
 
 
 
 
 
 
 
 
Thank you for your interest in Acuity Specialty Hospital of New Jersey at Atlanticare!  Enclosed you will find 
an application for Medical Staff Membership and Delineation of Clinical Privileges Request Form. The following 
items must also accompany your application before it can be considered complete. 
 

Ä Completed Application, signed and dated (enclosed) 
Ä Current copy of Curriculum Vitae 
Ä Copy of Photo ID  
Ä Completed Clinical Privilege Request Form, signed and dated (enclosed) 
Ä Completed Health Attestation Questionnaire, signed and dated (enclosed) 
Ä Copy of recent PPD Screening Results (MUST be included with above questionnaire) 
Ä Current copy of State Medical License 
Ä Current copy of Controlled Dangerous Substance Certificate 
Ä Current copy of DEA Certificate 
Ä Current copy of Malpractice Insurance Coverage Certificate 
Ä Completed Continuing Medical Education (CME) Attestation (Please include certificates for at least 

10 CME hours specific to the clinical privileges you are requesting) 
Ä Copy of BLS & ACLS/CPR certificate 

 
 

Please forward your completed application via fax or email to: 
 

ATTN: Elizabeth Davis 

VIA EMAIL: edavis@acuityhealthcare.net  

(OR) via confidential fax to (704) 731-8643 

 
Again, thank you for your interest, and we look forward to your future membership at Acuity Specialty Hospital 
of New Jersey at Atlanticare.   If you have questions, please feel free to contact me at (609) 441-2178.  
 
Sincerely, 
 
Elizabeth Davis 
 
Elizabeth Davis 
Credentialing Coordinator 
(609) 441-2178 
edavis@acuityhealthcare.net 

 



 
ALLIED HEALTH PROFESSIONAL APPLICATION 
 
 
IDENTIFYING INFORMATION 
 
LAST NAME            FIRST NAME                  MI 

 
BIRTHPLACE  
 

 
DATE OF BIRTH 

 
OFFICE ADDRESS                                                               CITY, STATE       ZIP CODE 

 
TELEPHONE NUMBER 
 

 
HOME ADDRESS                                                                CITY, STATE        ZIP CODE 

 
TELEPHONE NUMBER 
 

 
BEEPER/PAGER TELEPHONE NUMBER 
 

 
OFFICE FAX TELEPHONE NUMBER 
 

 
CREDENTIALING CONTACT                                                           Address: (if different than above) 
                                                                                                               Phone: 
                                                                                                               Email: 
 
SOCIAL SECURITY NUMBER 
 

 
IF NOT U.S.  CITIZEN, PLEASE GIVE ALIEN OR ADMINISTRATIVE # 
 

 
NPI#: 

 
TAX ID # 

 
SPONSORING PHYSICIAN (if applicable): 
 

SPECIALTY: 

 
PRE-PROFESSIONAL INFORMATION 
COLLEGE OR UNIVERSITY DEGREE RECEIVED 

 
 

   FULL ADDRESS 
 

DATE OF GRADUATION: 

 
PROFESSIONAL INFORMATION 
SCHOOL ATTENDED DEGREE: 

 
 

  FULL ADDRESS  
DATE OF GRADUATION: 

 
POST-GRADUATE CLINICAL TRAINING 
NAME OF HOSPITAL/UNIVERISTY TYPE OF PROGRAM: 

 
 

   FULL ADDRESS 
 

INCLUSIVE DATES: 

   PROGRAM DIRECTOR NAME AND FULL ADDRESS 
 

PHONE:  

   SUPERVISING PRACTITIONER  NAME AND FULL ADDRESS 
 

PHONE:  

 
ADDITIONAL POST GRADUATE CLINICAL TRAINING 
NAME OF HOSPITAL/UNIVERISTY TYPE OF PROGRAM: 

 
 

   FULL ADDRESS 
 

INCLUSIVE DATES: 

   PROGRAM DIRECTOR NAME AND FULL ADDRESS 
 

PHONE:  

   SUPERVISING PRACTITIONER  NAME AND FULL ADDRESS 
 

PHONE:  
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ADDITIONAL POST GRADUATE CLINICAL TRAINING 
NAME OF HOSPITAL/UNIVERISTY TYPE OF PROGRAM: 

 
 

   FULL ADDRESS 
 

INCLUSIVE DATES: 

   PROGRAM DIRECTOR NAME AND FULL ADDRESS 
 

PHONE:  

   SUPERVISING PRACTITIONER  NAME AND FULL ADDRESS 
 

PHONE:  

