APPLICATION

FOR 

ATLANTA FAMILY PSYCHIATRY, INC.

________________________________________________________________________

PLEASE COMPLETE ALL ANSWERS IN FULL.  INCOMPLETE APPLICATIONS WILL BE RETURNED.

************************************************************************

GENERAL INFORMATION
************************************************************************

Please Print or Type

________________________________________________________________________

Name (Last)
(First)
(Middle)

Date of Birth

Sex M or F

Principal

Office

Address: _______________________________________________________________

Street Address

__________________________________________________________________
City



State

Zip

Email address

__________________________________________________________________

Phone Number

Fax Number

Cell Phone Number

Additional

Office

Locations: _______________________________________________________________

    Street Address
City

County   State  Zip    Phone Number

Billing Name

& Address

if different


from Principal Office: 

Address: ____________________________________________________________


Street
Address

____________________________________________________________

City
State  

 Zip  

Phone and Fax Number 

_______________________


Tax Identification Number


************************************************************************

EDUCATION AND TRAINING
************************************************************************

Education_______________________________________________________________

Name of College or University   City/State   From (mo/yr) to (mo/yr) Degree

Advanced Degree

Education_______________________________________________________________

  Name of College or University   City/State    From (mo/yr)   to (mo/yr) Degree

************************************************************************

PRACTICE INFORMATION
************************************************************************

1.
Are you in an Individual Practice __ or Group Practice __?

If you are in a group, please list the name of the group and the name(s) of your associates.

Group Name____________________________________________________________

Associate(s) _______________________________________________________________________________________________________________________________________________
2.
Medicare Number____________
 Medicaid Number_____________
************************************************************************
LICENSURE
************************************************************************

Please attach copies of all licenses

Credentialed as:  LCSW __ LPC ___ PhD ___
State License Number_____________________________

************************************************************************

LIABILITY COVERAGE
************************************************************************

Please attach a copy of the face sheet of your Medical Malpractice Coverage Certificate indicating effective dates and coverage limits.

____________________________
$____________________  __________________

Malpractice Carrier


 Amount of Coverage

Policy Number

Type of Policy: (  ) Claims Made (  ) Occurrence

Date of Expiration_____________________

************************************************************************ 
OTHER INFORMATION
************************************************************************

1. Have you ever been convicted of a crime or are you currently under indictment?   (  ) Yes  (  ) No

2.
Have you ever been treated for alcoholism or substance abuse? (  ) Yes (  ) No

3.
Has your license to practice in your clinical field in any jurisdiction ever been refused, limited, suspended, or revoked or have you been the subject of any disciplinary investigation within the past ten (10) years?  (  ) Yes (  ) No   If yes, provide details.

4.
Have you ever been excluded from Medicare or Medicaid? (  ) Yes (  ) No
  If yes, provide details.


5.
Has your professional liability coverage ever been denied or canceled?  (  ) Yes    (  ) No     If yes, provide details.

6.
Have any malpractice suits or claims ever been made against you?  (  ) Yes (  ) No

If yes, please indicate on a separate sheet of paper the date when each action was instituted and the status/outcome of each including the date and amount of any judgment, adverse decision or settlement.

7.
Are you being investigated by the Department of Justice, State Attorney General, Medicare, Medicaid or any insurer for alleged fraud, improper billing practices or for any other matter?  (  ) Yes (  ) No If yes, provide details.

8.
Has any information pertaining to you ever been reported to the National Practitioner Data Bank (NPDB)?  (  ) Yes (  ) No   If yes, provide details.

STATEMENT OF APPLICATION - Please read carefully before signing.

I hereby authorize AFPI and its agents to inspect all records and documents including medical records, held by hospitals, facilities, organizations or others that may be material to an evaluation of my professional qualifications and competence to carry out the clinical activities as well as my moral and ethical qualifications for association with AFPI.  I hereby release from liability all representatives of AFPI 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, organizations or other entities who provide information to AFPI in good faith and without malice concerning my professional competence, ethics, character and other qualifications for association with AFPI, and I hereby consent to the release of such information.  I hereby agree that I shall abide by the policies adopted by association with AFPI concerning the conditions and standards of association with AFPI.

All information submitted by me on this form is true to my best knowledge and belief.

Name: __________________________________________________________________

(Please print)

Signature: _________________________________________ Date:________________

BEFORE MAILING, PLEASE BE SURE YOU HAVE ENCLOSED THE FOLLOWING ITEMS:
_______ One complete, signed and dated application.  (If a question is not applicable, 
   
    note N/A.  If you answered yes to any item above, please provide the details 
 
    on a separate sheet and enclose with this application.)

_______ Current copy of State License.

_______ Current copy of malpractice insurance face sheet indicating level of coverage 

    and expiration date.

_______ A detailed explanation of all professional liability claims or lawsuits.

_______ One copy of your current Curriculum Vitae (Resume).
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