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	CREDENTIALING COMPLETION CHECKLIST

	 FORMCHECKBOX 

	1
	Initial Application (part 1 & part 2) has been reviewed for accuracy and/or completed with changes and/or updated information.

	 FORMCHECKBOX 

	2
	All disclosure questions have been answered with explanations provided for “YES” responses.

	 FORMCHECKBOX 

	3
	Release/Attestation/Signature Page has been signed (original signature) and dated.

	 FORMCHECKBOX 

	4
	New Privilege Form has been completed.

	 FORMCHECKBOX 

	5
	Copy of current Georgia Medical License (Wallet size) enclosed.

	 FORMCHECKBOX 

	6
	Copy of current DEA Certificate enclosed. (If no DEA, check here:   FORMCHECKBOX 
)

	 FORMCHECKBOX 

	7
	Current CV (month/year format) with the last 5 years of work history enclosed.

	 FORMCHECKBOX 

	8
	3 Professional References have been submitted

	 FORMCHECKBOX 

	9
	Schedule B for explanation of malpractice claims history completed, if applicable.

	 FORMCHECKBOX 

	10
	Malpractice Insurance Certificate/Face Sheet--(NON-EMORY FACULTY ONLY)

	 FORMCHECKBOX 

	11
	NPI Number is:






(If you do not have an NPI number, please apply online at:  https://nppes.cms/hhs.gov/NPPES/

	 FORMCHECKBOX 

	12
	Current copy of a federal or state license document with signature and photograph (state driver’s license or passport)

	 FORMCHECKBOX 

	13
	Continuing Medical Education (CME) Please attach documentation completed within the last two (2) years.

	 FORMCHECKBOX 

	14
	PPD (Tuberculosis Status) Please attach results of PPD testing within the last twelve (12) months.

	 FORMCHECKBOX 

	15
	Expedited Credentialing Policy Signature Page


Uniform Practitioner Credentialing Application Form

Allied Health Provider’s (Mid-Level)
*****Part Two*****
	Last Name (Including Suffix):
	First Name:
	Middle Name:

	
	
	

	E-mail Type:
	E-mail Address:
	Preferred? 

	Personal:
	
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Alternate:
	
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No


	Please choose facility(s) for which you are applying:

	___ Emory University Hospital
	___Wesley Woods Geriatric Hospital

	___ The Emory Clinic
	___Wesley Woods Long Term Hospital

	___ Emory Crawford Long Hospital
	___Wesley Woods Long Term Care

	___ Emory Johns Creek Hospital
	___ Emory Medical Care Foundation

	___ Emory Children’s Center
	___Specialty Select Hospital at CLH


	Professional/Medical Specialty Information – Primary  
(Please indicate the specialty that you are current practicing)

	


	SPONSORING PHYSICIANS AND TYPE (PRIMARY OR ALTERNATE):

	List Name(s) of Medical Staff Member
	Telephone Number

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	EMORY Specific Attestation Question and Champus Regulation Acknowledgement

	Do you have more than a 5 percent interest in any medical facility, medical services business or equipment business to which you might refer patients? By my signature below, I attest to the accuracy of my statement. 
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Signature:                                                                                                        Date:


Supervising Physician’s Statement For Mid Level Providers (If Applicable)
I request that ________________________________________ who is registered with the Georgia Board to be Supervised by me, be approved for appointment to the Allied Health Professional Staff to the Emory Healthcare facilities indicated on the Clinical Privileges form. I have read the Medical Staff Bylaws pertaining to my responsibility for utilizing a Mid Level Provider. I fully understand that any significant misstatement in or omission from this application may constitute cause for summary dismissal from the Medical Staff.
Physician Signature





Date
[image: image1.png]
Physician Name (Printed)


	LIST ALTERNATE SUPERVISING PHYSICIANS BELOW:

	1.

	2.

	3.

	4.

	5.

	6.

	7.

	8.



Attestation and Signature – Part II
By signing this application, I certify, agree, understand and acknowledge the following:

1. The information in this entire application is complete, current, correct, and not misleading.  

2. Any misstatements or omissions (whether intentional or unintentional) on this application may constitute cause for denial of my application or summary dismissal or termination of my clinical privileges, membership or practitioner participation agreement.  

3. A photocopy of this application, including this attestation, the authorization and release of information form and any or all attachments has the same force and effect as the original.  

4. I have reviewed the information in this application on the most recent date indicated below and it continues to be true and complete.  

