Department of Education

School Based Behavioral Health Services 
Credentialing Application Form

INSTRUCTIONS:  TO EXPEDITE THE CREDENTIALING PROCESS, IT IS ESSENTIAL THAT THE APPLICATION IS FILLED OUT COMPLETELY, LEGIBLY, AND ACCURATELY.  If a question is not applicable to you please mark N/A in the space.  If more space is needed than provided on this original, please attach additional sheets and reference the questions being asked. 
Section 1: (FOR ALL PROVIDERS)
IDENTIFYING INFORMATION: 
_________________________________  ___  _               __ _____________ __ ___  

Applicant’s Name





Last 4 digits of SSN   
 Birth Year      Citizenship
____________________________________________________________________
Other Names used (i.e., appearing on transcripts, work records, etc.)



Date of name change

____________________________________________________________________

Other Names used (i.e., appearing on transcripts, work records, etc.)



Date of name change

____________________________________________________________________

Current Home Address



City


State

zip


____________________________________________________________________
Home Phone No.

Cell Phone No.


E-Mail Address


____________________________________________________________________
Office Address




City

State
Zip code
    Office Phone / FAX No.


WORK HISTORY / AFFILIATIONS: 
List all present and previous agency, clinic, and hospital affiliations for the past five years in chronological order. 
(   Current DOE employee:  __________________________________   ___________________
                                                  

 School or Office



 Position
· For applicants applying for positions higher than Paraprofessionals:  
On a separate sheet of paper, provide a resume of all previous experiences relevant to the position, including supervised experience in your field, teaching, and any direct experience working with a variety of students exhibiting severe social, communication & behavioral deficits.
(Continued on next page)
· If more than 3 organizations, list them on a separate sheet of paper with the same information requested below.
1) __________________________________________________________________

Organization




Position

(Hours per week)      Dates (From-To)

____________________________________________________________________

Mailing Address



City


State

Zip Code

2) __________________________________________________________________

Organization




Position

(Hours per week)      Dates (From-To)

____________________________________________________________________

Mailing Address



City


State

Zip Code

3)__________________________________________________________________

Organization




Position

(Hours per week)
Dates (From-To)

____________________________________________________________________

Mailing Address



City


State

Zip Code

PROFESSIONAL INFORMATION:

(   Associate’s, Bachelor’s or Master’s Degree - Must be earned from a regionally accredited institution. 

Highest relevant degree earned________________________ Date conferred:_______________

Attach copy of official college transcript(s). Agencies must have all original transcripts on file.

· 48 college credits – must be 100 level or higher earned from a regionally accredited institution.

If earned after June 30, 2003, credits must include 3 credits in Math and 3 credits in English. 
Attach copy of official college transcript(s). Agencies must have all original transcripts on file.       
· Passed ETS Para-Pro Assessment with a minimum score of 459. Attach documentation (copy of official score report).  Agencies must have original documentation on file. 
Score ________   Test Date: ____________    
1)__________________________________________________________________

College or University

____________________________________________________________________

Mailing Address




City


State
        Zip

____________________________________________________________________
Degree Awarded (e.g. BA in Psychology)




Date of Graduation (month/ year)
____________________________________________________________________

Dates attended school (From-To)





Registrar Office Phone No.
(Continued on next page)

2) __________________________________________________________________

College or University
____________________________________________________________________

Mailing Address




City


State
        Zip

____________________________________________________________________
Degree Awarded (e.g. BA in Psychology)




Date of Graduation (month/ year)
____________________________________________________________________

Dates attended school (From-To)





Registrar Office Phone No.

· Add another sheet if attesting to more than two institutions.
· Individuals who have earned a degree outside of the U.S., attach a copy of whichever applies. (Agencies must have original documentation on file.)
· Education International Evaluation of Foreign Education & Training

· Educational Commission for Foreign Medical Graduates (ECFMG) Certificate.  
Section 2: (For MHP & Professionally Licensed Providers) 
· Entire Section Not Applicable
INTERNSHIP: 

INSTRUCTIONS:  If you participated or were a part of any other internships, residencies, or fellowships, attach information on a separate sheet.