 
AFFILIATIONS:  List all present and previous hospital affiliations (attach on separate sheet if necessary)   
NAME OF FACILITY Capacity  (check):      ACTIVE       COURTESY      CONSULTING 

 
OTHER:   

 

FULL ADDRESS 
 

DATES OF AFFILIATION 

NAME OF FACILITY Capacity  (check):      ACTIVE       COURTESY      CONSULTING 
 
OTHER:   

 

   FULL ADDRESS 
 

DATES OF AFFILIATION 

NAME OF FACILITY Capacity  (check):      ACTIVE       COURTESY      CONSULTING 
 
OTHER:   

 

   FULL ADDRESS 
 

DATES OF AFFILIATION 

NAME OF FACILITY Capacity  (check):      ACTIVE       COURTESY      CONSULTING 
 
OTHER:   

 

   FULL ADDRESS 
 

DATES OF AFFILIATION 

 
MEMBERSHIP IN PROFESSIONAL SOCIETIES   
LIST MEMBERSHIPS 

       
       

       
       
       

 

 
LICENSURE   
LICENSEE, TYPE OF LICENSE, NAME OF BOARD ISSUING LICENSE: 
 

LICENSE NUMBER: 

SATE LICENSED: EXPIRATION DATE: 
 

OTHER LICENSURE: (TYPE/SATE) NUMBER: 
EXPIRATION DATE: 

UPIN Number (if applicable): 
 

 

ECFMG NUMBER (if applicable): 
 

DATE ISSUED: 
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PROFESSIONAL REFERENCES: List three (3) practitioners ONE MUST HAVE SAME SPECIALTY TRAINING,  two can be 

physicians, who have personal knowledge of your current clinical abilities, ethical character, health status, and ability to 
work cooperatively with others who will provide specific written comments on these matters upon request from Hospital 
authorities.  The named individuals must have acquired the requisite knowledge through observation of your professional 
practices over a reasonable period of time. 

NAME AND FULL ADDRESS 
 

PHONE:   

NAME AND FULL ADDRESS 
 

PHONE:   

NAME AND FULL ADDRESS 
 

PHONE:   

 
PREVIOUS EXPERIENCE (Military Service, Private Practice, but EXCLUDING  training and teaching) 
Institution/Location Dates: 

 
Institution/Location Dates: 

 
Institution/Location Dates: 

 
LIABILITY COVERAGE: (Please submit a copy of your Liability Insurance Coverage certificate that includes carrier name, amounts and 
dates of coverage with your application) 

CURRENT CARRIER NAME AND FULL ADDRESS 

 POLICY NUMBER: 
 

Agent Name: 
 

PHONE  

LIMITS PER OCCURRENCE: 
 

AGGREGATE AMOUNT: 

INSURANCE HISTORY: Please provide the name and address of any carrier other than your current carrier that has provided professional 
liability coverage to you at any time during the preceding five years. 
NAME AND FULL ADDRESS OF CARRIER:  
 

Dates: 
Policy Number: 

NAME AND FULL ADDRESS OF CARRIER:  
 

Dates: 
Policy Number: 

IF YOU ANSWER ‘YES’ TO ANY OF THE FOLLOWING QUESTIONS, PLEASE GIVE FULL DETAILS ON SEPARATE SHEET.  
1. Have any professional liability claims been made against you? Yes           No 
2. Has any judgement been entered against you in any professional liability case? Yes           No 
3. Has any settlement been made in any professional liability case in which you or your professional liability 

insurance carrier had to or agreed to make a monetary payment? 
Yes           No 

4. Have you been denied professional liability insurance, has you r policy been cancelled, has your professional 
liability insurer refused to renew your policy or placed limitations on the scope of your coverage, or has any 
professional liability carrier expressed an intent to deny, cancel, not renew, or limit your professional liability 
insurance or its coverage? 

Yes           No 
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HEALTH STATUS 
 
IF THE ANSWER TO ANY OF THE FOLLOWING QUESTIONS IS YES, YOU MUST PROVIDE FULL DETAILS ON A 
SEPARATE SHEET OF PAPER. 
 
1.   Have you ever used any intoxicant, narcotic, or other psychoactive drug to the extent that it has interfered with 

your ability to perform professional duties? 

 
Yes            No 

 
2.   Has any action, proceeding or investigation ever been initiated or taken against you by any governmental or 

law enforcement agency for your alleged violation of law which may be applicable to your professional 
practice or provision of care to patients? 