5. While this application is being processed, I agree to update the information originally provided in this application, should there be any change in the information.

6. No action will be taken on this application until it is complete and all outstanding questions with respect to the application have been resolved.

7. The Medical Staff Bylaws, Rules and Regulations, Policies and Procedures of this Health Care Organization have been made available to me through the Medical Staff Office and I agree to be bound by the terms thereof, including any ethical pledges contained therein, if granted membership on the medical staff, a position on a provider panel, and/or clinical privileges.

This attestation statement and application must be signed no more than 180 days prior to
 the credentialing decision date.

Signature:______________________________________

Date:________________


PROFESSIONAL REFERENCE:_________________________________

ADDRESS:____________________________________________________________

CITY, STATE, ZIP:_____________________________________________________

RE:

#Name_FML_T#

The above named practitioner has applied for privileges in one or more facilities at Emory Healthcare. Based on your direct observation and/or to the best of your knowledge of the applicant’s competence in his/her specialty, please answer the following:

	Question
	Comments
	Yes
	No

	1
	How many years have you known the applicant?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	In what capacity have you observed this individual’s clinical practice?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Has the applicant attempted procedures beyond his/her skill, training and/or privileges?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	To your knowledge, does this applicant have any medical or psychiatric condition(s) that may affect his/her ability to practice or exercise the clinical privileges or responsibilities typically associated with the specialty and position for which the application is being made?    
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	If the answer to the any of the above questions is “YES” please give details in comments area below
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Does the practitioner get along with patients, colleagues, administrative, and ancillary staff?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please base your evaluation on the applicant’s demonstrated performance compared to that reasonably expected of a practitioner at his/her level of training, experience and background.


	Demonstrated Performance
	Comments
	Poor
	Good
	Superior
	Unknown

	1
	Basic Medical Knowledge
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	Professional Judgment
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Sense of Responsibility
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Clinical Competence
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Patient Management/Technical Skill
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Medical Records Completion
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7
	Participation in Medical Staff Affairs
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	Ethical Conduct
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



PLEASE CHECK ONE:              FORMCHECKBOX 
 I RECOMMEND              FORMCHECKBOX 
 I DO NOT RECOMMEND


Comments (optional): 








Signature of Professional Reference



Date

If you have any questions regarding this request, please call Emory HealthCare Inc.’s Office of System Credentialing at (404)778-5034 or Fax to (404) 778-4819.  Thank you for your prompt attention to this matter.

Emory Healthcare Office of System Credentialing

PROFESSIONAL REFERENCE:_________________________________

ADDRESS:____________________________________________________________

CITY, STATE, ZIP:_____________________________________________________

RE:

#Name_FML_T#

The above named practitioner has applied for privileges in one or more facilities at Emory Healthcare. Based on your direct observation and/or to the best of your knowledge of the applicant’s competence in his/her specialty, please answer the following:

	Question
	Comments
	Yes
	No

	1
	How many years have you known the applicant?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	In what capacity have you observed this individual’s clinical practice?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Has the applicant attempted procedures beyond his/her skill, training and/or privileges?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	To your knowledge, does this applicant have any medical or psychiatric condition(s) that may affect his/her ability to practice or exercise the clinical privileges or responsibilities typically associated with the specialty and position for which the application is being made?    
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	If the answer to the any of the above questions is “YES” please give details in comments area below
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Does the practitioner get along with patients, colleagues, administrative, and ancillary staff?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please base your evaluation on the applicant’s demonstrated performance compared to that reasonably expected of a practitioner at his/her level of training, experience and background.


	Demonstrated Performance
	Comments
	Poor
	Good
	Superior
	Unknown

	1
	Basic Medical Knowledge
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	Professional Judgment
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Sense of Responsibility
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Clinical Competence
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Patient Management/Technical Skill
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Medical Records Completion
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7
	Participation in Medical Staff Affairs
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	Ethical Conduct
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



PLEASE CHECK ONE:              FORMCHECKBOX 
 I RECOMMEND              FORMCHECKBOX 
 I DO NOT RECOMMEND


Comments (optional): 








Signature of Professional Reference



Date

If you have any questions regarding this request, please call Emory HealthCare Inc.’s Office of System Credentialing at (404)778-5034 or Fax to (404) 778-4819.  Thank you for your prompt attention to this matter.

