STANDARD PHYSICIAN APPLICATION
For New York Medical Diagnostic Imaging PC
DOCTOR’S NAME:  
______________________________
START DATE:

______________________________
	A COPY OF EACH OF THE FOLLOWING DOCUMENTS MUST BE ATTACHED

	CV (Must be in Month/Year format with Work History & If gaps exist then please explain)
	 

	CME'S
	 

	ECFMG (If MD outside of US)
	 

	Diploma/Residency (Including Internships, Residency and Fellowships
	 

	School Medical Certificates
	 

	New York State Workers Compensation Certificate
	 

	Board Certificate
	 

	DEA & CDS Certificate  (if applicable)
	 

	Malpractice Face Sheet (with Doshi / Signet as the Certificate Holder)
	 

	NPI Enumerator Confirmation Email
	 

	Initial State Medical Licenses (FL, NY)
	 

	Registration Certificates / State Licenses (For NY Registration for Primary Office)
	 


PHYSICIAN MUST COMPLETE ENTIRE APPLICATION AND IS REQUIRED TO SIGN ON MARKED AREA’S OF THE FOLLOWING:

Page 13
Page 14
Page 15 (If applicable and all additional pages as needed)

Page 17
	GENERAL INFORMATION

	NPI Number
	 

	Name (Last, First, MI)
	 

	Maiden Name
	 

	Gender
	 

	Social Security Number
	 

	Date of Birth
	 

	Place of Birth (City, State, Country)
	 

	Are you a US Citizen?
	 


	CONTACT INFORMATION

	Home Phone Number
	 

	Cell Phone Number
	 

	Email Address
	 

	Home Street Address
	 

	Home City Address
	 

	Home State Address
	 

	Home ZIP Code
	 


	PROVIDER ID'S

	Medicare PTAN
	 

	Medicaid PTAN
	 

	UPIN
	

	CAQH ACCOUNT NO.
	 

	CAQH ID USER
	 

	CAQH PASSWORD
	 


	Please list ALL Locations in ALL States where you may be listed as a “Medicare Supervising” Physician for an IDTF 
(Per CMS regulations a physician may only be a Supervisory Physician at an IDTF for a maximum of 3 locations.)

	Facility Name
	 

	Facility Street Address
	 

	Facility City, State, ZIP
	 

	Facility Phone Number
	 

	Facility Contact
	 

	Facility Name
	 

	Facility Street Address
	 

	Facility City, State, ZIP
	 

	Facility Phone Number
	 

	Facility Contact
	 

	Facility Name
	 

	Facility Street Address
	 

	Facility City, State, ZIP
	 

	Facility Phone Number
	 

	Facility Contact
	 


	OTHER PROVIDER ID'S

	NPI
	 

	NPI - USER ID
	 

	NPI - PASSWORD
	 

	
	 

	WORKERS’ COMP
	 

	Authorization No.
	 

	
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 

	Other ID Type
	 

	Other ID Number
	 


	FLORIDA LICENSE INFORMATION

	Original License Date 
	 

	License Number
	 

	Expiration Date
	 


	NEW YORK LICENSE INFORMATION

	Original License Date 
	 Month:                Day:              Year:

	License Number
	 

	Expiration Date
	 Month :               Day:              Year:


	ADDITIONAL STATE LICENSE INFORMATION

	State
	 

	Original License Date
	 

	License Number
	 

	Expiration Date
	 

	State
	 

	Original License Date
	 

	License Number
	 

	Expiration Date
	 

	State
	 

	Original License Date
	 

	License Number
	 

	Expiration Date
	 

	State
	 

	Original License Date
	 

	License Number
	 

	Expiration Date
	 


	BOARD CERTIFICATION INFORMATION

	Primary Specialty
	 

	Initial Certification Year
	 

	Last Certification Year
	 

	Certification Expiration Date
	 

	Certification Number
	 

	Secondary Specialty
	 

	Initial Certification Year
	 

	Last Certification Year
	 

	Certification Expiration Date
	 

	Certification Number
	 


	DEA CERTIFICATION INFORMATION

	DEA Expiration Date
	 

	DEA Registration Number
	 

	DEA Category Number(s)
	 


	ECFMG INFORMATION

	ECFMG Number
	 

	Date Issued
	 


	UNDERGRADUATE SCHOOL INFORMATION

	Dates Attended (Mth/Yr Format)
	From (mth/yr)                 -                    End (mth/yr)