 
Yes            No 

 
3.   Do you presently have a physical or mental health condition, including alcohol or drug dependence, that 

affects or is reasonably likely to affect your ability to perform professional or medical staff duties 
appropriately? 

 
Yes            No 

 
4.   Are you currently under care for a continuing health problem that would impair your ability to exercise the 

clinical privileges requested? 

 
Yes            No 

 
5. Have you ever taken a leave of absence from you medical practice for any reason for 30 days or more? 
             If yes, please provide inclusive date and reason for leave. 

 
Yes            No 

 
6.   Have you at any time during the past five (5) years been hospitalized or received any other type of institutional 

care for a health problem? 
        If yes, did it place any limitations on your ability to exercise the clinical privileges you have requested? 

 
Yes            No 

 
Yes            No 

 
HEALTH STATUS 

      Date of Latest Tuberculin (PPD) Test:  (MM/DD/YY)                                  ;   or   (check)  See attached  
     Results:                 Negative               
                                  Positive;    X-rays Taken            No             Yes;  Results:                                         
DISCIPLINARY ACTIONS 
IF YOU ANSWER ‘YES’ TO ANY OF THE FOLLOWING QUESTIONS, PLEASE GIVE FULL DETAILS ON SEPARATE SHEET.  
1. Has your license to practice in any jurisdiction ever been voluntarily or involuntarily surrendered, denied, 

suspended, revoked, limited or restricted 
Yes           No 

2. Is there any state in which you were previously licensed in which you are not licensed today? Yes           No 
3. Have you ever been formally charged with infractions or professional misconduct by the licensing authority 

of any jurisdiction? 
Yes           No 

4. Has any federal or state license, registration or permit to prescribe narcotics or other drugs ever been 
surrendered, denied, suspended, revoked, limited or restricted? 

Yes           No 

5. Has your membership at any hospital, clinical or other healthcare facility ever been voluntarily or 
involuntarily surrendered, denied, suspended, revoked, limited or restricted? 

Yes           No 

6. Has you r privileges at any hospital, clinical or other healthcare facility ever been voluntarily or involuntarily 
surrendered, denied, suspended, revoked, limited or restricted? 

Yes           No 

7. Has your status as a student or participant in good standing in any clinical school, internship, residency, 
fellowship, preceptorship or other clinical education program ever been withdrawn, or have you ever been 
suspended or terminated from any such experience? 

Yes           No 

8. Has your membership or fellowship in a local, county, state, regional, national, or international professional 
organization ever been voluntarily or involuntarily surrendered, denied, suspended, revoked, limited or 
restricted? 

Yes           No 

9. Have you ever been subjected to sanctions by professional standard review organization (PSRO) or by a 
utilization and quality control peer review organization (PRO)? 

Yes           No 

10. Has your employment or other relationship with an HMO, PPO, IPA or other alternative health delivery 
system ever been ever been voluntarily or involuntarily surrendered, denied, suspended, revoked, limited or 
restricted? 

Yes           No 
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11. Have you ever been convicted of a felony? Yes           No 
12. Have you ever been charged with or convicted of any crime related to your clinical practice, including 

Medicare or Medicaid related crimes:  have you ever been subjected to civil money penalties under the 
Medicare or Medicaid program; have you ever been suspended from participation in medical or Medicaid? 

Yes           No 

13. Have you ever been voluntarily or involuntarily terminated or forced to resign, or resigned  while under 
investigation or threat of sanction, from a clinical position with the armed forces, any federal, state or local 
agency, or any other employment or practice arrangement? 

Yes           No 

14. Have you ever voluntarily accepted any of the above sanctions or restrictions under threat of same or 
voluntarily resigned under threat of same? 

Yes           No 

15. Have you ever executed or are you currently subject to an agreement limiting or prohibiting the geographic 
area or hospitals in which you can provide services? 

Yes           No 

 
I fully understand that any significant misstatements in or omissions from this application constitute cause for denial of appointment or cause for 
summary dismissal from the Allied Health Professionals.  All information submitted by me in this application is true to the best of my knowledge and 
belief.  In making this application for appointment to the Allied Health Professionals of the hospital, I acknowledge that I have received and read the 
Medical Staff Bylaws of the hospital and that I am familiar with the principles and standards of the Joint Commission on Accreditation of Healthcare 
Organizations and the principles, standards and ethics of the national, state and local associations that apply to and govern my specialty and/or 
profession, I agree to be bound by the terms thereof if I am granted membership or clinical privileges, and I further agree to be bound by the terms 
thereof without regard to all matters relating to the consideration of my application for appointment to the Allied Health Professionals, and I further 
agree to abide by such hospital and medical staff policies and rules and regulations as may be from time to time enacted. 
 
