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Medical Staff Pre-Application
Thank you for your interest in Brazosport Regional Health System.  

We would like to take this opportunity to explain our application process, should you wish to apply for membership and clinical privileges at our facility.

Credentialing new applicants is a two-step process at Brazosport Regional Health System:  

· The first step is to complete the pre-application form and return to the Medical Staff office via fax or email.  The pre-application is an assessment to determine eligibility to apply for medical staff privileges.  

· After review for eligibility, an application for Medical Staff membership, a clinical privilege request form and the Texas Standardized Application will be sent.  Attachments containing the Bylaws, Rules & Regulations and policy statements will be included with the application packet.

Verification of the application and its contents could take up to 90 days.  Once the verification process has been completed, the application will be processed through the Credentialing Committee and Medical Executive Committee, and recommendations will be made to the Board of Trustees.

Please note that the application must be typewritten.

Completion of the pre-application does not guarantee privileges at Brazosport Regional 
Health System. 
If you need further assistance, please feel free to contact the medical staff office at 979.285.1812.  Please e-mail the completed pre-application to Shirley.Prihoda@brhstx.org.
Sincerely,
Shirley Prihoda

Medical Staff Coordinator
Brazosport Regional Health System
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IDENTIFYING INFORMATION
	     
	     
	     
	     

	LAST NAME
	FIRST NAME
	INITIAL
	OTHER NAMES USED

	     
	     
	     
	    

	PLACE OF BIRTH
	DATE OF BIRTH
	CITIZENSHIP
	VISA STATUS/TYPE


	     
	     

	MARITAL STATUS
	SPOUSE’S NAME


	     
	     
	     

	OFFICE ADDRESS
	CITY/STATE/ZIP CODE
	MILEAGE FROM HOSPITAL

	     
	     
	     

	OFFICE TELEPHONE
	OFFICE FAX
	OFFICE MANAGER’S NAME

	     
	     
	     

	HOME ADDRESS
	CITY/STATE/ZIP CODE
	MILEAGE FROM HOSPITAL

	     
	     
	     

	HOME TELEPHONE
	CELL/PAGING NUMBER
	E-MAIL ADDRESS

	     
	     
	     

	SOCIAL SECURITY NO.
	NATIONAL PROVIDER NO.
	TAX ID NO.


PART I:  PRE-APPLICATION QUESTIONNAIRE/MINIMUM QUALIFICATIONS FOR MEMBERSHIP

Please read this section carefully.  

This section is designed to help you determine if you meet the minimum requirements for membership on the medical staff of Brazosport Regional Health System.  If you meet the qualifications outlined below, you may complete the medical staff application under Part II of this form.  If you do not meet these qualifications, you should not complete or return the application.

Please Mark Yes or No

1. Are you licensed to practice in the state of Texas and if practicing clinical medicine, dentistry, or podiatry, do you have a DPS number and federal DEA number?

 FORMCHECKBOX 
 Yes: Attach a copy of your current state license & you DEA registration certificate, and proceed to question #2. Additional information regarding your license, DPS registration and DEA registration will be requested on the Texas Department of Insurance Standardized Application Form.

 FORMCHECKBOX 
 No:  You do not meet the minimum requirement for membership and clinical privileges.

2. Do you have, or will you have prior to your appointment, professional liability insurance coverage with limits of liability at a minimum of $200,000/600,000?

 FORMCHECKBOX 
 Yes: Attach a copy of your professional liability policy coverage limits & effective dates, and proceed to question #3.  Additional information regarding your professional liability will be requested on the Texas Department of Insurance Standardized Application Form.

 FORMCHECKBOX 
 No:  You do not meet the minimum requirement for membership and clinical privileges.

3. Are you board certified or eligible for certification by an approved specialty board?

 FORMCHECKBOX 
 Yes:  Proceed to question #4.  Additional information regarding your professional liability will be requested under on the Texas Department of Insurance Standardized Application Form.

 FORMCHECKBOX 
 No:  Specialty board status is one of several factors considered in determining eligibility for membership.  If you answered “NO”, you still qualify for membership.  Please attach a written explanation of the reason you are not currently board certified or board eligible and proceed to question #4.

4. Have you established or do you plan to establish an office and residence within a reasonable distance from the hospital?

 FORMCHECKBOX 
 Yes:  Attach a written description of your practice plans and proceed to question #5.

 FORMCHECKBOX 
 No:  You do not meet the minimum requirements for membership and clinical privileges unless you will NEVER be on call to care for   patients at Brazosport Regional Health System.  If this is the case, please attach a written explanation along with a description of your practice plans, and proceed to question #5.

5. Have you successfully completed Medical School and an Internship/Residency Program in the specialty you plan to practice at Brazosport Regional Health System?


 FORMCHECKBOX 
 Yes:  Proceed to Texas Department of Insurance Standardized Application Form.

