@ Ann & Robert H. Lurie
Children’s Hospital of Chicago®

. o o . Children’s Community Physicians Association
CCPA Initial Credentialing Application Instructions

Children’s Community Physicians Association (CCPA) uses the Illinois Department of Public
Health’s (IDPH) Health Care Professional Credentialing and Business Data Gathering Form (IL
application) as the official initial credentialing application for the CCPA credentialing process.
Please view detail instructions below on how to complete each section of the IL application.

Getting Started

To complete the IL application, you will need the support documents listed below. Please note
you are required to submit your support documents to CCPA along with the IL application.

All Current Professional License(s)

Current Federal D.E.A. Certificate

Current State Controlled Substance Certificate(s)

Current Certificate of Insurance

ECFMG Certificate (if applicable)

Copies of Diploma(s), Residency Certificate(s), Fellowship Certificate(s) as applicable
Current Curriculum Vitae

Board Certification Certificate or Letter from ABP with Effective Date

Ooo0o0ooooo

IDPH Health Care Professional Credentialing and Business Gathering Form
The sections highlighted in yellow or green or outlined in red are to be filled out in its entirely if
applicable.

Affirmation of Information — pg. 2 Ty

Page two (2) of the IL application is O —
. . . . and copies of the following:

affirming that all the information listed on " )

the application is complete and true to the

[ Curriculum Vitae

. : [ All Current Professional Licenses
beSt Ofyour knOWIedge' Once thls page 18 [ Current Federal DEA License, If Applicable
Slgned and Submltted to CCP A’ the g Current State Controlled Substance License(s), If Applicable :
. . R e T IR e D R e
applicant is the only person who can make
. . . [] Current CLIA Certificate, If Applicable
changes to the IL application. See Figure 1. = R

] ECEMG Certificate, If Applicable

[0 Professional School Diplom, Residency Certificates, Fellowship Certificates, and Board
Certifications, As Applicable

AFFIRMATION OF INFORMATION

I represent and warrant that all of the information provided and the responses given are correct and
complete to the best of my knowledge and belief. I understand that falsification or omission of
information may be grounds for rejection or termination, in addition to any penalties provided by law. I
further agree to prompily inform all entitics to which this form was sent and not rejected of any change
required to be updated by the Health Care Professional Credentialing and Business Data Gathering
Update Form.

Lunderstand that this application does not entitle me to participation in any hospital, health care entity,
or health plan.

Sign and Print Name

Applicant’s Signature Type or Print Name Date

ACH HOSPITAL, HEALTH CARE ENTITY,
Y ALSO REQUIRE COMPLETION OF AN
X

Figure I - IL App. Pg. 2



Chapter A: Practice and Professional
Information — pg. 3

Page three (3) is the collection of general
information about the physician. All areas of
this section must be completed, even the

CONFIDENTIAL INFORMATION section. If

there is information on this page that you do

not want to include because you are emailing it

to CCPA. Please call a CCPA team member
and they will take the sensitive information
over the telephone. See Figure 2.

Fill out page completely, including the
confidential information box.

Section B. Professional Information
pgs.4-6

Section B of the application is for IL
professional license, DEA, and state control
substance information. All Indiana
physicians, who do not have an IL
professional license, please add you state
professional license information in the
Current and Previous Professional
License(s) in Other States.

Please note, if you list other state licenses
on your application, submit a copy of the
corresponding license in your completed
application packet. See Figure 3.

Fill this section out if practicing in Indiana.

Complete for each Specialty Section, please
be sure to answer the question about when
you are taking the boards certification test
if you currently are not board certified.

Note: if you have failed your board test,
answer yes to question #8 on the
Disclosure Question page 19 and complete
Form A. See Figures 4-6.

CCPA IL Application — Page 2

Fill out page completely, including the confidential information box.

CHAPTER A:
PRACTICE AND PROFESSIONAL INFORMATION

| SECTION A. GENERAL INFORMATION

Name:

Last First MI Degree

List other names by which you have

Last First MI

If you have been known by other names, please explain why your name changed

Birth Date:, Place of Birth:

Gum/ddlyy) City State Country
Sex: [JMale [JFemale  Language Fluency of Applicant: [] English [] Other
U.S. Citizen? [] Yes  []No [ Spanish
If no, do you have a legal right to reside permanently and work inthe U.S.? [] Yes [JNo

Resident Visa o CONFIDENTIAL INFORMATION

Social Security Number:

Contact Person:

Last First MI
Telephone Number: ()

Mailing Address:

Street City State Zip

Daytime Phone; () Fax Number: (

E-Mail Address.

