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Date:     

 
NAME: ________________________________________________________________________              ______-____-______ 
               (Last)                                (First)                          (Middle)              (Title)                                (Social Security Number) 
 
List all other names by which you have been known:            
 
ADDRESS: Office:               
                              (Name)                                (Street Address)                                    (City/State/Zip) 
 

   Home:        SPECIALTY:        
                             (Street Address)              (City/State/Zip)   
May we contact you at your office:           ⁯ YES    ⁯ NO     SUB-SPECIALTY:      
 
OFFICE PHONE:  (_____) ______-________      HOME PHONE:  (_____) ______-________        CELLULAR:  (_____) ______-________ 
 
PAGER:    (_____) ______-________        E-MAIL ADDRESS:              
 
EDUCATION AND TRAINING: 
 
HIGH SCHOOL:                
                                 (School Name)                                                      (City/State/Zip)             
                                                                            
COLLEGE / UNIVERSITY:               
                                                    (School Name)                                                (Degree)                (Year of Graduation)      
   
                
 (Street Address)                   (City/State/Zip)         (Telephone)           (Fax Number)               
 
MEDICAL /PROFESSIONAL SCHOOL:              
                                                      (School Name)                           (Degree)              (Date: mm/yy to mm/yy) 
  
                
 (Street Address)                   (City/State/Zip)              Dean’s Office:   (Telephone)  (Fax Number) 
 
POST GRADUATE EDUCATION/TRAINING:             
                                                                                          (School Name)      (Degree)         (Year of Graduation)        
 
                
 (Street Address)                   (City/State/Zip)              Dean’s Office:    (Telephone)  (Fax Number)       
       
INTERNSHIP:                
                               (School Name)                 (Specialty)     (Date: mm/yy to mm/yy) 
 
                
 (Street Address)                   (City/State/Zip)          Internship/Training Program Office:   (Telephone)  (Fax Number) 
                 
 
RESIDENCY TRAINING:                
                               (School Name)                 (Specialty)          (Date: mm/yy to mm/yy) 
 
                
 (Street Address)                   (City/State/Zip)          Residency/Training Program Office:   (Telephone) (Fax Number) 
    
FELLOWSHIP TRAINING:                                   
    (School Name)                 (Specialty)            (Date: mm/yy to mm/yy) 
 
                
 (Street Address)                   (City/State/Zip)         Fellowship/Training Program Office:   (Telephone)  (Fax Number) 
 



DEAN HEALTH SYSTEMS, INC. 
MEDICAL STAFF EMPLOYMENT APPLICATION 

Dean Health Systems, Inc. 
Medical Staff Application 
Page 2 of 6 

 
 
EDUCATION/TRAINING REFERENCES: 
Refer to faculty members who know you well, through your education or training programs. 
 
1.                   
         (Name & Title)                            (Telephone)             (Fax Number)  (E-mail) 
 
                
           (Street Address)                                                    (City/State/Zip) 
 
Indicate Relationship:                
 
 
2.                  
                        (Name & Title)                          (Telephone)              (Fax Number)  (E-mail) 
 
                
              (Street Address)                                                    (City/State/Zip) 
 
Indicate Relationship:               
 
 
3.                 
 (Name & Title)           (Telephone)              (Fax Number)  (E-mail) 
 
                
 (Street Address)           (City/State/Zip) 
 
Indicate Relationship:                
 
 
EMPLOYMENT OR OTHER PROFESSIONAL REFERENCES:   
 Refer to individuals who know you well, through your employment or current practice. 
 