	Degree
	 

	Major
	 

	School Name
	 

	School Street Address
	 

	School City
	 

	School State & Zip Code
	 

	School Phone Number
	 

	School Country
	 


	
	

	MEDICAL SCHOOL INFORMATION 

	Dates Attended (Mth/Yr Format)
	From (mth/yr)                 -                    End (mth/yr)

	Degree
	 

	Major
	 

	School Name
	 

	School Street Address
	 

	School City
	 

	School State & Zip Code
	 

	School Phone Number
	 

	School Country
	 

	
	

	INTERNSHIP INFORMATION

	Dates Attended (Mth/Yr Format)
	From (mth/yr)                 -                    End (mth/yr)

	Type (Rotating or Straight)
	 

	Specialty (Straight Type only)
	 

	Did you Successfully Complete this Program?
	 

	School Name
	 

	School Street Address
	 

	School City
	 

	School State & Zip Code
	 

	School Phone Number
	 

	School Country
	 

	
	

	RESIDENCY INFORMATION (First)

	Dates Attended (Mth/Yr Format)
	From (mth/yr)                 -                    End (mth/yr)

	Specialty
	 

	Did you Successfully Complete this Program?
	 

	School Name
	 

	School Street Address
	 

	School City
	 

	School State & Zip Code
	 

	School Phone Number
	 

	School Country
	 


	
	

	RESIDENCY INFORMATION (Second)

	Dates Attended (Mth/Yr Format)
	From (mth/yr)                 -                    End (mth/yr)

	Specialty
	 

	Did you Successfully Complete this Program?
	 

	School Name
	 

	School Street Address
	 

	School City
	 

	School State & Zip Code
	 

	School Phone Number
	 

	School Country
	 

	
	

	FELLOWSHIP INFORMATION (First)

	Dates Attended (Mth/Yr Format)
	From (mth/yr)                 -                    End (mth/yr)

	Type (Teaching, Research, Combined)
	 

	Specialty
	 

	Did you Successfully Complete this Program?
	 

	School Name
	 

	School Street Address
	 

	School City
	 

	School State & Zip Code
	 

	School Phone Number
	 

	School Country
	 

	
	

	FELLOWSHIP INFORMATION (Second)

	Dates Attended (Mth/Yr Format)
	From (mth/yr)                 -                    End (mth/yr)

	Type (Teaching, Research, Combined)
	 

	Specialty
	 

	Did you Successfully Complete this Program?
	 

	School Name
	 

	School Street Address
	 

	School City
	 

	School State & Zip Code
	 

	School Phone Number
	 

	School Country
	 


	PROFESSIONAL EXPERIENCE

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 

	
	

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 

	
	

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 

	
	

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 

	
	

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 

	
	

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 

	
	

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 

	
	

	Employment Dates (Month / Year)
	 

	Name of Organization
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Position
	 

	Reason for Leaving
	 


	EDUCATION AND WORK GAP INFORMATION
(PLEASE LIST ANY AND ALL GAP'S)

	First Type of Gap (Educational/Professional)
	 

	Gap Start Date (Mth / Yr)
	 

	Gap End Date (Mth / Yr)
	 

	Reason
	 

	
	

	
	

	Second Type of Gap Educational/Professional)
	 

	Gap Start Date (Mth / Yr)
	 

	Gap End Date (Mth / Yr)
	 

	Reason
	 

	
	

	
	

	Third Type of Gap (Educational/Professional)
	 

	Gap Start Date (Mth / Yr)
	 

	Gap End Date (Mth / Yr)
	 

	Reason
	 

	
	

	
	


	PROFESSIONAL LIABILITY INSURANCE CARRIERS
 (Please provide information for current and ALL PAST Malpractice Insurance Carriers)

	PRESENT PRIMARY INSURANCE CARRIER

	Name
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Policy Number
	 

	Date From
	 

	Date To
	 

	Coverage Limits
	 

	PREVIOUS INSURANCE CARRIER

	Name
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Policy Number
	 

	Date From
	 

	Date To
	 

	Coverage Limits
	 

	PREVIOUS INSURANCE CARRIER

	Name
	 

	Street Address
	 

	City
	 

	State & Zip Code
	 

	Phone Number
	 

	Policy Number
	 

	Date From
	 

	Date To
	 

	Coverage Limits
	 


PHYSICIAN APPLICATION ATTESTATION 

New York Medical Diagnostic Imaging PC
I hereby certify that any and all information contained in the attached application to be true and complete to the best of my ability.
______________________________________________