Did you successfully complete the program?  Yes 
 No (If no, give a brief narration)

________________________________________________________________
Hospital

________________________________________________________________

Mailing Address






City

State
Zip

________________________________________________________________

Specialty





Date of Completion (month / year)

________________________________________________________________

Dates of Internship (From-To)






Telephone Number

RESIDENCIES: 
Did you successfully complete the program?  Yes 
 No (If no, give a brief narration)

________________________________________________________________

Institution

________________________________________________________________

Mailing Address






City

State
  Zip

________________________________________________________________
Specialty







Date of Completion (month / year)

________________________________________________________________

Dates of Internship (From-To)







Telephone Number

FELLOWSHIPS:
Did you successfully complete the program?  Yes 
 No (If no, give a brief narration)

________________________________________________________________

Hospital

________________________________________________________________

Mailing Address






City

State
   Zip

________________________________________________________________

Specialty





Date of Completion (month / year)

________________________________________________________________

Dates of Internship (From-To)



Telephone Number

Section 3:  (For Professionally Licensed Providers)
· Entire Section Not Applicable
SPECIALTY AND BOARD CERTIFICATION: 

Please list that specialty with American Boards by where you were/are certified, if any:

Board Name____________________________________________________________________

Specialty: ______________________________________Sub-Specialty:____________________

Certificate #: _____________________________________ Expiration Date, if any: ___________

Re-certification date, if any: ________________________________________________________
LICENSURE:

Please list all active and inactive professional licenses you now hold or previously held.  Attach a clear photocopy of all current license(s).

________________________________________________________________

State



License Number



Expiration Date

________________________________________________________________

State



License Number



Expiration Date

IF AN M.D., please attach clear photocopies of your current certification of Federal Controlled Substance Registration Certificate (DEA) and the State of Hawaii’s Certificate of Registration for Controlled Substances (CDS).  If there are any restrictions on either of these certificates, please list them on a separate sheet of paper.

________________________________________________________________

Federal DEA Registration No.

Expiration Date

Any Restrictions?

________________________________________________________________

State CDS Registration No.

Expiration Date

Any Restrictions?

MALPRACTICE INSURANCE INFORMATION: 

Please list all the names and complete addresses of current and past liability insurance coverage carriers covering the last 10 years.  Attach additional sheets if necessary.  Please include a photocopy of your current professional liability coverage declaration page.

________________________________________________________________

1. CURRENT INSURANCE Company




Policy #

________________________________________________________________

Mailing Address





City

State
Zip Code

________________________________________________________________

Coverage Amount: Per Claim  Per Aggregate   
Effective Date   Expiration Date

________________________________________________________________

Please include any limitations / exclusions information.

________________________________________________________________

2.  PREVIOUS Insurance Company




Policy #

________________________________________________________

Mailing Address





City

State
Zip Code

________________________________________________________________

Coverage Amount: Per Claim  Per Aggregate   
Effective Date   Expiration Date

________________________________________________________________

Please include any limitations / exclusions information.

________________________________________________________________

3.  PREVIOUS Insurance Company


 

Policy #

________________________________________________________________

Mailing Address





City

State
Zip Code

________________________________________________________________

Coverage Amount: Per Claim Per Aggregate   
Effective Date   Expiration Date

________________________________________________________________

Please include any limitations / exclusions information.

Section 4: (FOR ALL PROVIDERS) 

HEALTH STATUS: 

Health status is defined as including the physical and mental condition of the applicant as it relates to the individuals ability to exercise clinical/service privileges requested.

Do you have any physical and/or mental condition which would interfere with the performance of those privileges which you are requesting and/or the essential functions of the contractual arrangement for which you are applying?


(  No


( Yes (attach explanation, including 

accommodations that may be needed)

RESTRICTIVE ACTIONS: 

If you answer, “Yes,” to any of the questions below, please attach an explanation of each occurrence to include the date, parties involved, circumstances surrounding the situation, and outcome.

1. Has your license to practice medicine, State and/or Federal Drug Enforcement Administration (DEA) registration or any applicable narcotic registration in any jurisdiction ever been denied, limited, suspended, revoked, not renewed, or subject to probationary conditions, or have been fined or received a letter of reprimand – or is such action pending?




( No


( Yes (attach explanation)

2. Have you ever been denied, for possible incompetence or improper professional conduct, clinical privileges, membership, contractual participation or employment by any medical organization (i.e. hospital medical staff, health plan, health maintenance organization (HMO), professional association, medical school faculty position, or other health delivery entity or system) or have your clinical privileges, membership, participation, or employment at any such organization ever been suspended, restricted, revoke, or not renewed – or is any such action pending?




(  No


( Yes (attach explanation)

3. Have you ever voluntarily relinquished privileges or a license anywhere at any time?


(  No


( Yes (attach explanation)

4. Have you ever been denied certification/recertification, or has your eligibility status changed with respect to certification/recertification by a specialty board?