1.                 
 (Name & Title)           (Telephone)              (Fax Number)  (E-mail) 
 
                
 (Street Address)           (City/State/Zip) 
 
Indicate Relationship:                
  
 
2.                 
                                (Name & Title)                         (Telephone)             (Fax Number)  (E-mail) 
 
                
  (Street Address)                                                    (City/State/Zip) 
 
Indicate Relationship:                
 
 
3.                 
  (Name & Title)           (Telephone)             (Fax Number)  (E-mail) 
 
                
  (Street Address)           (City/State/Zip) 
 
Indicate Relationship:                
 
 



DEAN HEALTH SYSTEMS, INC. 
MEDICAL STAFF EMPLOYMENT APPLICATION 

Dean Health Systems, Inc. 
Medical Staff Application 
Page 3 of 6 

 
 
WORK HISTORY:   POST INTERN AND/OR RESIDENCY EXPERIENCE:  
 Positions held (starting with your current/most recent position) including military service.  
 
1. Employer Name:                
 
                  
                            (Street Address)                                            (City/State/Zip)                           (Telephone)  (Fax Number) 
 
  Position:  ____________________________________________________________________________   Date:  __________ to __________ 
 
     Supervisor Name and Title:           
                                          
     Reason for Leaving:                
 
2. Employer Name:                
 
                  
                            (Street Address)                                            (City/State/Zip)                           (Telephone)  (Fax Number) 
 
  Position:  ____________________________________________________________________________   Date:  __________ to __________ 
 
     Supervisor Name and Title:           
                                          
     Reason for Leaving:                
 
3. Employer Name:                
 
                  
                            (Street Address)                                            (City/State/Zip)                           (Telephone)  (Fax Number) 
 
  Position:  ____________________________________________________________________________   Date:  __________ to __________ 
 
     Supervisor Name and Title:           
                                          
     Reason for Leaving:                
 
Is all previous work experience listed?  ⁯ YES    ⁯ NO       If no, please list on a separate sheet of paper and attach. 
 
 
HOSPITAL  PRIVILEGES: 
 
1.                  
        (Hospital Name)   (Street Address)                                (City/State/Zip)  (Telephone) (Fax Number) 
 
                Date:  __________ to __________ 
      (Type of Privileges)                       
 
 
2.                   
         (Hospital Name)   (Street Address)                                (City/State/Zip)  (Telephone) (Fax Number) 
 
                Date:  __________ to __________ 
      (Type of Privileges)                       
 
 
3.                   
         (Hospital Name)   (Street Address)                                (City/State/Zip)  (Telephone) (Fax Number) 
 
                Date:  __________ to __________ 
      (Type of Privileges)                       
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MALPRACTICE INSURANCE COVERAGE: 
Please provide your medical malpractice insurance information for the past five (5) years. 
 
1.                  
      (Name of Insurance Carrier)                    (Telephone)                       (Fax Number)                (Dates of Coverage) 
  
                     
       (Street Address)                                                   (City/State/Zip)                           (Name of Employer while this insurance was in place)          
 
     Type of Policy: ⁯ Occurrence    If Claims-Made policy, was “tail” insurance purchased?  ⁯ YES    ⁯ NO 
        (CHECK ONE) ⁯ Claims-Made      If No, provide explanation:         
 
2.                  
      (Name of Insurance Carrier)                    (Telephone)                       (Fax Number)                (Dates of Coverage) 
  
                     
       (Street Address)                                                   (City/State/Zip)                           (Name of Employer while this insurance was in place)          
 
     Type of Policy: ⁯ Occurrence    If Claims-Made policy, was “tail” insurance purchased?  ⁯ YES    ⁯ NO 
        (CHECK ONE) ⁯ Claims-Made      If No, provide explanation:         
 
3.                  
      (Name of Insurance Carrier)                    (Telephone)                       (Fax Number)                (Dates of Coverage) 
  
                     
       (Street Address)                                                   (City/State/Zip)                           (Name of Employer while this insurance was in place)          
 
     Type of Policy: ⁯ Occurrence    If Claims-Made policy, was “tail” insurance purchased?  ⁯ YES    ⁯ NO 
        (CHECK ONE) ⁯ Claims-Made      If No, provide explanation:         
 
 
CERTIFICATION AND LICENSURE: 
 