 
 
 
                
Practitioner’s Signature         Date 

 



 

Acuity Specialty Hospital of New Jersey • 1925 Pacific Avenue • 5th Floor Wellness / Friendship Pavilion • Atlantic City • New Jersey • 08401 

AUTHORIZATION AND RELEASE OF LIABILITY 
 

I fully understand that any significant misstatements in or omissions from this application constitute cause for 
denial of appointment or cause for summary dismissal from the medical staff.  All information submitted by me in 
this application is true to the best of my knowledge and belief. 

 
By applying for appointment to the medical staff I hereby signify my willingness to appear for the interviews in 
regard to my application, authorize the hospital, its medical staff and their representatives to consult with 
administrators and members of medical staffs of other hospitals or institutions with which I have been associated 
and with others, including past and present malpractice carriers, who may have information bearing on my 
professional competence, character and ethical qualifications.   I hereby further consent to the inspection by the 
hospital, and its medical staff and its representatives of all records and documents, including medical records, at 
other hospitals, that may be material to an evaluation of my professional qualifications and competence to carry 
out clinical privileges requested as well as my moral and ethical qualifications for staff membership.   I hereby 
release from liability all representatives of the hospital and its medical staff for their acts performed in good faith 
and without malice in connection with evaluating my application and my credentials and qualifications, and I 
hereby release from any liability any and all individuals and organizations who provide information to the hospital, 
or its medical staff, in good faith and without malice concerning my professional competence, ethics, character and 
other qualifications for staff appointment and clinical privileges, and I hereby consent to the release of such 
information. 

 
I hereby further authorize and consent to the release of information by this hospital, or its medical staff, to other 
hospitals, medical associations and other interested persons on request regarding any information the hospital and 
medical staff may have concerning me as long as such release of information is done in good faith and without 
malice, and I hereby release from liability this hospital and its staff for so doing. 

 
I understand and agree that I, as an applicant for medical staff membership, have burden of producing adequate 
information for proper evaluation of my professional competence, character, ethics and other qualifications and for 
resolving any doubts about such qualifications. 

 
I will not participate in any form of fee-splitting.  Moreover, I pledge myself to shun unwarranted publicity, 
dishonest money-seeking, and commercialism; to refuse money trades with consultants, practitioners, makers of 
surgical appliances and optical instruments, or others; to teach the patient his financial duty to the physician and to 
expect the practitioner to obtain his compensation directly from the patient; to make my fees commensurate with 
the service rendered and with the patient’s rights; and to avoid discrediting my associates by taking unwarranted 
compensation. 

 
I have not requested privileges for any procedures for which I am not certified.  Furthermore, I realize that 
certification by a board does not necessarily qualify me to perform certain procedures.  However, I believe that I 
am qualified to perform all procedures for which I have requested privileges. 

 
 

Date Signature of Practitioner 
 
 

Printed Name of Practitioner 



 
ALLIED HEALTH PROGESSIONAL SERVICES (PSYCHIATRY) 

Delineation of Privileges 
 

Page 1 of 1 
 

 
APPLICANT’S NAME:      DATE:     
 
Check the specific tasks/procedure listed below for which privileges are requested. Please provide proof of 
competency in the tasks/procedures selected: 
 

SPECIFIC PRIVILEGES REQUESTED 

Committee Actions 
(if N/A leave blank) 

Conditional  
Approval Denial 

MEC 
Rec 

Board 
App 

MEC 
Rec 

Board 
App 

   Behavior modification     
   Biofeedback training     
   Diagnostic evaluation     
   Group psychotherapy     
   Individual psychotherapy     
   Neuropsychological testing     
   Patient education     
   Psychosocial history     
   Psychological testing     
   Rehabilitation counseling     
   Vocational testing     
 
 
 
 
Signature/Applicant  Date 
 
 
 
Medical Executive Committee Approval *signature above denotes approval of all 
requested privileges unless otherwise specified 

 Date 

 
 
 
Board of Directors Approval *signature above denotes approval of all requested 
privileges unless otherwise specified 

 Date 

 



edavis
Typewritten Text
(please provide actual handwritten signature per Medicare 
 regulations)

edavis
Typewritten Text
(please provide actual handwritten signature per Medicare 
 regulations)
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Please coordinate the completion of the attached peer reference evaluations with two 

(2) practitioners (one must have acquired the same specialty training as you

 

) of which 

have current knowledge your clinical abilities. 