Emory Healthcare Office of System Credentialing

PROFESSIONAL REFERENCE:_________________________________

ADDRESS:____________________________________________________________

CITY, STATE, ZIP:_____________________________________________________

RE:

#Name_FML_T#

The above named practitioner has applied for privileges in one or more facilities at Emory Healthcare. Based on your direct observation and/or to the best of your knowledge of the applicant’s competence in his/her specialty, please answer the following:

	Question
	Comments
	Yes
	No

	1
	How many years have you known the applicant?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	In what capacity have you observed this individual’s clinical practice?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Has the applicant attempted procedures beyond his/her skill, training and/or privileges?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	To your knowledge, does this applicant have any medical or psychiatric condition(s) that may affect his/her ability to practice or exercise the clinical privileges or responsibilities typically associated with the specialty and position for which the application is being made?    
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	If the answer to the any of the above questions is “YES” please give details in comments area below
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Does the practitioner get along with patients, colleagues, administrative, and ancillary staff?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please base your evaluation on the applicant’s demonstrated performance compared to that reasonably expected of a practitioner at his/her level of training, experience and background.


	Demonstrated Performance
	Comments
	Poor
	Good
	Superior
	Unknown

	1
	Basic Medical Knowledge
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	Professional Judgment
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Sense of Responsibility
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Clinical Competence
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Patient Management/Technical Skill
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Medical Records Completion
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7
	Participation in Medical Staff Affairs
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	Ethical Conduct
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



PLEASE CHECK ONE:              FORMCHECKBOX 
 I RECOMMEND              FORMCHECKBOX 
 I DO NOT RECOMMEND


Comments (optional): 








Signature of Professional Reference



Date

If you have any questions regarding this request, please call Emory HealthCare Inc.’s Office of System Credentialing at (404)778-5034 or Fax to (404) 778-4819.  Thank you for your prompt attention to this matter.

Emory Healthcare Office of System Credentialing

EXPEDITED CREDENTIALING POLICY: EMORY UNIVERSITY HOSPITAL / EMORY CRAWFORD LONG HOSPITAL / 

WESLEY WOODS CENTER
PURPOSE:

The purpose of the expedited credentialing policy is to ensure that physicians and other practitioners who meet minimum approved criteria following completion of the full credentialing process, as defined in the Medical Staff Bylaws, are approved for membership on the Medical Staffs of the Emory Hospitals and granted appropriate clinical privileges in a timely and efficient manner. 
DEFINITION: 

Expedited credentialing is the process by which practitioners, meeting minimum approved criteria, are recommended for membership and privileges via an expedited approval process by the Emory Healthcare Board, or delegated subcommittee of the Emory Healthcare Board, the Governing Body of the Emory Hospitals.  As set forth in the Medical Staff Bylaws, the expedited credentialing process is not equivalent to the process for the granting of temporary privileges and is not to be confused with that separate process and criteria.
PROCEDURE: 
I. An expedited credentialing process may be utilized when the Emory Healthcare System Credentialing Office has received a completed application from the applicant, the applicant does not fall within any criteria set forth in Section II below,  and all verifications and other information as required have been completed.   
II. An applicant is ineligible for the expedited credentialing process if the applicant has had:
1. 
Any PSC recommendation that is adverse to the applicant or has any limitations or other qualifications.
2.
Any past or current adverse action(s) concerning medical staff membership, clinical privileges, academic affiliation, appointment, or employment including any involuntary termination, loss of, reduction, withdrawal,  limitation, restriction, suspension, revocation, denial, or non-renewal of such membership, clinical privileges, academic affiliation, appointment, or employment.  
3.
Any previously successful or currently pending challenges to any licensure, registration or certification including any involuntary restriction, suspension (excluding medical records), revocation, denial, surrender, non-renewal, public or private reprimand, probation, consent order, reduction, withdrawal, limitation, relinquishment of such licensure, registration or certification.  
4.
Any professional liability action(s) resulting in a final judgment against the applicant for       $1 million  for a single incident or an excessive number (in the reasonable judgment of the PSC) of professional liability actions relative to such applicant's specialty filed against the applicant within the past five (5) years. 

