	[image: image1.png]Dedicated to Safe Travel





	Applicant Information



	Territory Requested (City, State, Zip):     

	Name:     
	Date of Birth:     

	Home Address:     

	City:     
	State:     
	ZIP Code:     

	Home Phone:     
	Cell Phone:     
	E-mail:     

	Practice Information

	Practice Name:     
	Employer (if applicable):     

	Address:     

	City:     
	State:     
	ZIP Code:     

	Phone:     
	E-mail:     
	Fax:     

	Website for Practice:      

	Office Contact:      
	Contact E-mail:      
	Contact Phone:      

	education

	Undergraduate:     
	Degree:     
	Year Earned:     

	Medical Education:     
	Degree:     
	Year Earned:     

	Residency:     
	Specialty:     
	Year Completed:     

	Additional Education and Training (Attach if needed):     


	Employment History

	***Please attach your current resume.***

	Licensure / Certification

	Are you currently certified in your primary specialty?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Year of Board Certification:     
	Expiration Date:     

	List any additional certifications and expiration dates. (Attach if needed)     


	State Medical License Number:     
	State:     
	Expiration Date:     

	***Please attach a copy of your medical license.***

	Federal DEA Number:     
	Expiration Date:     
	NPI Number:     

	Professional Society Memberships:     


	Medical Practice

	Do you currently practice travel medicine?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Estimated number of travel patients per week:     

	Check all that apply to your practice: 

 Solo  FORMCHECKBOX 
 Single Specialty Group  FORMCHECKBOX 
 Specialty Group  FORMCHECKBOX 
 Multi-Specialty Group  FORMCHECKBOX 
 Private  FORMCHECKBOX 
 Academic  FORMCHECKBOX 
 Other:

	Do you have 24 hour medical coverage?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
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	professional liability / malpractice claims

	***Please attach Certificate of Liability Insurance.***

	Are there currently any malpractice claims against you or past claims that remain subject to appeal?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Have you been contacted by anyone indicating that a malpractice lawsuit is being considered against you?   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Please summarize on an attached sheet the details of any malpractice claims currently pending and all malpractice claims made against you within the past ten (10) years. Include date of occurrence, nature of allegations and the disposition of the claim, such as terms of any settlement or court judgment.

	DISCLOSURES

	If you answer any of the following questions in the affirmative, please explain on an attached sheet.

	Has your employment, medical staff appointment or clinical privileges ever been suspended, diminished, revoked, refused or limited at any hospital or other health care facility whether voluntarily or involuntarily, or are any such  actions pending?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Have you ever been the subject of disciplinary proceedings at any hospital or health care facility, or are any such actions pending?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


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


	Has your DEA license or state narcotics registration ever been voluntarily or involuntarily suspended, limited, revoked, denied, or restricted, or are any such actions pending?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Were you the subject of any disciplinary proceedings during your medical training?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Have you ever been denied membership or renewal or been the subject of disciplinary proceedings of any professional organization, medical society, licensing authority or medical board, or are any such actions pending?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Has your liability insurance coverage ever been restricted, limited, denied, or not renewed?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Has your liability insurance coverage ever been terminated?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Has Medicare, Medicaid or any other medical reimbursement plan ever voluntarily or involuntarily suspended, limited, revoked, denied, not renewed or terminated your participation, or are any such actions pending?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Have you ever been convicted of a felony?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Has any information pertaining to you ever been reported to the National Practitioner Data Bank?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Do you have any emotional or physical disabilities that may limit your ability to practice medicine?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Do you have a history or current practice of engaging in illegal drug use including controlled substances?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	CONFIDENTIALITY AGREEMENT AND Affirmation 

	In consideration of a possible business relationship with Travel Clinics of America, LLC, I agree that during the application process and in connection with the formation of a business relationship, there may be disclosed to me certain trade secrets including, without limitation: methods, systems, techniques, customer lists, pricing data, sources of supply, and marketing systems or plans.  I shall not at any time use for myself or others, or disclose or divulge to others any trade secrets, confidential information, or any other data of the Company in violation of law or this agreement.  Upon request, I shall return to the Company all documents and property pertaining to the Company, and all other materials and all copies thereof relating in any way to the Company’s business.  In the event of any breach of this agreement, the Company shall have full rights to injunctive relief, in addition to any other existing rights, without requirement of posting bond, if permitted by law.

I hereby affirm that the information shown upon this application or attached hereto is accurate to the best of my knowledge.  I understand that any willful misstatements, misrepresentations, or omissions may be cause for termination of my association with Travel Clinics of America, LLC.  If the information contained in the application becomes materially incorrect or incomplete, I agree to inform Travel Clinics of America, LLC within thirty (30) days of such material change.

	Signature:



	Print Name:     
	Date:     
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	AUTHORIZATION


	I hereby authorize Travel Clinics of America, LLC to verify the information on this application and consult with any person OR ENTITY that has or could have information regarding my background, experience, or credentials.  I hereby release Travel Clinics of America, LLC, its employees, officers, owners and agents, from any liability for act or omission related to verification or failure to verify any information contained in this application.



	Signature:      


	Print Name:      

	Address:      



	Date:     

	Remember:

 FORMCHECKBOX 
 Sign & Date – Pages 2 & 3
 FORMCHECKBOX 
 Attach – Current Resume

 FORMCHECKBOX 
 Attach – Copy of Medical License

 FORMCHECKBOX 
 Attach – Certificate of Liability Insurance


	SUBMIT all three (3) Pages and Attachments to:

	Fax 440.484.5298

Phone 866.855.5622

Email calpert@TravelClinicsofAmerica.com

	Travel Clinics of America, LLC

6559 Wilson Mills Road

Suite 107

Cleveland, OH  44143


6559 Wilson Mills Road, Suite 107


Cleveland, OH 44143


Phone 866.855.5622 Fax 440.484.5298
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