 
NOTE: YOUR APPLICATION WILL NOT BE CONSIDERED COMPLETE FOR BOARD APPROVAL 
WITHOUT THE COMPLETED EVALUATIONS. 
 

 
 

PLEASE RETURN RESPONSE BY FAX TO ( 1-281-257-5403 ) 
OR EMAIL: support@kmscredentialing.com 
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KMS Credentialing Resources  
    P.O. BOX 570, TOMBALL TEXAS, 77377 / Phone:  (512) 799-9144                     (www.kmscredentialing.com) 
 

Time Sensitive Credentialing Document  
** PLEASE RESPOND, today if at all possible  ** 

Information provided for/on behalf of the hospital’s medical peer review committee for purposes of medical peer review only.  Information will be maintained in a 
confidential manner consistent with statutory privileges for medical peer review. 

 
PLEASE RETURN RESPONSE BY FAX TO ( 1-281-257-5403 ) OR EMAIL: support@kmscredentialing.com 

 
Applicant Name:          Specialty:      

 
 
The above named practitioner is seeking staff appointment/privileges and has given your name on as someone who has personal knowledge 
of his/her clinical abilities, ethical character, health status, and ability to work cooperatively with others. Based on your knowledge of this 
practitioner, please complete the following information. 

 
 

Areas of Evaluation 
 

Superior 
Above 

Average 
 

 Average 
 

Poor 
Insufficient 
Information 

Basic Clinical Knowledge      
Clinical Judgment, Technical Skill, Current Competence      
Cooperativeness with others      
Ethical Conduct      
Communication/Interaction with Peers      
Communication/Interaction with Patients      
Sense of Responsibility      
Thoroughness of Medical Records      
Professional Attitude      
Professional Character      
Participation in Medical Staff Activities      
 
Are you aware of any physical, mental, emotional condition or 
substance abuse problem that could affect the practitioner’s ability 
to exercise the clinical privileges requested or that would require an 
accommodation to exercise privileges safely or competently? 

  NO 
  YES, please explain below 
  I do not feel I have sufficient knowledge to evaluate 

 
If you indicated “poor” or “yes” to any of the above questions, please provide explanation:       
 
                
 
After reviewing the attached request for clinical privileges, it is my opinion that the applicant has attained the competency and training 
required to perform the privileges being requested:   YES    NO               ,  If No, please explain: 
  
What is your current position:        Please indicate your specialty:       
 
What is your relationship to this applicant?      How long have you known this applicant?      
 
Would you like someone from our office to contact you for additional information about this practitioner? (Yes/No)    
 
RECOMMENDATION:   Recommend without Reservation     Recommend with Reservation     Do not recommend 
     I do not feel I have sufficient knowledge to evaluate  

Signature:        Date:      
 

Printed Name:      Phone:    
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KMS Credentialing Resources  
    P.O. BOX 570, TOMBALL TEXAS, 77377 / Phone:  (512) 799-9144                     (www.kmscredentialing.com) 
 

Time Sensitive Credentialing Document  
** PLEASE RESPOND, today if at all possible  ** 

Information provided for/on behalf of the hospital’s medical peer review committee for purposes of medical peer review only.  Information will be maintained in a 
confidential manner consistent with statutory privileges for medical peer review. 

 
PLEASE RETURN RESPONSE BY FAX TO ( 1-281-257-5403 ) OR EMAIL: support@kmscredentialing.com 

 
Applicant Name:          Specialty:      

 
 
The above named practitioner is seeking staff appointment/privileges and has given your name on as someone who has personal knowledge 
of his/her clinical abilities, ethical character, health status, and ability to work cooperatively with others. Based on your knowledge of this 
practitioner, please complete the following information. 

 
 

Areas of Evaluation 
 

Superior 
Above 

Average 
 

 Average 
 

Poor 
Insufficient 
Information 

Basic Clinical Knowledge      
Clinical Judgment, Technical Skill, Current Competence      
Cooperativeness with others      
Ethical Conduct      
Communication/Interaction with Peers      
Communication/Interaction with Patients      
Sense of Responsibility      
Thoroughness of Medical Records      
Professional Attitude      
Professional Character      
Participation in Medical Staff Activities      
 
Are you aware of any physical, mental, emotional condition or 
substance abuse problem that could affect the practitioner’s ability 
to exercise the clinical privileges requested or that would require an 
accommodation to exercise privileges safely or competently? 