Check here if you have appended additional information for this section: []

(Please continue next page)
Health Care Professionals Credentialing & Business Data Gathering Form 3
Applicant Name:

Figure 2 - IL App. Pg. 3

SECTION B, PROFESSIONAL INFORMATION

Illingis Professiong] Licenss MNumber:

Lizense Lolimited?  vas [

0 [t £ %5, pliasis axplaim limitation

{lurrent and Previous Professional License(s) in Other States
State, Licorsn v

0 [l { i, plesase explaim limitation

Fiep: D,

License Lolimited?  Yes [

Stute. License W,

Luense Unlimited?  Yes []

g Drng
20 [ [T, plesse expliain Limilation

Fill this out if practicing in Indiana

fromilely

ey

Htaie: Lizanae #;
Liense Unlimited?  Yes [

K atg

N [ L[, plettses expliin limitution.

rinndeeg

Chuck here if you huve uppended sdditional information for this sectivn; [

Current Federal DEA License Nunmiber:

CONFIDENTIAL INFORMATION

DEA Livense Xumber Cxpinutivo Thie

I8, plesse explem limiltion:

License Unlimied? Yes ] Me [J

Check here i you have uppended additional informatien for Uhis section: [

Current and Previous State Controlled Substance Number(s):

CONFIDENTIAL INFORMATION

Slals 25 Livense Expiration Thete
Slule: 5 Livense & Lxpirativn Dule:
Stata: 0% | iconss & Faxpiration st

Please identify all limitation related  the above Controlled Substances Number(s) and explain
limitation.

)

Haulth Cure Frefessonals Credentaling & Busmess Dutn CGathenimg Bemm
Apphent b

Figure 3 - IL app Pg. 4



Medicarc Unique Provider ID# (UPIN),
National Provider
Medicaid 113
X-Ray Certification: Stare

5PI)

Centificare # Expication Dare

o

Check here if you have appended additional information for this section: [

COMPLITE FOR EACH SPECIALTY

Specialiy I
e you Tiowrd Certified in Specially T2 Ves [

10 Ves, mame of Certi fyimg Prend:

e O

Toate of Cerlificution:, Dt ol Recertification (iCapplicable):

) "

]

[T P e b o e st b ke o spcaly Prorscer Y v L1 o L1 )

T Clerifying Beardh Leken, e sle Certifiestion xpration Dale, iC Any

Treas]

w
([Tt taker, dire scbeliled b fake Spesially Tioerds )]

2 s
Are vou Raard Certified m Specialty 117 ves [J

ne O

1T Ve, mame of Certifying Boank:

Thie of Certieation: e of (i applicab)

Tl [T
1Mo, hive you taken o7 i yeu scheduled o ke the specially bosmdscertilication? Ves [

I

cards teken, g1

Certifieasion Hpiratian [as, it

(myy)
1 net taken, duss seheduled ta tnks Spesialty Hasrds:

(Ploase contiiue next page)

el Gars P fesumls Credbonbaling & Business eta Gotbei Lo
Appicen Name

Figure 4 - IL app Pg. 5

FORM A — ADVERSE AND OTHER ACTIONS

DUPLICATE
applies. Use reverse side of this form If additional space is needed,

Applicant Mame:

form as necessary to camplete separate sheet for KACH oceurrence

Last Farst

Indicate the number of ONE of the guestions in Section 1 to which ya

A Describe the this

amswered “yes”. Ques

on Nu

. Please include the date of the occurrencs

B. Provide an explanation of any actions laken. Plewse include the date Lhe wetion

tuken.

€ Provide the current slatus of the issue

D fknown:  Contact:
epartment/ ommittee:
Address:
Street City State
Telephone L)
Signutur Dhate:

calth Cars Professionals Crodentinling & Business Duta Gathenng Ferm
Applicant Name

Figure 6 - Form A

CCPA IL Application — Page 3

Please answer all disclosure questions,

[ SECTION J. PROFESSIONAL HISTORY: CONFIDENTIAL

‘ ADVERSE OR OTHER ACTIONS

submit with all applications. Please answer the the best of your knowledge
with n “yes” or *no If you answer “yes™ {0 any question) please complete Form A Please make
copies of Form A as needed and complete one form for each “yes” answer.