_________

Physician Signature









Date

	CONFIDENTIAL PROFESSIONAL INFORMATION  
(Please circle the appropriate response)

	 1.
	Has your license to practice in any jurisdiction ever been denied, restricted, limited, suspended (even if the suspension was stayed) or revoked, either voluntarily or involuntarily?
	YES
	NO

	 2.
	Have you ever been reprimanded, disciplined, counseled, or been subject to similar action by any state licensing agency with respect to your license to practice?
	YES
	NO

	 3.
	Has your DEA or state controlled substances registration ever been restricted, limited, suspended (even if the suspension was stayed) or revoked, either voluntarily or involuntarily?
	YES
	NO

	 4.
	Are you currently under any investigation with respect to your DEA or state controlled substances registration?
	YES
	NO

	 5.
	Have you ever been denied hospital privileges or have you ever had any hospital privileges revoked, suspended (even if the suspension was stayed), reduced or non-renewed?
	YES
	NO

	 6.
	Have you ever voluntarily relinquished or voluntarily limited any hospital privileges?
	YES
	NO

	 7.
	Have any disciplinary proceedings ever been instituted against you or any disciplinary actions now pending with respect to your hospital privileges or your license?
	YES
	NO

	 8.
	Have you ever been denied participation in Medicare, Medicaid or any other governmental or quasi-governmental health-related program?
	YES
	NO

	 9.
	Have you ever been reprimanded, censured, excluded, suspended (even if the suspension was stayed), debarred or disqualified from participating in Medicare, Medicaid or any other governmental or quasi-governmental health-related program?
	YES
	NO

	10.
	Have you ever been requested to resign, withdraw or terminate your position with a medical partnership, professional association, health maintenance organization, medical practice, either public or private?
	YES
	NO

	11.
	Have any complaints ever been filed against you with a medical society or licensing authority?
	YES
	NO

	12.
	Have any professional liability judgments ever been entered against you?
	YES
	NO

	13.
	Have any professional liability claim settlements, not involving litigation or arbitration, ever been paid by you or paid on your behalf?
	YES
	NO

	14.
	Have you ever been denied professional liability insurance coverage or had your professional liability insurance coverage canceled by your carrier?
	YES
	NO

	15.
	Have you ever been convicted of a crime (other than a minor traffic offense) or do you have any criminal charges pending other than for minor traffic offenses?
	YES
	NO

	16.
	Have you ever been refused participation in the network of a managed care organization (HMO or PPO) or been disciplined by or terminated from such a plan or organization?
	YES
	NO

	17.
	Has any information pertaining to you ever been reported to the National Practitioner Data Bank (NPDB)?
	YES
	NO
	UNKNOWN

	18.
	Is your physical or mental health such that it may impair your ability to practice within the scope of privileges for which you have applied with or without reasonable accommodation?
	YES
	NO

	19.
	Does your use of alcohol or other chemical substance(s) in any way impair or limit your ability to practice medicine with reasonable skill and safety?
	YES
	NO
	NOT APPLICABLE

	20.
	Are the limitations or impairments caused by your medical condition reduced or ameliorated because you receive ongoing treatment (with or without medications) or participate in a monitoring program?
	YES
	NO
	NOT APPLICABLE

	21.
	Are the limitation or impairments caused by your medical condition reduced or ameliorated because of the field of practice, the setting or the manner in which you chosen to practice?
	YES
	NO

	22.
	Are you currently using illegal drugs or controlled or dangerous substances?
	YES
	NO

	23.
	If you answered yes to the above question, are you currently participating in a supervised rehabilitation program or professional assistance program which monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances?
	YES
	NO
	NOT APPLICABLE

	Physician Signature:                ______________________________________________________________________
No Signature Stamps Please
	Date: _______



	PLEASE PROVIDE AN EXPLANATION FOR ANY QUESTION THAT YOU RESPONDED YES TO ON A SEPARATE PAGE


NPD REPORT NUMBER (Office Use Only): ____________________________________
PROFESSIONAL LIABILITY HISTORY
Please list ALL past or current professional liability claims or lawsuits which have been filed against you 