  NO 
  YES, please explain below 
  I do not feel I have sufficient knowledge to evaluate 

 
If you indicated “poor” or “yes” to any of the above questions, please provide explanation:       
 
                
 
After reviewing the attached request for clinical privileges, it is my opinion that the applicant has attained the competency and training 
required to perform the privileges being requested:   YES    NO               ,  If No, please explain: 
  
What is your current position:        Please indicate your specialty:       
 
What is your relationship to this applicant?      How long have you known this applicant?      
 
Would you like someone from our office to contact you for additional information about this practitioner? (Yes/No)    
 
RECOMMENDATION:   Recommend without Reservation     Recommend with Reservation     Do not recommend 
     I do not feel I have sufficient knowledge to evaluate  

Signature:        Date:      
 

Printed Name:      Phone:    



 

CONTINUING EDUCATION 

Please be advised that you must return certificates of Continued Education for at least 10 
hours specific to the clinical privileges you are requesting with your application in order for 
your request for appointment/reappointment to be consider complete for approval.   

In addition, Acuity Specialty Hospital of NJ expects privileged clinicians to have complied with their respective 
New Jersey State Licensure Board’s (i.e. Board of Medical Examiners, Board of Dentistry, Board of Nursing, etc.) 
continuing education requirements, as applicable. Your current State of New Jersey clinical license serves as proof 
of continuing education. If it is determined that any action against your license has been taken by your professional 
licensing board with reference to failure to meet continuing education requirements, you may be required to provide 
additional proof of continuing education. Recent graduates from an accredited training program may be permitted a 
one-time exemption.  
 

FOR PHYSICIANS AND PODIATRISTS 
New Jersey State Board of Medical Examiners Regulation N.J.A.C. 13:35-6.15 

MD 100 Credits 
At least 40 credits in Category I; programs must be recognized by the AMA as 
defined by Physician Recognition Award guidelines 
60 credits can be in Category I or Category II 

DO 100 Credits 
At least 40 credits in Category I (including AOA classifications 1A, 1B and 
2A programs) 
60 hours may be in Category II (also includes AOA classification 2B) 

DPM 100 Credits 
At least 40 credits in Category I; defined by the CPME as “format contact 
hours”  
60 hours may be in Category II; defined by the CPME as “medical education” 

FOR DENTISTS 
New Jersey State Board of Dentistry Regulation N.J.A.C 13:30-5.1 

DDS 40 credits of continuing dental education DMD 
FOR PHYSICIAN ASSISTANT 

New Jersey State Board of Medical Examiners Regulation N.J.A.C. 13:35-2B.8 
PA 50 credits of continuing education in Category I PA-C 

FOR ALLIED HEALTH PROFESSIONALS 
New Jersey State Board of Nursing Regulation N.J.A.C. 13:37-5.3 

APN 40 credits of continuing education NP 
 
   I attest that within the past two years, I have completed the required continuing education requirements for my 
specialty in accordance with the continuing education requirements as stipulated by my professional New Jersey 
State Licensing Board. 
 
   I will be able to provide documentation of the above information to Acuity Specialty Hospital of NJ upon request 
from the Chief Medical Officer, Credentials Committee, Medical Executive Committee or the Governing Body. 
 
 _________________________________________     

Printed Name        
 
_________________________________________    _______________ 
Signature/Applicant        Date 
 
       



 

Acuity Specialty Hospital of New Jersey • 1925 Pacific Avenue • 5th Floor Wellness / Friendship Pavilion • Atlantic City • New Jersey • 08401 

Health Screening Attestation for Practitioners 
 

The Joint Commission (TJC) requires hospital organizations to screen for exposure and/or immunity to infectious 
diseases that licensed independent practitioners (physicians, hospital staff, students/trainees and volunteers) may 
come in contact with. 

 

TB Screening: 
 

Please note: Prior receipt of BCG vaccine is not a contraindication for a tuberculin skin (TST) A recent BCG may 
cause a false-positive TST Usually less than 10mm). Reactivity of TST due to BCG vaccination typically wanes 5 
years after receiving the vaccine. 

 
I have a POSITIVE TST history with a negative chest radiograph (latent TB)  OR have completed therapy for active 
pulmonary TB in the past.  I currently do not have signs/symptoms compatible with active TB. (Please note: a 
follow-up chest radiograph is only indicated if symptomatic). 

 
I have a NEGATIVE TST within the last 13 months. 