5.
Any suspension, fine, discipline, sanction, or other restriction from participating in any federal or state health insurance program.  
6.
Any  history of addiction to alcoholic substances or unlawful or controlled substances, or history of use of unlawful drugs, or who has undergone rehabilitation or treatment for an addiction to alcoholic substances, unlawful drugs or controlled substances, if within seven (7) years from the diagnosis of such addiction, or rehabilitation or treatment.
7.  
Any negative or adverse peer review reference.
8.
Any felony conviction.
9.
Any unexplained time gaps of more than six (6) months in the applicant’s clinical experience or training.
10.
The foregoing criteria shall not otherwise limit the PSC, the Emory Healthcare Board, or delegated Emory Healthcare Board subcommittee (Expedited Credentialing Committee), from excluding any other applicant from the expedited credentialing process if there are concerns regarding the appropriateness of the applicant, or if the application contains information indicating a need for further inquiry or investigation.   
III. The Expedited Credentialing Committee of the Emory Healthcare Board is authorized by the Board to approve membership on the Medical Staffs of the Emory Hospitals and grant appropriate clinical privileges.  A favorable decision by the Expedited Credentialing Committee will result in the status or privileges requested.
IV. At the reasonable discretion of the Expedited Credentialing Committee, credentialing decisions may be referred to the full Emory Healthcare Board for review and/or action. All credentialing decisions referred to the full Emory Healthcare Board directly from PSC or Expedited Credentialing Committee will require a signed letter of justification/ certification from Chair/Chief of department/service to the Board justifying in detail the Chair/Chief’s recommendation for status and privileges requested by applicant. The Chair/Chief may also be requested by the Board to appear personally at a Board meeting to discuss his/her recommendation and justification.
V. Any initial or reappointment credentialing file previously ineligible for expedited credentialing but acted upon favorably by the Emory Healthcare Board, will be eligible for expedited action for the addition of additional hospital appointment or clinical privileges so long as the information in the credentialing file has not changed since Board action. 
ACKNOWLEDGEMENT:

I have read and understand the Expedited Credentialing policy.  I understand that failure to return my reappointment application may result in interruption in my appointment and clinical privileges if I am ineligible for expedited credentialing.
Signature




Date
CRIMINAL BACKGROUND CHECK RELEASE -
EMORY JOHNS CREEK HOSPITAL

APPLICANT AUTHORIZATION AND CONSENT FOR RELEASE AND DISCLOSURE

We truly welcome your application for medical staff membership and/or clinical privileges at one or more of the Emory Healthcare affiliated entities (collectively referred to as “Emory Healthcare”).  We are proud of our success and recognize it as the result of the quality and caliber of the members of our organization. In pursuit of that excellence, we require as a condition of medical staff membership and/or clinical privileges and/or continued membership and/or privileges that all applicants consent to and authorize a verification of the background information submitted on their application and résumés.

This release and authorization acknowledges that  and Emory Healthcare, and its representatives and/or agents, and CHRM, a consumer reporting agency, may now, or at any time while you are affiliated with the medical staff(s), administer testing instruments, conduct and retrieve a verification of your education, previous employment/work history, credit record, contact personal references, access motor vehicle records, worker’s compensation records and to receive any criminal history record pertaining to you which may be in the files of any federal, state, county or local criminal justice agency in any State and/or other information deemed necessary to fulfill your duties and obligations with respect to medical staff membership and/or clinical privileges. The information received may include, but may not be limited to, the aforementioned agencies.  The results of this verification process will be used to determine the granting of medical staff membership and/or clinical privileges.

I authorize Creative Human Resource Management of Marietta, Georgia (referred to as "CHRM") and any of its agents/designated representatives to disclose orally, electronically, and in writing the results of this verification process and/or interview to the designated authorized representatives of Emory Healthcare. 
I do hereby forever release and discharge Emory Healthcare, including, but not limited to all trustees, directors, officers, employees, and agents, CHRM, and its associates to the full extent permitted by the law from damages, losses, liabilities, costs and expenses, or any other charge of complaint filed with any agency arising from the retrieving and reporting of information. According to the Federal Fair Credit Reporting Act, I am entitled to know if adverse action is taken based on information obtained by Emory Healthcare and to receive orally, written or electronically a copy of the consumer report and a description of the rights of a consumer. I agree that any copy of this document is as valid as the original.

I hereby certify that all of the statements and answers set forth on the application form and/or my résumé are true and complete to the best of my knowledge. I understand that if subsequent to the granting of medical staff membership and/or clinical privileges at any of the Emory Healthcare affiliated entities, any such statements and/or answers are found false or that information has been omitted, such false information or omissions will be considered as cause for possible termination of membership and/or clinical privileges.