***** (One page per claim)

Patient’s Name:        _____________________         
Date of Occurrence:  _________________

Case Number:
____________________

Date Claim Filed:   ___________________

Professional Liability Carrier Involved:        ______________________________________________         


Primary or Co-Defendant: _____________________________________________________________


What was your involvement in the care of this patient (e.g. primary care physician, surgeon, assistant surgeon, consultant, resident, etc)?  _____________________________________________________
What was the allegation in this case?   (Include the alleged deficiency in your care and the alleged injury suffered by the patient.)  _________________________________________________________
_____________________________________________________________________________________

What is your response to this allegation, or your explanation of what happened?  ________________
______________________________________________________________________________________

What is the status/outcome of this case?

Currently pending


_________

Settled in favor of Patient
___________
 

Discontinued



_________

Amt. paid on your behalf
___________


Settled in favor of Physician

_________ 

Date of Settlement

___________


ADDITIONAL COMMENTS: ____________________________________________________________

Physician Signature:  _____________________________________________________________

IN ORDER TO OBTAIN STOP 
LOSS REPORTS FROM YOUR 
PROFESSIONAL 
MALPRACTICE INSURANCE CARRIERS
YOU ARE REQUIRED TO SIGN AT THE BOTTOM OF THE ATTACHED LETTER

PLEASE SIGN 
TO THE RIGHT OF THE 

“*******”
TO: (Malpractice Carrier Information)

________________________







________________________







________________________







________________________

RE:
Physician’s Name:

____________________

       
Social Security Number:
____________________

       
Policy Number:

____________________

       
Effective:


____________________

Dear Sir/Madam:

Please provide me with current loss information for the past 15 years or entire period time that I was insured by _______________________.

Please include a statement as to the time frame during which I was insured.

Also, include any losses that occurred within the past fifteen years.

Thank you in advance for your prompt cooperation.

Sincerely,

*******

Please send this information to:



NY Medical Diagnostic Imaging PC


c/o Dr Shifteh



200 East 36 st, 11C



New York, NY 10016

CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS

	NY RADIOLOGISTS ONLY

	Will you be reading Mammograms?
	Yes
	No


	NY RADIOLOGISTS WHO ARE READING MAMMOGRAMS MUST PROVE AND MEET THE FOLLOWING REQUIREMENTS

	1. Provide a letter from previous employer, on letterhead, stating how many mammograms were read during what period of time.  This letter must be signed by the person preparing the letter 

2. Continuing educations credits (proof by certificates only!).  Each doctor must have 15 CME credits within a 3 year period, pertaining only to mammography.  These credits expire after three years. 

3. Board certification certificate (if applicable) 

4. Residency letter stating how many hours of mammography training were done, as well as the name of the doctor who did the training-this should be on letterhead. 

5. If doctor received his/her medical training before 10/1/1994, an attestation letter must be written in the doctor's own hand. (Please contact Brian for the exact directions of this letter-this is a very sticky point of the inspector's).

6. Digital training-8 hours-may be done by another doctor in the office, who then must sign off on the training 


	FLORIDA RADIOLOGISTS MUST MEET THE FOLLOWING CME REQUIREMENTS AND SUPPLY COPIES OF CERTIFCATES.

	Required CME Per Year(s)
	Avg. Hours Per Year
	AMA/AOA/AAFP/ACOG
Cat. 1 Hours
	State-mandated CME Content/Additional Notes

	40
	2 yrs
	20
	40
	HIV/AIDS, domestic violence, TB, end of life palliative care, med error

	40
	2 yrs
	20
	20 (AOA Category 1-A)
	HIV/AIDS, domestic violence, risk management, FL rules/laws, use of controlled substances, 2 hrs prevention of med errors

	FLORIDA RADIOLOGIC TECHNOLOGISTS MUST MEET THE FOLLOWING CME REQUIREMENTS AND SUPPLY COPIES OF CERTIFCATES.

	Top of Form

Twelve contact hours of continuing education shall be required for renewal during each biennium for persons holding one or more certificates issued pursuant to Part IV Chapter 468, Florida Statutes. Credit will not be approved for repeating a course during a biennium. A maximum of 3 hours in Personal Development is allowed. AR reports your CE credits to your board electronically. 

Bottom of Form


[image: image1.emf]
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