1. Has your license to practice in any jurisdiction ever been denied. restricted, limited,
suspended, revoked, Ganceled and/or sublect o probation cither voluntarly or
Tnvoluntail. or has your application fr & heense cvér been wihdrawn

OvYes ONo
2. Have you ever been reprimanded and/or fined, been the subject of a complaint and/or
have you been noti‘ied in writing that you have been investigated as the possible
subject of a criminal, civil or disciplinary action by any state or federal agency which
licenses providers? O Yes
O ves
? O Yes

5. Has any information pertaining to you, including malpractice judgments and/or
disciplinary action, ever been reported to the National Practitioner Data Bank (NPDEB)
and/or any other practitioner data bank?

Owo
Do
[mhNY

3. Have youlostany board certification(s), and/or failedto recertiy?

4. Have you been examined by a C

ifying Board but failedto pas

Oves ONo
6. Has your federal DEA number and/or state controlled substances license been

restricted, limited, relinquished, suspended or revoked, either voluntarily or

r have you ever been notified in writing that v i

investigated as the possible subject of a criminal or disciplinary action with respect to
your DEA or controlled substance registration? [] OYes [ONo
7. Have you, or any of your hospital or zmbulzmr} surgery center privileges andor

membership been denied, revoked, suspended, placed on probation,

proctored, laced under mandatory consultation of non-seneweds Oves ONo
8 Have you volunarily or invohunarily relinquished or falled to soek renewa of your

hospital or ambulatory surgery center privileges for any r

OYes ONo

Have any disciplinary actions or proceedings been instituted against you and/or are
any disciplinary actions o proceedings. now pending with respect (o your hospial or
ambulatory surgery center privileges and/or your license? [

Oves ONo
10 Have you ever ben rprimanded, censured, excluded, suspended andor disqualificd
from participating, o- voluntarily withdrawn to avoid an investigation, in Medi

Niedicaid, CHAMPUS and/or any other sovermental heali-relted programs? ]

Oves [ONo

11 Have Medi id, CHAMPUS, PRO authorities and/or any other third party
payors brought charges against you for alleged inappropriate fees and/or quality-of-
care issues? [

OYes ONo

Health Care Professionals Credentialing & Business Data Gathering Form
Applicant Name:

Figure 5 - IL App Pg. 19



CCPA IL Application — Page 4

Section C: Professional Liability Insurance

s. 7-8
p g SECTION C, PRO] SIONAL LIABILITY INSURANCI

Section C requires that you list the malpractice - ——

have received coverage in the past 10 years.

insurance coverage that you had over the last ten CURRENT PROFESSIONAT, LIABILITY INSURANCE.
(10) years (current and previous). covmRTL e

Carsier
Avdress.

Sireet i T
Folicy Number Criginal Effective Date Foxpiration Date

mmaay T

If you have been denied or voluntarily RGOS e e
relinquished your professional liability insurance s e
coverage, and/or had your professional liability e
insurance coverage canceled, non-renewed or T T T

limits reduced, please answers the Liability CONFLENTLALINFOLTION

Insurance section questions on page 20. If you e
answer yes to any question, please complete B e G

Relrosolive Tl

Form C. See Figures 7-9. B

What type of covernge da you have? [ Gecurrense

Ilas eny judsment of payment of claim or settlement amount exceeded the Lists of tis coverage?
O] ves