1.  Are you currently Board Certified?   ⁯ YES    ⁯ NO   
  
     Primary:  _____________________________________________ Sub-Specialty:         
                              (Board Name)               (Date Certified)                                                                     (Board Name)               (Date Certified) 
 
2.  Are you eligible to take your certification exam?     ⁯ YES    ⁯ NO              Date Eligible:     
                                          (Month, Year)  
                                                                                                                                  
3.  Current DEA Number:  _____________________   Expiration Date:  ___________  
 
4.  ECFMG Number:                                                                                                                           
 
5.  Do you have a license to practice medicine?     ⁯ YES    ⁯ NO              
    
      STATE    LICENSE NUMBER            EFFECTIVE DATE 
 
______________________________        ___________________________________        ___________________________________ 
 
______________________________        ___________________________________        ___________________________________ 
 
______________________________        ___________________________________        ___________________________________ 
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EMPLOYMENT QUESTIONS: 
 
1.    Have you ever been convicted of a crime? ⁯ YES    ⁯ NO      
 
2.    Have any malpractice claims been made against you?                                 ⁯ YES    ⁯ NO               
       For the purposes of this question, claims shall include but not be limited to, the filing of a Summons and  
       Complaint, demand letters by patients or attorneys, request for mediation or receipt of letters of intent to file suit.  
 
       2a.  Have any settlements or payments to patients been made on your behalf? ⁯ YES    ⁯ NO               
 
3.    Have you ever been denied a medical license or had your license limited, suspended, revoked or otherwise  
       reprimanded in any state?       ⁯ YES    ⁯ NO               
 
4.    Have your hospital, clinic or surgery center staff privileges ever been limited, suspended, denied, or revoked?          ⁯ YES    ⁯ NO   
 
5.    Are you aware of any other complaint or investigation with respect to your license to practice, your BNDD      ⁯ YES    ⁯ NO  
       (DEA) license, your privileges or participation at or with any hospital or medical facility?   
 
6.    Have you ever had your Drug Enforcement Administration Certificate or prescribing privileges limited,                   ⁯ YES    ⁯ NO   
       suspended, or revoked by any state or federal agency?            
 
7.    Is there any reason you could not practice full-time?                                                                                                     ⁯ YES    ⁯ NO   
 
8.    Is there anything preventing you from complying with any professional requirement? ⁯ YES    ⁯ NO   
 
9.    Have you ever been denied privileges, discharged or requested to resign from any employment?                         ⁯ YES    ⁯ NO   
 
10.  Have you ever been convicted of Medicare or Medicaid fraud? ⁯ YES    ⁯ NO   
 
11.  Should you be employed, do you plan to engage in any business or other employment while employed                             ⁯ YES    ⁯ NO   
       at Dean Health Systems, Inc.?    
 
12.  Have you ever been sanctioned by or excluded from participation in any government program including                 ⁯ YES    ⁯ NO   
       Medicare or Medicaid for any reason? 
                                                  
13.  Are you personally acquainted with any present or former member of our medical staff? ⁯ YES    ⁯ NO   
        Name(s): ___________________________________________________________________________ 
 
14.  Were you referred by a member of Dean Health System?  _____________________________________ ⁯ YES    ⁯ NO   
                                                                                                                                                                                              (Name) 
 
If you answered “Yes” to any of the questions above, please explain fully on a separate sheet of paper and attach. 
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AUTHORIZATION AND RELEASE: 
 
⁯    I represent that the information on this application is true and correct.  I authorize Dean Health Systems, Inc., on behalf of itself 
and its subsidiaries and affiliates, to investigate and confirm all information supplied.  I also authorize any individual or organization 
named on this application to supply Dean Health System, and its subsidiaries and affiliates, with information about me, and release 
them from all liability for doing so. 
 
Signature:  _______________________________________________________________   Date: _____________________________ 
 
Name Printed:  ___________________________________________________________ 
 
Please return to: DEAN HEALTH SYSTEMS, INC.     
  Office of Medical Affairs    Phone:       608.250.1075 

Medical Staff Services   Toll Free:  800.279.9966 
                             1808 West Beltline Highway  Fax:      608.250.1534  
                             Madison, WI  53713
 



 
COMPLETING THIS FORM IS VOLUNTARY AND IS NOT A REQUIREMENT FOR EMPLOYMENT. 

