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14 Feb 2001 

PERSONAL AND PROFESSIONAL INFORMATION SHEET 

NONPRIVILEGED PROVIDER

Complete all items and sections.  List all dates as day-month-year.  Use "NA" if not applicable.  "Yes" answers require full explanation in the comments section or on an attached sheet of paper.  Indicate the section number and subsection for those items being commented upon in attachments. 

1.  General 

    Last Name, First, MI: ___________________________________________                    

    Alias (Last, First, MI): ________________________________________ 

    Grade: _____________Desig: ______________SSN:____________________

    Date of Birth: ____________ Branch of Service: __________________

    Citizenship: ______ Reporting Date: ________PRO: ________________ 

    Specialty: ____________________

    Office Telephone Number: (   )   -______________ 

    Office Address: _________________________________________________

    Local Address:  _________________________________________________

    Home Telephone Number: (  )   -_____________

2.  Professional Education and Training (most recent first) 

    a.  Basic Qualifyinq Credential (e.g., Bachelor of Science, 

AD, MS, PhD)

Institution
Address
Credential
From
To



















    b.  Special Education.  (Include professional course of 2 weeks duration or greater, LMET, or other relevant programs that pertain to practice.)

Institution
Address
Specialty
Type
From
To






















3.  Specialty Certifications 

Certification
Number
Agency
Issue Date
Expires
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4.  List all Licenses or Certificates by State or Federal Agency. Include all those that have been either voluntarily or involuntarily withdrawn (include Drug Enforcement Agency (DEA) certification). 

    a.  License Information 

License Number
State
Type
Expires





















5.  Relative Work Experience. (List chronologically, most recent first.) 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6.  Membership in Professional Organizations 

Organization
Full Address
Office 
From
To































7.  Continuing Education Credits for the Past 2 Years.  (For 

initial appointment only.  Use practitioner's training file for renewal.) 

    a.  Academic 

Institution
Course Title/Subject
Credit Hours
Date































J-7

BUMEDINST 6320.66C 

14 Feb 2001

    b.  Contingency Training (indicate certified [C] or trained [T]).
Training
C/T
Expiration
Training
C/T
Expiration

BLS


ACLS



ATLS


CTTC



C-4


NALS



PALS






8. Personal Awards and Letters of Recoqnition.  (List chronologically, most recent first.)

Award/Recognition
Month/Year Awarded
















9. Publications.  (List chronologically, most recent first.)

Title
Publication Date
















10. Health status and history (Answer "yes" or "no." Explain all "yes" answers in comments section.)

____a. Do you currently have any physical or mental impairments that could limit your clinical practice? 

____b. Are you currently taking any medications? 

____c. Do you have a potentially-communicable  disease? 

____d. Have you been hospitalized for any reason during the last 

5 years? 
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____e. Have you ever been psychiatrically hospitalized or diagnosed with a major psychiatric disorder? 

____f. Are you currently under or have you ever received treatment for an alcohol or drug-related condition? 

____g. Have you ever been involved in the unlawful use of controlled substances?
Comments:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

11. Malpractice, Licensure, Reduction in Clinical Scope, and 

Legal History.  (Answer "yes" or "no."   Explain all "yes" 

answers in comments section.) 

____a. Have you ever been the subject of a malpractice claim? (Indicate final disposition or current status of claim in comments.) 

____b. Have you ever been a defendant in a felony or misdemeanor case? (Indicate final disposition of case in comments.) 

____c. Has there been previously successful or currently pending challenges, revocation, or restriction to any licensure, certification, or registration (State, district, or Drug Enforcement Agency) to practice in any jurisdiction, or the voluntary/involuntary relinquishment of such licensure, certification, or registration? 

Comments:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

12. Moonlighting Information. (Specify other facilities where you currently work.) 

Institution
Full Address
Department
Priv Spec
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13. Other Information.  (Include any additional information that you wish to bring to the attention of the privileging authority.)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________                  _________________________

(Signature)                                            (Date) 
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