Oro
Flslth Coro Profissiomi Crersiling & Fisinoss Data Gatrariog Form -
Applicant Wames
Figure 7- IL App. Pg. 7
| FORM C'- LIABILITY INSURANCE
12 Have youbeen denied membership and/or been subject to probation, reprimand, T ] ] o
sanction ordisciplinary octon, ot have you eve been nkifiedin wriing tat you are DCPLICATE i form sy 0 couplte  sarsesectfor EACH seionor
being investigated as the possible subject of a criminal or disciplinary action by any allegation. e reverse side of this form i addition] space is nce
health care organization, ¢.g. hospital, HMO, PPO, IPA, professional group or society,
fi )? Ye: N
licensing board, certification board, PSRO, or PRO? [] Oves ONo spplint e,
13, Have you withdrawn an application or any portion of an application for appointment Lasl Ll il
or reappointment for clinical privileges or staff appointment or for a license or e ) .
membership in an IPA, PHO, professional group or society, health care entity or health A History of Professional Linbility Insurance (Please checkOne)
cae plan prir o firal decison 0 avoid 3 professional review o an advere 0 o il ConRensed
Cunweled ety pplication Tenied
¥ T
PROFESSIONAL LIABILITY ACTIONS B Carrier Name
If you answer yes to any question(s) in this section please complete FORM B. Please make copies of C Clrrier Telephone Number 0 3
FORM Bif needed, and complete one for each yes answer.
D Pelicy Nuner
1. Have any professional liability judgments ever been entered against you? Oves o
“arricr Address (tract City, Stare ZpCodo)
2. Have any professional liability claim settlements ever been paid by you and/or paid on K Carrier Addtees (Sroee. Gty Stts. ZinCode)
your behalf? Oves O
3. Arethere any currently pending professional lability suits, actions and/or claims filed
against you? OvYes O F. Dl of Covernge: Trom (s’ T iy
4. Hasany person or entity ever been sued for your clinical actions? OvYes CINo 5 Cleustemes eled
LIABILITY INSURANCE
Iffyou answer yes to this question please complete FORM.C, Signature; D,
Have you ever been denied or voluntarily relinquished your professional liability insurance
coverage, and/or have had your professional lability insurance coverage canceled, non-
renewwed or limits reduced ? OYes ONo
CRIMINAL ACTIONS
If you answer yes to any question(s) in this section please complete FORM D, Please make copies of
FORMD if needed, and complete one for each yes answer.
1. Have you been charged with or convicted of a crime (other than a minor traffic
offense) in this or any other statc o country and/or do you have any criminal charges
pending other than minor traffc offenses in this sate or any other state or country? gYs g
2. Have you been the subject of a civil or criminal complaint or administrative action or
been nolified in writing that you are being investigated as the possible subject at @
civil, criminal or administrative action regarding sexval misconduct, child abuse,
domestic violence or elder abuse? ao's gt Heslth Cere Prafiss onls Crerlonfaling & Business Data Gathering Form FORM O

Applican: Narme:

Health Care Professionals Credentialing & Business Data Gathering Form 20
Applicant Name:

) Figure 9 - IL App. Form C
Figure 8- IL App. Pg. 20



CCPA IL Application — Page 5

Section D: Education and Training SECTION D EDUEATION AN TR
pgs. 9-12 B S B T L
Section D. requires that you complete all ALPRORSSIONAL SCHOOL

sections that relates to your education and
training. A signed and dated letter
explaining a gap in your training of more
than 30-days is required. Please submit the V
letter with your completed application. T

palicates the Inforn

INTERNSIIIP
All initial credentialing applications N —
requires the applicant to submit a copy of T m —
their medical degree and residency mmmmm - -

certificate.

L more than ene meersip, pleass check bere mnd attach adebticnal mfermaticn that dupliatcs the wmnaon
aqosstcd ahove: [

If you answer yes to graduating from a
foreign medical school and are certified by

the Educational Commission for Foreign e
Medical Graduates (ECFMGQG), please

include a copy of your ECFMG certificate Figure 10 - IL App. Pg. 9
with the completed IL application. See

Figure 10.

Membership Status — Use for Sections E,
F’ and G - pgs. 13_15 STATUS — USE FOR SECTIONS E, F, AND G

Please complete all the sections in the hospital s e Bl o o o, etk s oS © ol
membership status areas as it pertains to your e
current and previous privileges. Note: this o || e
does not include your hospital membership e i
during your internship/residency and or SECTION - TIOSPITAT MEVBRSITP CTRRINT ANDPRVDING
fellowship. e e T L
If you have voluntarily or involuntarily — 7 ]
relinquished or failed to seek renewal of your ke A
hospital privileges for any reason. Please e
answer question #8 on page 19 of Section J. T

and complete Form A. See Figures 11 — 14. O s

Wembership Stug: Ttes:

Frmfwoyy Lol

Section F: Fill out this section if you have bipeacatrion S AT
held any previous hospital privileges.