 
INVITATION TO SELF IDENTIFY/APPLICANT FLOW DATA 

Various agencies of the city & federal government require employers to maintain information on applicants 
pertaining to factors such as race, sex, disability & veteran status, and type of position applied for.  The 
information requested on this sheet is for the purpose of our compliance with these record keeping requirements 
and to determine recruiting and employment patterns.  Dean Health System, Inc. believes all persons are entitled to 
equal employment opportunities and does not discriminate against its employees or applicants for employment 
because of race, sex, sexual orientation, religion, national origin, disability status, veteran status, age or any other 
basis prohibited by law. 
 
Applicant Name: _________________________________________Date of Application:_________________  
 
Position You Applied for:  _________________________________________________ 
 
RACE  
Please mark the one box that describes the race/ethnicity category with which you primarily identify:  
⁮ White    ⁮ American Indian or Alaskan Native   ⁮ Hispanic or Latino 
⁮ Asian     ⁮ Black or African American   ⁮ Two or More Races  
⁮ Native Hawaiian or Other Pacific Islander      
  
GENDER 

⁮ Female ⁮ Male  
  

Veteran Status 
Dean Health System is a Government subcontractor subject to the Vietnam Era Veterans’ Readjustment 
Assistance Act of 1973, as amended, which requires Government contractors to take affirmative action to employ 
and advance in employment qualified disabled veterans, recently separated veterans, other protected veterans, and 
Armed Forces service medal veterans.   
If you are a disabled veteran, recently separated veteran, other protected veteran, or Armed Forces service medal 
veteran, we would like to include you under our affirmative action program.  You may inform us of your desire to 
benefit under the affirmative action program at this time and/or at any time in the future. 
 
Please check all that describe your veteran status: 
⁮ Disabled Veteran- A Veteran who is entitled to compensation (or who, but for the receipt of military retired pay, would 
be entitled to compensation) under laws administered by the Secretary Veterans Affairs OR a person who was discharged 
or released from active duty because of a service-connected disability.  If you are a disabled veteran, it would assist us if 
you could tell us about any special methods, skills and/or procedures which may qualify you for the position that you 
might not otherwise be able to do because of your 
disability.__________________________________________________________________. 
 
⁮ Recently Separated Veteran-A Veteran is considered ‘recently separated’ during the three-year period beginning on 
the date of such veteran’s discharge or release from active duty. 
 
⁮ Armed Forces Service Medal Veteran-A person who while serving on active duty in the armed forces participated in a 
United States Military Operation for which an armed forces service medal was awarded pursuant to executive order 12985. 
 
⁮ Other Protected Veteran-A person who served on active duty during a war or in a campaign or expedition for which a 
campaign badge has been authorized under laws administered by the Department of Defense. 
 
Disability Status 
⁮ Individual with a Disability 
If you have a disability, it would assist us if you could tell us about any special methods, skills and/or procedures which 
may qualify you for the position that you might not otherwise be able to do because of your disability.                                 
___________________________________________________________________________________________. 

 
HOW DID YOU FIRST HEAR ABOUT THIS JOB OPPORTUNITY AT DEAN HEALTH SYSTEM? 

⁮   Dean Website               ⁮   Employment Agency   
⁮   Employee Referral                   ⁮   Job Service  
⁮   Internet / Website   (Specify:  _____________________)  ⁮   Other:  ________________________ 
⁮   Newspaper Advertisement   (Specify:  ______________________________) 
 

To be completed by Human Resources: 
Specialist Initials:  ____________                 DOH:________________  Position #:______________  
FTE:_______________ 
Position Title:  __________________________________ Job Code:______________  Cost Center:  
____________________ 



  
  

AUTHORIZATION FOR RELEASE OF INFORMATION 
 

I have applied to be credentialed or recredentialed as a participating practitioner with Dean Health 
Systems, Inc. (DHS).  In order for DHS to completely evaluate my qualifications, I hereby authorize DHS 
and its authorized representatives and agents to consult with any third party who may have information 
(including information that otherwise may be privileged or confidential) relating to my professional 
qualifications, competence and conduct.  I also authorize any such third party to release information, 
related reports and documents to DHS and its authorized representatives and agents upon request and 
receipt of a copy of this AUTHORIZATION FOR RELEASE OF INFORMATION. 
 
