Muskegon Family Care
Behavioral Health Provider Application


Date of Application:      
PERSONAL INFORMATION

	Name:

                               Last:      
                               First:      
                               Middle:      
Any Former Names Used:      

	Home Address:      
City, State, Zip:      

	Phone:

                               Home:      
                                Cell:      

	E-Mail:      

	Date of Birth:      
	Gender:

 FORMCHECKBOX 
Female                           FORMCHECKBOX 
Male

	Fluent in language other than English? Specify:
     



PROFESSIONAL TRAINING & WORK HISTORY

Provide history of all work, education and training. Provide an explanation for any gaps of more than six (6) months. 

Clinical Social Worker/Counselor:

University:      
Address/Street      
City/State/Zip      
Telephone #      
Degree     Month/Date Completed:      
State in which licensed:      State License #     
Expiration Date:      
Certification(s):      
ADDITIONAL QUALIFICATIONS/TRAINING
List below in chronological order, any and all additional training . If more space is needed, please include an attachment. 
	Dates of Training
	Training Name
	Location
	Comments


	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


WORK HISTORY
Provide five (5) years of work history including all positions since graduate school. Explain any gaps in work history of more than six (6) months. 
	Most Recent / Current:

Practice/Employer Name:      
Contact Name:      
Address:      
City / State / Zip:      
Phone:                                                                 Fax:      
Dates of Employment: Month/year started:                      Month/year ended:      
Duties:      
Reason for leaving:      

	Practice/Employer Name:      
Contact Name:      
Address:      
City / State / Zip:      
Phone:                                                                 Fax:      
Dates of Employment: Month/year started:                      Month/year ended:      
Duties:      
Reason for leaving:      

	Most Recent / Current:

Practice/Employer Name:      
Contact Name:      
Address:      
City / State / Zip:      
Phone:                                                                 Fax:      
Dates of Employment: Month/year started:                      Month/year ended:      
Duties:      
Reason for leaving:      

	Most Recent / Current:

Practice/Employer Name:      
Contact Name:      
Address:      
City / State / Zip:      
Phone:                                                                 Fax:      
Dates of Employment: Month/year started:                      Month/year ended:      
Duties:      
Reason for leaving:      

	Most Recent / Current:

Practice/Employer Name:      
Contact Name:      
Address:      
City / State / Zip:      
Phone:                                                                 Fax:      
Dates of Employment: Month/year started:                      Month/year ended:      
Duties:      
Reason for leaving:      


PROFESSIONAL REFERENCES
List three (3) professional references from individuals who have worked extensively with you or who have been responsible for professional observation of your work within the past three years. Only one reference can be a current partner or associate. Do not include relatives.
	Reference 1:

Name:      

	Address:      
City, State, Zip:      

	Relationship:      


	Reference 2

Name:      

	Address:      
City, State, Zip:      

	Relationship:      


	Reference 3

Name:      

	Address:      
City, State, Zip:      

	Relationship:      


AREAS OF COMPETENCE
	Age Groups: Check age groups with which you have had experience or have competency:
 FORMCHECKBOX 
 Pre school children (0 – 4)                                                       FORMCHECKBOX 
 School age children (5-12)
 FORMCHECKBOX 
 Adolescents (13-17)                                                                 FORMCHECKBOX 
Adults (18 and older)           

 FORMCHECKBOX 
 Elderly (65 +)

	Check all that you have had experience with or have competency:
 FORMCHECKBOX 
 Attention Deficit/Disruptive Behavior Disorders – Assessment and Treatment
 FORMCHECKBOX 
 Anxiety Disorders
 FORMCHECKBOX 
 Mood disorders :  FORMCHECKBOX 
 Depression




         FORMCHECKBOX 
 Bipolar

 FORMCHECKBOX 
 Chronic Pain
 FORMCHECKBOX 
 Impulse Control disorders

 FORMCHECKBOX 
 Mental Retardation
 FORMCHECKBOX 
 Pervasive Developmental Disorders