Jf Spec ity a1 this Tlospital?

Faalth Carz Profissianals Cradendil ng & Ausingss et Gathering Form i
ApslicantName

Figure 11 - IL App. Pg. 13



CCPA IL Application — Page 6

€. Other Hospital FORM A - ADVERSE AND OTHER ACTIONS ‘

Iosnial Naree:

DUPLICATE this form as necessary to complete separate sheet for EACH oceurrence that

Address: upplies, Tse reverse slde of this form if wdditionsl space is needed.

frrzat <y Stwe Ao
Menlership Statug s Ta
Tt oG Applieant Name
DeparmezDi sion edical Staff Offies 2001 £ Lest First M
S Tndicate the number of ONT of the questions in Section T which you snswersd “yes”: Question Yurther
~Ang Limristians i Your Srsa of Spesialty at this Hosprial”
4. Deseribe e cireumytiness surroundivg this oceurrence, Plessse indude the dste ef e aceurnence.

Cheek here if you have appended additional information for this sc

m: 0
Fill out this section if you have held any previous hospital pri

CTION B 1IOSPITAL MEMBIRSITIP — °Ri

OLS

Please list all hospitals where you previously held privileges other than during y
rnshipyResideney Fellowship. Use the Viembership Status key listed prior to Section K.
(Inciude sdditienal sheets if more Thae thiee haspitals )

B Pravide an explararion of any actions faken, Please inemde the dae the setion wres teken

A Tivspital Name:

Address,

e oy Se np
Meabershp St Lares

Ta
FrammmyT Trmm . Pravide the curzent starus of the Ssue,

Department Telephome

Any Limistions i ¥ our Ares of Specially al thislespil?

B Hospitul Name:

b Ifknown Contast
Address
St Ty Sale 7p DienurtmentCommillee
Membership Siaus Ia
Trom fmnist Ton o Adoress - _
D partneas Dl sicus, Mdedical Stall Offies TE0C 1 L) Steat ch sz
Departrent Telephome = {4 Telephome ¢ )
Jny Limitetians in¥eor Aren of Specielly ul thisTlesplial®
Signuturs: Thate:
e Frofissiunals Credsalialing & Eusinees Dala chatberiag b
a
ionals Cratiial e & Fsivess Data Carlecing, o 1

Figure 12 - IL App. Pg. 14
Figure 13 - IL App. Form A

Fiaase arswer 3|l disclosure quest ore

SECTION I PROFESSIONAL TIISTORY: COXFIDENTIAL

ADVERSE OR OTHER ACTIONS

mbnul with all

pphuﬂmm Flewse umswer 1he following qummm fo the host ol your knowledse

wermimil, civil o

Ove O
3 Oree e
1 13 Foard hir #ileds i Oves O
s s u adivg, el
vesmiceed
mwelunarily, andior have you ever heen nonfied in writing that you ere serig
mveslipuies 6 ,.mbl\ s\,tjwlu uwairizal vr isscplinucy e lion il resgedl
Dve O
7 et hespuiel or am a:ory surgery senter privileges audior
spemled. coduced. paces on probalicn.
Ove O
&
DOve O
O¥e ¥
1, ve youl ever beer reprimandes,
Trvm perisipating, or vo el
Wedieaid, CTTAMPTIS ard/orany Ove O¥e
1 ve Medseare, Meciceid, CHAMELUS, FRC uhorities and-or sny other thind pary
pugor: bruugh s for uleped mapproprise Jees undior yualivy oL
care ianes? [ Ove O

Heah Car: Pefessionals
Spplicant Y

cekaialing & isincss Deta Carhering For

Figure 14 - IL App. Pg. 19



Section H: Work History — pgs. 16 — 17

Add your current work history (list the practice
you are joining along with the start date).
Include previous workplace, do not include your
internship, residency, or fellowship information.
If you have a 30-day or more gap in your work
history, please sign and date a letter explaining
the gap between employments. See Figure 15.

The dates of employments should include the
month and year. Example: From: 01/1977 to:
10/1984. The dates on your CV should also be
listed in the month/year format for your school
and employment history.

List the practice you will be working at and the
start date.

Section I: Professional References pg. 18
List three physicians who in the last twelve
months has personal knowledge of your current
clinical abilities, ethical character, and
interpersonal skills. Include all the information
requested along with email addresses for each
person. See Figure 16.