I understand DHS will use this information solely in conjunction with my application for and status as a 
participating practitioner, and/or in conjunction with my application for and status as a participating 
practitioner with other managed care organizations, preferred provider organizations and networks, or 
other health care or insurance organizations that have contracted with DHS and/or its authorized 
representatives or agents to have DHS provide credentialing and/or recredentialing services, and that the 
information is not subject to redisclosure except as permitted by Federal or State law. 
 
In consideration of accepting for review my application for credentials, or my application for renewal 
thereof, or the representation of my status as a participating practitioner with DHS to other managed care 
organizations, preferred provider organizations and networks, or other health care or insurance 
organizations that have contracted with DHS, as the case may be, I hereby release from liability Dean 
Health Systems, Inc. and its directors, officers, employees and authorized representatives and agents and 
third parties for any acts performed in good faith in providing or receiving information, reports or other 
documents relating to, or in evaluating my professional qualifications, competence or conduct.  
 
This release from liability shall include, but is not limited to, actions relating to the following: 
 

¾ My application to be a participating practitioner with DHS or other organizations or 
networks that have contracted with DHS and/or its authorized representatives or agents; 
and 

 
¾ Periodic review undertaken for recredentialing, utilization review or other quality 

management; and 
 
¾ Proceedings for restriction, suspension or termination of my status as a participating 

practitioner, or any other disciplinary action. 
 
This authorization is valid for 180 days and, if I become a participating practitioner with DHS, for the 
time that I remain a participating practitioner with DHS.  
 
 
___________________________________   ____________________________  
Signature       Date  
 
 
___________________________________ 
Name (Please print.)  

 
 



 
Authorization to Release Medical Malpractice Claim Information  

 
Please note: You need to complete a separate form for each insurance carrier you have had 
during the past five years.  Please make copies of this form as needed. 
 
To:   _________________________________________________________________ 
                                       (Medical Malpractice Insurance Carrier/Healthcare Entity)  
 
Phone: _________________________________________________________________ 
                                      (Medical Malpractice Insurance Carrier/Healthcare Entity Phone Number) 
             
Fax: _________________________________________________________________ 
                                      (Medical Malpractice Insurance Carrier/Healthcare Entity Fax Number) 
 
Re:  _________________________________________________________________ 
                                        (Physician’s Name, Coverage Dates and Policy Number, if available)  

 
 
I hereby authorize the above medical malpractice carrier/healthcare entity to provide information 
regarding my medical malpractice coverage and claim history as part of my application and 
credentialing process.   
 
The claim report (or letter) should encompass the total period that I was insured by this 
company.  The report should include: 
 

• A description of the claim; 
• A current indemnity reserve value; 
• The date of the incident; and 
• The run date of the report should be within the last 30 days. 

 
The letter/claim report should be faxed to:  Kate Kaegi  
       Manager, Physician Services 
       Office of Medical Affairs 
       Dean Health Systems, Inc. 
       Phone:  (608) 250-1071 
       Fax:  (608) 250-1534 
 
If you have any questions, please contact Kate Kaegi. Your prompt response to this request will 
be much appreciated. 
 
Thank you. 
 
             
Applicant’s Signature       Date Signed* 
 
       
Applicant’s Printed Name      
      

*This authorization is valid unless and until it is revoked by applicant in writing. 
 