I also agree that, in the event medical staff membership and/or clinical privileges were granted prior to the discovery of such misrepresentation, misstatement or omission, such discovery may result in summary suspension and immediate termination of such appointment and/or privileges. Any denial, summary suspension, or termination based on misrepresentation, misstatement, or omission may preclude me from the right of a Hearing and Appeal as provided in the applicable Emory Healthcare Medical Staff Bylaws.

NOTE: The following information is provided voluntarily and is used for identification purposes in verifying information submitted for medical staff membership and/or clinical privileges. Please print clearly all information requested for the past seven years.

Applicant: _________________________________________________________________ Location # ____________

Social Security # ____________________________ Sex ______ Race ______ Date of Birth: _____________________

Current Address: ____________________________________________________________ Yrs. ____ Mos. _________

City: _________________________________ County: ____________________ State: __________ Zip: ____________
Driver Lic # _______________ State: _____ Signature: _____________________________________ Date: ___________
RESIDENT ADDRESSES FOR STATES OTHER THAN GEORGIA 
DURING THE PAST 7 YEARS
Previous Address: ____________________________________________________________ Yrs. _____ Mos. ________

City: ________________________________ County: ____________________ State: __________ Zip: _____________

Previous Address: ____________________________________________________________ Yrs. _____ Mos. ________

City: _________________________________ County: ___________________ State: __________ Zip: _____________
Applicant’s Signature Required:

Driver Lic # _______________ State: _____ Signature: _____________________________________ Date: ___________
Confidentiality and Security Agreement -
Emory Johns Creek Hospital

I understand that the facility or business entity (the “Company”) in which or for whom I work, volunteer or provide services, or with whom the entity (e.g., physician practice) for which I work has a relationship (contractual or otherwise) involving the exchange of health information (the “Company”), has a legal and ethical responsibility to safeguard the privacy of all patients and to protect the confidentiality of their patients’ health information.  Additionally, the Company must assure the confidentiality of its human resources, payroll, fiscal, research, internal reporting, strategic planning, communications, computer systems and management information (collectively, with patient identifiable health information, “Confidential Information”).  

In the course of my employment / assignment at the Company, I understand that I may come into the possession of this type of Confidential Information.  I will access and use this information only when it is necessary to perform my job related duties in accordance with the Company’s Privacy and Security Policies, which are available on the Company intranet (on the Security Page) and the internet (under Ethics & Compliance).  I further understand that I must sign and comply with this Agreement in order to obtain authorization for access to Confidential Information.  

1. I will not disclose or discuss any Confidential Information with others, including friends or family, who do not have a need to know it.

2. I will not in any way divulge, copy, release, sell, loan, alter, or destroy any Confidential Information except as properly authorized.

3. I will not discuss Confidential Information where others can overhear the conversation. It is not acceptable to discuss Confidential Information even if the patient’s name is not used.

4. I will not make any unauthorized transmissions, inquiries, modifications, or purgings of Confidential Information.

5. I agree that my obligations under this Agreement will continue after termination of my employment, expiration of my contract, or my relationship ceases with the Company.

6. Upon termination, I will immediately return any documents or media containing Confidential Information to the Company.  

7. I understand that I have no right to any ownership interest in any information accessed or created by me during my relationship with the Company.  

8. I will act in the best interest of the Company and in accordance with its Code of Conduct at all times during my relationship with the Company.

9. I understand that violation of this Agreement may result in disciplinary action, up to and including termination of employment, suspension and loss of privileges, and/or termination of authorization to work within the Company, in accordance with the Company’s policies.

10. I will only access or use systems or devices I am officially authorized to access, and will not demonstrate the operation or function of systems or devices to unauthorized individuals.

11. I understand that I should have no expectation of privacy when using Company information systems.  The Company may log, access, review, and otherwise utilize information stored on or passing through its systems, including e-mail, in order to manage systems and enforce security.

12.
I will practice good workstation security measures such as locking up diskettes when not in use, using screen savers with activated passwords appropriately, and position screens away from public view.

13. I will practice secure electronic communications by transmitting Confidential Information only to authorized entities, in accordance with approved security standards.  

14. I will:

a. Use only my officially assigned User-ID and password (and/or token (e.g., SecurID card)).

b. Use only approved licensed software.

c. Use a device with virus protection software.

