your current employer.


Three (3) letters of professional reference attesting to your clinical ability, ethical standards, ability to work in a team setting, etc.   Letters must come from individuals who are NOT presently employed with Cummins.





Additional documents required:


Original transcript for highest degree(s) obtained: If original transcript is not available but has been ordered, note the anticipated arrival date on the Supporting Document Checklist.
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