WENATCHEE VALLEY MEDICAL CENTER

MEDICAL STUDENT/MID-LEVEL INFORMATION FORM

	I.  INSTRUCTIONS

	This form should be typed or legibly printed in black ink.  Current copies of the following documents must be submitted with this form:  (all are required for MDs, DOs, ARNPs, and PA-Cs, as applicable)

· State Professional License(s)

· DEA Certificate (if applicable)

· Face Sheet of Current Professional Liability Policy or Certificate
· CV
Send the completed form w/attachments to:            Or Fax completed forms to:

Wenatchee Valley Medical Center                            Lisa Guest/Medical Staff Coordinator

Lisa Guest/Medical Staff Coordinator                      509-664-3412

P.O. Box 489

Wenatchee, WA   98807-0489

If you have any questions, contact Lisa Guest at (509) 664-4868, ext. 5757



	II. STUDENT INFORMATION

	Last Name:  (include suffix; Jr., Sr., III)
	First:
	Middle:
	Degree(s):



	Is there any other name(s) under which you have been known by reference, licensing and or educational institutions?



	Office Mailing Address:


	City:



	
	State:
	Zip Code:

	Office Telephone Number:

(    )
	Pager Number:
	E-Mail Address:

	Birth Date:
	Birth Place (city & state)
	Citizenship:

	Social Security Number:
	UPIN Number:
	           (   Male              (  Female          

	Specialty/Sub Specialties:
	Hospital Admit Privileges and/or arrangement w/covering physician(s):



	III.  SUPERVISING PRACTITIONER INFORMATION

	Name of Practitioner  

	Anticipated Dates:

Beginning Date -

Ending Date -

	Primary Office Name
	Federal Tax ID Number:



	Primary Office Street Address:


	City:

	
	State:
	Zip Code:

	Manager / Physician / Mid-level Name & Telephone Number:

                                                                    (      )
	Fax Number:

(       )


Reviewed and approved by:

WENATCHEE VALLEY MEDICAL CENTER

820 N. Chelan Avenue, P. O. Box 489

Wenatchee, Washington 98807-0489

AUTHORIZATION TO RELEASE FORM

In making application to Wenatchee Valley Medical Center, I realize that some or all of my listed references may be contacted, and thereby grant such approval.  I further release Wenatchee Valley Medical Center to consult with others who may have information bearing on my competence, character, ethical qualifications, quality assurance and peer review from hospital medical staff, multispecialty group, clinic, or area review agencies.  I understand that Wenatchee Valley Medical Center may request a background check on me from the Washington State Patrol and I consent to that request.  I further release Wenatchee Valley Medical Center to obtain professional liability information, including past, present, and pending malpractice claims and suits.

I authorize all listed references and any other persons or entities contacted by Wenatchee Valley Medical Center to fully answer any and all questions Wenatchee Valley Medical Center may have to provide any and all information requested by Wenatchee Valley Medical Center.  I further release Wenatchee Valley Medical Center and any party responding to inquiry by Wenatchee Valley Medical Center regarding me from all liability for acts, information and communications performed in good faith and without malice in connection with evaluation of this application.

_____________________________________

Name (please print or type)

_____________________________________

Street Address

_____________________________________

City


State

Zip Code

_____________________________________

 

Date of Birth (for identification only)


 

___________________________________________

Maiden or former name (please print or type)

_____________________________________

____________________

Signature






Date

03/07/05