 
Please check: _____   NO ______ YES (If yes, please attach copy of RECENT result) 

 
I am exempt from documented skin testing results due to the permissible exclusion checked below: 
□ Documentation of previously reported positive reaction to a tuberculin testing 
□ Documentation of previous or present adequately treated TB disease 
□ Documentation has been competed for adequate preventative therapy 

 
Vaccine Preventable Diseases –  check one of the following 

 
To the best of my knowledge, I have immunity to chickenpox/ varicella, measles, mumps, and rubella through 
history of disease and /or vaccination. 

 
Please check: _____   NO ______ YES 

 
If “NO”, please designate which viral diseases you do not have known immunity: 

□ Chickenpox/varicella 
□ Measles 
□ Mumps 
□ Rubella 

 
 
 
I attest that the above information is correct. 

 
 
Printed Name:    

 

 
Signature _________________________________Date__________________ 

  



10-714F 
2/13/03 

 
 

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION 
 
I hereby authorize: 

AtlantiCare Occupational Medicine 
2500 English Creek Avenue, Suite 2500 

Egg Harbor Township, New Jersey 08234 
(609) 677-7200 

Fax:  (609) 677-7201 
to release the health information of  
 
_____________________________________________________________________________ 
Name (please print)    Date of Birth            Telephone# 
 
to the person or entity listed below: 
Recipient’s name __Acuity Specialty Hospital of NJ___ 

Recipient’s address __1925 Pacific Ave., Atlantic City, NJ 08401__ 

_____________________________________________________________________________ 

Recipient’s telephone _609.441.2122_ Recipient’s fax _609.441.2169__ 

Information is to be released from records pertaining to: 
� Ambulatory  � Inpatient  � Emergency Department X Other _Credentialing_ 
For date(s) of service: __________________________________________________________ 
Specific information to be released: 
� Complete medical record       � Laboratory tests      � Radiology  � Cardiac tests 
Other _Tuberculosis Skin Test Results and Influenza Vaccination__ 
Information is to be released for the purpose of: _Credentialing_ 

_____________________________________________________________________________ 
I understand that the terms of this authorization are governed by the Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) and other applicable state and federal regulations.  I understand that I have the right to revoke 
this authorization at any time prior to AtlantiCare’s compliance with the request.  The revocation must be in writing 
and is subject to terms described in AtlantiCare’s Notice of Privacy Practices and other AtlantiCare policies.   
 
I understand that I am not required to sign this authorization and that AtlantiCare may not condition treatment or 
services on my execution of this authorization. 
 
I understand that the information disclosed by this authorization may be redisclosed by the recipient and will no 
longer be protected by HIPAA. 
 
This authorization will expire upon the release of the information described above or 6 months after the date of the 
authorization, unless specified otherwise.  Expiration date:  __________________________________________ 
 
 
______________________________________________________________________________ 
Signature of patient or personal representative    Date 
 
Personal representative’s relationship to patient ______________________________________ 
Patient is entitled to a copy of signed authorization. 


	Electronic APN DoP 4.2016.pdf
	SPECIFIC PRIVILEGES REQUESTED
	   Nursing process (assessment, planning, intervention, evaluation)
	   Assist physician with diagnostic or therapeutic procedures
	   Dressing changes and suture, staple, drain removal
	   Documentation in the medical record
	OPTIONAL PROCEDURES: written documentation of training and experience required.
	   Placement of peripherally inserted central catheter
	   Placement of central venous catheters 
	   Placement of arterial lines
	   Placement of thoracostomy tubes

	Electronic APN DoP 4.2016.pdf
	SPECIFIC PRIVILEGES REQUESTED
	   Nursing process (assessment, planning, intervention, evaluation)
	   Assist physician with diagnostic or therapeutic procedures
	   Dressing changes and suture, staple, drain removal
	   Documentation in the medical record
	OPTIONAL PROCEDURES: written documentation of training and experience required.
	   Placement of peripherally inserted central catheter
	   Placement of central venous catheters 
	   Placement of arterial lines
	   Placement of thoracostomy tubes

	Electronic APN Psychiatry DoP 4.2016.pdf
	SPECIFIC PRIVILEGES REQUESTED
	   Behavior modification
	   Biofeedback training
	   Diagnostic evaluation
	   Group psychotherapy
	   Individual psychotherapy
	   Neuropsychological testing
	   Patient education
	   Psychosocial history
	   Psychological testing
	   Rehabilitation counseling
	   Vocational testing