 FORMCHECKBOX 
 No:  You do not meet the minimum requirements for membership and clinical privileges unless:  you are in the last year of your training program; and (2) you will complete the program within six months of the date you submit this application; and (3) you have attached written documentation, including the anticipated date of program completion, signed by the chief/chair of the sub-specialty, section, or department in which you are receiving your training; and (4) you meet all other criteria listed above.
If you do NOT meet the above requirements, do not continue beyond this page.  If you decide to submit this application and do not meet minimum requirements, your application will be returned to you with an explanation of reason.
PART II – MEMBERSHIP IN PROFESSIONAL SOCIETIES:  Are you a member of the Brazoria County Medical Society?   FORMCHECKBOX 
 YES     FORMCHECKBOX 
  NO

Do you have an application pending:   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO - Do you intend to apply:   FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO

If member, past or present, or applicant to another county, state or national society, give name and membership status below:

	     


PART III – ADDENDUM
Please answer the following disclosure questions and provide an explanation for “Yes” responses to questions 24 through 31, and “No” responses to questions 32.
License, DEA, DPS

24.   Are there currently any pending challenges to any of your states licenses, DEA, prescriptive authority or state controlled substance registrations?   FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO
	If yes, please explain:
	     


Malpractice Claims History

25.   Has your professional liability insurance policy ever been cancelled or renewal refused?

        FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO
	If yes, please explain:
	     


26.   Have limitations ever been placed on the scope of coverage or have you received notice of intent?   FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO
	If yes, please explain:
	     


Sanctions or Investigations

27.   Have you ever been sanctioned or declared an ineligible person by any federal or state regulatory agency (e.g., Office of Inspector General (OIG), Health & Human Services Commission (HHSC), Clinical Laboratory Improvement Amendments (CLIA), Occupational Safety & Health (OSHA), etc.)?   FORMCHECKBOX 
 YES   FORMCHECKBOX 
 NO

	If yes, please explain:
	     


Criminal

     28.  Have you ever been convicted of a felony or misdemeanor other than those listed in questions 17 and 18 of the Texas Standardized Credentialing Application?  (Questions 17 & 18 asked for actions related to the medical professional and acts of violence, child abuse or sexual offense.  We are asking for information regarding felonies or misdemeanors filed for any other actions).   FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO
	If yes, please explain:
	     


Health Status and Ability to Perform Job

29.   Are you currently or have you ever been diagnosed with or received treatment for any physical, mental, chemical dependency or emotional condition which could in any way impair you ability to care for patients or perform the essential functions of your health profession in you specialty?   FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	If yes, please explain:
	     


30.   Are you currently limited by any physical, mental or chemical dependency problem which could in any way impair you ability to care for patients or perform the essential functions of your heal profession in your specialty now or with the next three years?   FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO     
	If yes, please explain:
	     


31.  Are you currently or have you ever been placed under a monitoring or rehabilitation contract or agreement by any professional society or institution for problems associated with a chemical dependency or emotional condition, or for unprofessional or disruptive behavior?  

 FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO    
	If yes, please explain:
	     


32.  Have you met the minimum continuing medical education requirements for renewal of your license?   FORMCHECKBOX 
 YES  FORMCHECKBOX 
  NO
	If no, please explain:
	     


PERSONAL MEDICAL INFORMATION

	Name of personal physician:
	     

	Address of personal physician:
	     


	Explain in detail any hospitalizations during the last two years:

	     


PLEASE PROVIDE THE FOLLOWING INFORMATION

	Why are you requesting privileges at Brazosport Regional Health System?

	     


	To what extent do you anticipate using the facilities at Brazosport Regional Health System? (Number/months)

	Admissions:      
	Outpatient Procedures/test:      
	Consultations:      


STAFF APPOINTMENT STATUS DESIRED
	Active:  FORMCHECKBOX 

	Courtesy:  FORMCHECKBOX 

	Consulting:  FORMCHECKBOX 

	Locum Tenens:  FORMCHECKBOX 

	For period:      
	To:      


PRIVILEGES DESIRED
	 FORMCHECKBOX 
 Allergy
	 FORMCHECKBOX 
 Anesthesiology
	 FORMCHECKBOX 
 Cardiology
	 FORMCHECKBOX 
 Dental

	 FORMCHECKBOX 
 Dermatology
	 FORMCHECKBOX 
 Emergency Medicine
	 FORMCHECKBOX 
 Family Practice
	 FORMCHECKBOX 
 Gynecology

	 FORMCHECKBOX 
 Internal Medicine
	 FORMCHECKBOX 
 Medical Oncology
	 FORMCHECKBOX 
 Nephrology
	 FORMCHECKBOX 
 Neurology

	 FORMCHECKBOX 
 Neurological Surgery
	 FORMCHECKBOX 
 Obstetrics
	 FORMCHECKBOX 
 Occupational Medicine
	 FORMCHECKBOX 
 Ophthalmology

	 FORMCHECKBOX 
 Oral Surgery
	 FORMCHECKBOX 
 Orthopedics

	 FORMCHECKBOX 
 Otorhinolaryngology
	 FORMCHECKBOX 
 Pain Management

	 FORMCHECKBOX 
 Pathology
	 FORMCHECKBOX 
 Pediatrics
	 FORMCHECKBOX 
 Plastic Surgery
	 FORMCHECKBOX 
 Podiatry

	 FORMCHECKBOX 
 Psychiatry
	 FORMCHECKBOX 
 Radiology
	 FORMCHECKBOX 
 Surgery
	 FORMCHECKBOX 
 Urology

	 FORMCHECKBOX 
 Other
	
	
	


	Explanation of other:
	     


Medical Staff Services

100 Medical Drive, Lake Jackson, TX 77566

Office: 979.285.1812 Fax: 979.297.9664
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