 FORMCHECKBOX 
 Sexual/Gender Identity Problems
 FORMCHECKBOX 
 Trauma

 FORMCHECKBOX 
 Grief and Loss
 FORMCHECKBOX 
 Crisis Intervention

 FORMCHECKBOX 
 Eating Disorders
 FORMCHECKBOX 
 Marital Problems

 FORMCHECKBOX 
 Family Problems

              FORMCHECKBOX 
 Personality Disorders

 FORMCHECKBOX 
 Substance Abuse

              FORMCHECKBOX 
 Parenting Issues



	Types of therapy you commonly use/have competency:

 FORMCHECKBOX 
 play therapy 


 FORMCHECKBOX 
 trauma therapy

 FORMCHECKBOX 
 marriage counseling 

              FORMCHECKBOX 
 family therapy 

 FORMCHECKBOX 
 group therapy 


 FORMCHECKBOX 
 crisis intervention

 FORMCHECKBOX 
 brief solution focused therapy             FORMCHECKBOX 
 grief and loss 

 FORMCHECKBOX 
 cognitive behavioral therapy  
 FORMCHECKBOX 
 hypnotherapy

 FORMCHECKBOX 
 anger management  

              FORMCHECKBOX 
 assertiveness training

 FORMCHECKBOX 
 relaxation and stress management       FORMCHECKBOX 
 other:      



INSURANCE CARRIERS
List all insurance carriers with whom you are presently credentialed:
1.     
2.      

3.       

4.      
5.      
6.      
7.      
MALPRACTICE CLAIMS HISTORY
Provide information for all cases occurring in previous ten (10) years. Attach additional sheets if necessary. 

 FORMCHECKBOX 
 No claims to date

Date of Occurrence       Date claim was filed with malpractice carrier      
Professional liability carrier involved      
Address (if different than listed in previous section)      
Patient name       Age        Sex      
Name of Plaintiff, if other than patient      
You were (check one):  FORMCHECKBOX 
 Primary Defendant   FORMCHECKBOX 
 Co-Defendant

Other Defendants (if any)      
Describe the allegations against you      
Describe the alleged injury to the patient      
Claimant/Plaintiff filed suit in court  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   If Yes, date filed      
State Court Case #       State       County      
Federal court ( U.S. District Court ) Case #       District      
Present status of the Claim/Case (include amount awarded):
 FORMCHECKBOX 
 Pending

 FORMCHECKBOX 
 Settled 

 FORMCHECKBOX 
 Arbitrated 
 FORMCHECKBOX 
 Award

 FORMCHECKBOX 
 In Appeal

 FORMCHECKBOX 
 Adjudicated

 FORMCHECKBOX 
 Withdrawn
      Date Withdrawn

Disclosure Information

1. Has your professional license, in any jurisdiction, ever been voluntarily or involuntarily suspended, limited, revoked, denied, or surrendered or subjected to probationary conditions or are any such actions pending?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

2. Have your hospital or facility medical staff privileges ever been revoked or suspended related to professional competency or conduct?         FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
3. Have you ever been placed on probation or asked to resign an internship training program?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
4. Has Medicare, Medicaid, or any other medical reimbursement plan ever voluntarily or involuntarily suspended, limited, revoked, denied, not renewed or terminated your participation for reasons related to professional competence or conduct?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
5. Have you ever been or are you currently excluded from participation with Medicare or any other federally funded health care program?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
6. Has your professional liability coverage ever been restricted, limited, denied, not renewed, or special rated (for reasons other than the carrier’s termination of operations in your state)? 
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
7. Have you ever been named as a defendant in any criminal case? (excluding minor traffic infractions, but not DUIs)  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
8. Have you ever been convicted of a felony?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
9. Have you ever been disciplined for a violation of ethical standards by a professional organization?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
RELEASE FORM
I warrant that all of the information that I have provided and the responses that I have given are correct and complete to the best of my knowledge and belief. I understand that willful falsification or willful omission of this information will be grounds for rejection or termination. I authorize Muskegon Family Care and its agents and any individual or entity providing information to Muskegon Family Care to investigate and evaluate my provider application, and consult with any person, organization, or entity that has, or could have any information, date, or documents regarding my background, competence, and credentials. 
Applicant Signature _____________________________________________________________

Print Name:      
Print Degree      _  Today’s Date:      