15. I will never: 

a. Share/disclose user-IDs, passwords or tokens.

b. Use tools or techniques to break/exploit security measures.

c. Connect to unauthorized networks through the systems or devices.
16. I will practice secure electronic communications by transmitting Confidential Information only to authorized entities, in accordance with approved security standards.  
17. I will:

a. Use only my officially assigned User-ID and password (and/or token (e.g., SecurID card)).

b. Use only approved licensed software.

c. Use a device with virus protection software.

18. I will never: 

a. Share/disclose user-IDs, passwords or tokens.

b. Use tools or techniques to break/exploit security measures.

c. Connect to unauthorized networks through the system or devices.

19. I will notify my manager, Local Security Coordinator (LSC), or appropriate Information Services person if my password has been seen, disclosed, or otherwise compromised, and will report activity that violates this agreement, privacy and security policies, or any other incident that could have any adverse impact on Confidential Information.  

The following statements apply to physicians using Company systems containing patient identifiable health information (e.g. CPCS/Meditech):

20. I will only access software systems to review patient records when I have that patient’s consent to do so.  By accessing a patient’s record, I am affirmatively representing to the Company at the time of each access that I have the requisite patient consent to do so, and the Company may rely on that representation in granting such access to me.
21. I will insure that only appropriate personnel in my office will access the Company software systems and Confidential Information and I will annually train such personnel on issues related to patient confidentiality and access.
22. I will accept full responsibility for the actions of my employees who may access the Company software systems and Confidential Information.
23. I will notify my manager, Local Security Coordinator (LSC), or appropriate Information Services person if my password has been seen, disclosed, or otherwise compromised, and will report activity that violates this agreement, privacy and security policies, or any other incident that could have any adverse impact on Confidential Information.  

Signing this document, I acknowledge that I have read this Agreement and I agree to comply with all the terms and conditions stated above.

	Employee/Consultant/Vendor/Office Staff

/Physician Signature


	Facility Name and COID
	Date

	Employee/Consultant/Vendor/Office Staff

/Physician Printed Name


	Business Entity Name
	


Initial Information.  

HIPAA Privacy
Rule - Organized Health Care Arrangement

EMORY JOHNS CREEK HOSPITAL

The Health Insurance Portability and Accountability Act, Standards for Privacy of Individually Identifiable Health Information (“HIPAA Privacy Rule”) became effective April 14, 2003.  This Rule is the first comprehensive federal legislation concerning the privacy of patient information.  The Rule will cover oral, written, and electronic communications that involve protected health information.  

To comply with the HIPAA Privacy Rule, Emory Johns Creek Hospital uses a Notice of Privacy Practices form during the admission process, which describes the new patient privacy rights and Emory Johns Creek’s privacy practices for use and disclosure of protected health information. Each covered entity (hospitals and physicians) must provide a written notice to their patients.   

The Rule allows for an option called an Organized Health Care Arrangement (OHCA).  The OHCA is defined as a clinically integrated care setting in which individuals typically receive health care from more than one health care provider. The facility and its medical staff are an Organized Health Care Arrangement under the rule.  

The benefits of an OHCA for Medical Staff Members:

· The Emory Johns Creek Hospital’s Notice of Privacy Practices serves as a joint notice for both the hospital and the physician when the patient presents for treatment or hospitalization.

· A Business Associates Agreement will not be required for you to serve on Medical Staff Committees.

· The sharing of protected health information, for payment and operations purposes, between Emory Johns Creek and your practice will be allowed without requiring the patient to sign separate authorization forms.

We believe the OHCA relationship is beneficial for physicians and for Emory Johns Creek Hospital.  The Medical Staff Bylaws state that all Medical Staff members will be part of the Organized Health Care Arrangement.  No further action is required on your part. 

For additional information on the Organized Healthcare Arrangement (OHCA) please contact the Facility Privacy Official, Sandra D. Larry, HIM Director.

PLEASE KEEP THIS PAGE FOR YOUR INFORMATION

DO NOT RETURN THIS PAGE WITH YOUR APPLICATION







ECLH / EUH / WWC / WWLTH





Effective September 26, 2007, the Medical Staff Bylaws have been amended to require that the member submit evidence of tail, or prior acts coverage, in the event of a change in professional liability carrier. Failure to do so within ten (10) days of the change, will result in the practitioner’s clinical privileges being automatically suspended.











Signature						               Date�






PROFESSIONAL REFERENCES


Emory Hospitals’ Medical Staff Bylaws require three professional references. At least two


(2) of the references must be licensed physicians (other than the primary sponsoring physician) 


and one may be a peer.








04/29/2008
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