	2: 
	5: 
	6: 
	7: 
	10: 
	11: 
	8: 
	12: 
	13: 
	14: 
	15: 
	17: 
	18: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	46: 
	47: 
	48: 
	49: 
	50: 
	52: 
	51: 
	54: Off
	55: Off
	57: 
	58: 
	59: 
	56: 
	53: Off
	61: Off
	62: Off
	63: 
	64: 
	66: 
	65: 
	60: Off
	68: Off
	69: Off
	71: 
	72: 
	73: 
	67: Off
	70: 
	74: Off
	75: Off
	76: Off
	77: 
	78: 
	79: 
	1: 
	80: 
	81: 
	82: 
	83: 
	84: 
	85: 
	87: 
	88: 
	91: 
	90: 
	89: 
	92: 
	93: 
	94: 
	95: 
	96: 
	9: 
	97: 
	98: 
	99: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 
	106: 
	107: 
	108: 
	109: 
	110: 
	111: 
	112: 
	113: 
	114: 
	115: 
	116: 
	117: 
	118: 
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	125: Off
	126: Off
	127: Off
	128: Off
	129: Off
	130: Off
	131: Off
	132: Off
	133: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	141: 
	142: Off
	143: Off
	144: Off
	145: Off
	146: 
	147: Off
	148: Off
	149: Off
	150: Off
	151: Off
	152: Off
	153: Off
	154: Off
	155: Off
	156: Off
	157: Off
	158: Off
	159: Off
	160: Off
	161: Off
	162: Off
	163: Off
	164: Off
	165: Off
	166: Off
	119: Off
	167: Off
	168: Off
	169: Off
	170: Off
	171: Off
	172: Off
	173: Off
	174: Off
	175: Off
	176: Off
	272: Off
	273: Off
	274: Off
	275: Off
	276: Off
	277: Off
	278: Off
	279: Off
	280: Off
	281: Off
	282: Off
	288: 
	289: 
	290: 
	293: 
	302: Off
	303: Off
	304: Off
	305: Off
	306: Off
	307: Off
	308: Off
	309: Off
	310: Off
	311: Off
	312: Off
	313: Off
	314: Off
	315: Off
	316: Off
	317: Off
	318: Off
	319: Off
	320: Off
	321: Off
	322: Off
	323: Off
	324: Off
	325: Off
	326: Off
	327: Off
	328: Off
	329: Off
	330: Off
	331: Off
	332: Off
	333: Off
	334: Off
	335: Off
	336: Off
	337: Off
	338: Off
	339: Off
	340: Off
	341: Off
	342: Off
	343: Off
	344: Off
	345: Off
	346: Off
	347: Off
	348: Off
	349: Off
	350: Off
	351: Off
	352: Off
	353: Off
	354: Off
	355: Off
	356: Off
	357: Off
	358: Off
	359: Off
	360: 
	361: 
	362: Off
	367: Off
	368: 
	369: 
	370: 
	371: 
	372: 
	373: 
	374: Off
	375: Off
	376: Off
	377: Off
	382: 
	383: 
	Date: 
	Date of Birth: 
	NPI: 
	Printed Name: 
	381: 
	3021: Off
	3031: Off
	3041: Off
	3051: Off
	3061: Off
	3071: Off
	3081: Off
	3091: Off
	3101: Off
	3111: Off
	3121: Off
	3131: Off
	3141: Off
	3151: Off
	3161: Off
	3171: Off
	3181: Off
	3191: Off
	3201: Off
	3211: Off
	3221: Off
	3231: Off
	3241: Off
	3251: Off
	3261: Off
	3271: Off
	3281: Off
	3291: Off
	3311: Off
	3321: Off
	3331: Off
	3341: Off
	3351: Off
	3361: Off
	3371: Off
	3381: Off
	3391: Off
	3401: Off
	3301: Off
	3411: Off
	3421: Off
	3431: Off
	3441: Off
	3451: Off
	3461: Off
	3471: Off
	3481: Off
	3491: Off
	3501: Off
	3511: Off
	3521: Off
	3531: Off
	3541: Off
	3551: Off
	3561: Off
	3571: Off
	3581: Off
	3591: Off
	3601: 
	3611: 
	3621: Off
	3671: Off
	3691: 
	3701: 
	3711: 
	3721: 
	3731: 
	3741: Off
	3751: Off
	3761: Off
	3771: Off
	3811: 
	3821: 
	3831: 
	Behavior modification: Off
	Biofeedback training: Off
	Diagnostic evaluation: Off
	Group psychotherapy: Off
	Individual psychotherapy: Off
	Neuropsychological testing: Off
	Patient education: Off
	Psychosocial history: Off
	Psychological testing: Off
	Rehabilitation counseling: Off
	Vocational testing: Off
	257: 
	Group: 
	Email: 
	NPI Number: 
	DEA: 


