                                                                                                                                                       Month

Reappointment Application Checklist – HealthSouth Northern KY

Provider Name: ______________________________________
Practice Name: ______________________________________
Complete Application Received: __________________________

	Required Application Item
	Initial    

By: 
On:
	Notes: 

Date of contact w/ 

(F) fax (E) email (P) phone 
	Final   

By: 
On:

	Provider Profile
	
	
	

	DOPs: 
	
	
	

	Practice Intention/Staff Category
	
	
	

	Attachments: CME/Rx Sig/OPPE
	
	
	

	License Verification    (OH    (KY   (IN
	
	
	

	DEA ________________ Exp Date: _________
	
	
	

	DEA ________________ Exp Date: _________
	
	
	

	Board Certified:  

1____________________________________

                   ( YES ( NO ( N/A ( Sch:__________

2____________________________________

                     ( YES ( NO ( N/A ( Sch:__________
	
	
	

	Liab. Face Sheet – Exp. Date:______________
	
	
	

	Hosp. Affil(s):(_____ (_____(_____ (_____
	
	
	

	RED FLAGS:
	

	License Issues:                                          YES/NO
	

	Prof. Questionnaire issue:                        YES/NO                            
	

	Malpractice issue/explanation:                 YES/NO
	

	Peer evaluation issues:                             YES/NO
	

	OIG Sweep                                               Date Ran:
	

	Prof. Ref.:
	
	
	

	Prof. Ref.:
	
	
	

	Required Application Items
	Initial
	Notes (F) (E) (P)
	Final

	E-mail address
	
	
	

	Photo Image            ( Have   ( Need   ( N/A           
	
	
	

	Signature Image      ( Have   ( Need   ( N/A           
	
	
	

	CVO Profile Sheet-checked for accuracy/expired dates
	-----------------
	----------------------------------------------------
	

	All date stamps & signatures are less than 180 days old + Initials on all internet verifications
	-----------------
	----------------------------------------------------
	

	

	( Application reviewed by MSO for MEC
Date:__________ Initials:__________ 


	NPDB ____/____/____Rec’d
	( No Adverse Action
	( Adverse Action Rec’d



	(  OPPE Sheet Reviewed
	( Medical Director Signature
	( More data requested



	Medical Director Review Date
	Medical Director Signature
	( Approve 
( Deny

( Suspend





( App: _______


( DOPs: ______


( C&R: _______


( Ref: ________















Orig. 02.13.14




Revised 06.04.14





Revised 08.07.14