CCPA IL Application — Page 7

[ SECTION F. WORK HISTORY ]

ce s wn independent contravior, and mililry service. Do nol duplicate
i ion previsusly reponted. 1T dhere is any gup of
scparate page.

wins Se Fip
b s sl slail clale o sl
<iry = #in
e
iy ETRED]
e m i erplayment: From o
o )
Preyivus work plice:
Adduces
Sl i, Sl Eiv
elphane i1
e ar Frulessiol
e mthis sraplaymeat From: #ne
- r 3
Drevivus work places
diadress
iy ETRED]
2 Fas Mo
v il Uiy
arme U erplaymen: Fram: to:
iy e

RS
o

e b b e, & Beinnss Do halliaigg T

i

Figure 15 - IL App. Pg. 16

SECTION I PROFFASIONAL REFERFNCFES

Please list fhe mmnes of Usree isdis iduwals who have peesomal hoswledge (o itbin Uae st 12
miauta) of your e clinieal abilitics, ofhical chacnctcr a1l oo pe ol skilla aisl wha
woukl e willhen ta provide this farmation npon Teques. e ser list poctsos o
deparmment chabpersoms. Do por st rcltives o peopc led  elwwiere o this
ercdctinting form

CONFIDENTIAL INFORMATION

1. Name Tirle-
Ltk =8 30 e
el
Sailivg acdiess
et ity e dan
Lelepacoat 1 i vl [
Relitiznshir enrs e
I Nawe Tirle:
= Tt ST D

i BT

Celeprrzrn, .1 wonanbo L1

Relnricahip Venrs Eae

3 ume Title:

L. [ W oo
T T

! FoxHirdber ] |

Stelaticaship fears s

(Pletse comEinie i et paget

B Th D s Al ETES I G & FRES 1 g
Ayd et R,

Figure 16 - IL App. Pg. 18



CCPA IL Application — Page 8

Plesse answer 2l dclnalre quesions

Section J: Professional History
C Onﬁ d ential p gS. 19_21 [ SECTION I PRORESSIONAT, HISTORY: CONFIDEXTIAL,
Answer all the questions with a yes or no. [ anvimsion s acuions

please complete a corresponding Form A — 2

F. All forms can be found at the end of

the application. See Figure 17.

Has yove Lircass to prastics i ey jwiséi
eled

Please answer all disclosure questions.

Jings hoernivstinied agsing pou amin an
ing it ceszoc o your hospital ar
s

Ovs O

om ey b third sy
i qualily u

Oves O

e (b e B Teseionnl, Crslaraialing de Musinsse T Cabering Fomn
Applical Nace:

Figure 17 - IL App. Pg. 19

Chapter B: Business Information S
Section K Primary Site | BUSINES# INFORMATION
Information pgs. 22-29

Fill out the business portion in its
entirety. There is a section for

primary site and any additional sites e Al N et St

where you will provide treatment that o
is own by the practice. This e e ™
information is used for linking
physicians to managed care contracts. S o —————
See Figure 18. e e

By cezaribe your practice ar s location, joc g sy spesial prast as Faovs oo equipners

| SECTION K. PRIMARY SITE INFORMATION

Flease prarvide the follnmving Informngon for the prumary stie ntwhich yon pea crice.

Primary
site Droupbusines s

P
Tieeper Hiumber TAN Surbe Ferail

P i
T erzercy Himmer Arewering ervize

s s sanenly sl oos pabiorts abus loarin [ % [t

T yex, desimibe iy s TS i WpASTERE e, Palier-tTes

Clpss arezid e et of 32t pati olied wit you st sit:
Ll prosinhs h sl o patices visics pedse o this e e pes s

glieare vony affice achodube at this location By the followie fable,  Write vonr speatflc hours b the
APPTORINE spmees For eaeh dy:

Mondny | Tuesdwy | Wednaday | Torsday Friday Satodday | Suooday

Hame.

53 [ w ta n [ W

ol e Pty £t al i & B Dt Sl i, Feom B
A it S,

Figure 18 - IL App. Pg. 22

Miscellaneous Things to Know
When correcting/updating any portion of the application, please date and initial near each correction.

Please complete each section to the best of your knowledge.
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