( No


( Yes (attach explanation)

5. Have there been, or are there currently pending, any malpractice claims, suits, settlements, or arbitration proceedings involving your professional practice?




(  No


( Yes (attach explanation)

(Continued on next page)
RESTRICTIVE ACTIONS: (Continued)
6. Have you been denied professional liability insurance or has your coverage ever been cancelled?
 (  No

( Yes (attach explanation)

7. Have you ever been convicted of a crime, pled guilty or “no contest” to a crime (other than a traffic offense), or are you currently under indictment for an alleged crime?

(  No

( Yes (attach explanation)

8. Do you presently or have you used any illegal drugs in the past two years?

(  No

( Yes (attach explanation)

AFFIRMATION:
I represent that information provided in or attached to this credentialing application form is accurate and complete.  I understand that a condition of this application is that any misrepresentation, misstatement or omission from this application, whether intentional or not, is cause for automatic and immediate rejection of this application and may result in the denial of appointment and clinical privileges.  
In the event of my termination for this reason, I will not be entitled to any hearing, appeal, or other due process rights.  
Upon subsequent discovery of such misrepresentation, misstatement, or omission, ______________________ may immediately terminate my appointment.



         
   AGENCY
PRINT NAME OF APPLICANT:
_________________________________________

SIGNATURE OF APPLICANT:
_________________________________________

DATE OF SIGNATURE:

_________________________________________

AGENCY: 
___________________________________________
ADDRESS OF AGENCY: 
___________________________________________




___________________________________________
AUTHORIZATION FOR RELEASE OF INFORMATION

I, hereby authorize representatives of ________________________ and the 
AGENCY

Department of Education (DOE) to consult with representatives of other hospitals, institutions, government agencies, previous employers, and other persons or entities (hereafter collectively referred to as “persons” or “entities”) to obtain and verify information concerning my professional qualifications, competence, moral character, ethical qualifications, and physical and mental condition and to conduct criminal background checks and Child Abuse and Neglect checks.

I consent to release by any and all hospitals, institutions, government agencies, previous employers, and other persons or entities to ___________________ and the

AGENCY

DOE all information and documents that may be relevant to an evaluation of my professional qualifications, competence, moral character, ethical qualifications, and physical and mental condition.

I hereby release all representatives of __________________, the DOE, and all such
AGENCY
persons or entities from any and all liability for their acts performed in good faith and without malice in giving, obtaining, and verifying such information in connection with evaluating my applications, my credentials, and my qualifications.

I understand and agree that I, as an applicant, have the burden of producing adequate information to demonstrate to the satisfaction of __________________ and/or the DOE,
AGENCY

my professional qualifications, clinical competence, moral character, ethical qualifications, and physical and mental condition and for resolving doubts thereto.  I further understand and agree that it is my responsibility to inform _________________

AGENCY

of any changes in the information provided through the application during the application period or at any subsequent time.

PRINT NAME OF APPLICANT:
_________________________________________

SIGNATURE OF APPLICANT:
_________________________________________

DATE OF SIGNATURE:

_________________________________________

AGENCY: 
___________________________________________
ADDRESS OF AGENCY: 
___________________________________________




___________________________________________
RELEASE AND IMMUNITY:

By applying for a position with ____________________, I accept the following condition 
AGENCY
regardless of whether or not I am granted the position, and intend to be legally bound thereby.  These conditions shall remain in effect for the duration of my employment.

1. I authorize the release of all information necessary for an evaluation of my qualifications for initial appointment and or privileges;

2. I authorize _____________________, the Department of Education (DOE), and
AGENCY
their staff and representatives to consult with any prior associate and others who may have information bearing on my professional competence, character, health status, ethical qualification, and ability to work cooperatively with others;

3. I agree to release from liability___________________, the DOE, and their staff, 
AGENCY
or anyone acting by and/or for this agency or Department, and its staff, who act without malice for any matter relating to this application for inclusion and referral, the evaluation of my qualifications or any matter related to appointment or clinical privileges; and

4. I release from liability ___________________ and staff for all matters relating to 
AGENCY
appointment and clinical privileges or qualifications for the same, if such acts is made without malice.

PRINT NAME OF APPLICANT:
_________________________________________

SIGNATURE OF APPLICANT:
_________________________________________

DATE OF SIGNATURE:

_________________________________________
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