 
 



 
Authorization to Release Medical Malpractice Claim Information  

 
Please note: You need to complete a separate form for each insurance carrier you have had 
during the past five years.  Please make copies of this form as needed. 
 
To:   _________________________________________________________________ 
                                       (Medical Malpractice Insurance Carrier/Healthcare Entity)  
 
Phone: _________________________________________________________________ 
                                      (Medical Malpractice Insurance Carrier/Healthcare Entity Phone Number) 
             
Fax: _________________________________________________________________ 
                                      (Medical Malpractice Insurance Carrier/Healthcare Entity Fax Number) 
 
Re:  _________________________________________________________________ 
                                        (Physician’s Name, Coverage Dates and Policy Number, if available)  

 
 
I hereby authorize the above medical malpractice carrier/healthcare entity to provide information 
regarding my medical malpractice coverage and claim history as part of my application and 
credentialing process.   
 
The claim report (or letter) should encompass the total period that I was insured by this 
company.  The report should include: 
 

• A description of the claim; 
• A current indemnity reserve value; 
• The date of the incident; and 
• The run date of the report should be within the last 30 days. 

 
The letter/claim report should be faxed to:  Kate Kaegi  
       Manager, Physician Services 
       Office of Medical Affairs 
       Dean Health Systems, Inc. 
       Phone:  (608) 250-1071 
       Fax:  (608) 250-1534 
 
If you have any questions, please contact Kate Kaegi. Your prompt response to this request will 
be much appreciated. 
 
Thank you. 
 
             
Applicant’s Signature       Date Signed* 
 
       
Applicant’s Printed Name      
      

*This authorization is valid unless and until it is revoked by applicant in writing. 
 
 
 



 
Authorization to Release Medical Malpractice Claim Information  

 
Please note: You need to complete a separate form for each insurance carrier you have had 
during the past five years.  Please make copies of this form as needed. 
 
To:   _________________________________________________________________ 
                                       (Medical Malpractice Insurance Carrier/Healthcare Entity)  
 
Phone: _________________________________________________________________ 
                                      (Medical Malpractice Insurance Carrier/Healthcare Entity Phone Number) 
             
Fax: _________________________________________________________________ 
                                      (Medical Malpractice Insurance Carrier/Healthcare Entity Fax Number) 
 
Re:  _________________________________________________________________ 
                                        (Physician’s Name, Coverage Dates and Policy Number, if available)  

 
 
I hereby authorize the above medical malpractice carrier/healthcare entity to provide information 
regarding my medical malpractice coverage and claim history as part of my application and 
credentialing process.   
 
The claim report (or letter) should encompass the total period that I was insured by this 
company.  The report should include: 
 

• A description of the claim; 
• A current indemnity reserve value; 
• The date of the incident; and 
• The run date of the report should be within the last 30 days. 

 
The letter/claim report should be faxed to:  Kate Kaegi  
       Manager, Physician Services 
       Office of Medical Affairs 
       Dean Health Systems, Inc. 
       Phone:  (608) 250-1071 
       Fax:  (608) 250-1534 
 
If you have any questions, please contact Kate Kaegi. Your prompt response to this request will 
be much appreciated. 
 
Thank you. 
 
             
Applicant’s Signature       Date Signed* 
 
       
Applicant’s Printed Name      
      

*This authorization is valid unless and until it is revoked by applicant in writing. 
 
 
 



 
 
 
 
 

 
Confirmation of Professional Liability Insurance Coverage  

 (Agreement to Purchase Extended Reporting Endorsement /“Tail Policy”  
  from Current Insurance Carrier, if applicable) 

 
Claims-Made Coverage 
 
� I certify that I have been covered by a claims-made professional liability insurance policy in the 
past five (5) years.  I understand that purchase of a tail policy is mandatory before I can secure 
professional liability insurance coverage through the Dean Health Systems, Inc., (DHS) or St. 
Marys/Dean Venture (SMDV) program.  I further understand that failure to purchase a tail policy 
will negatively impact my employment possibilities with DHS or SMDV. 
 
Please attach copies of all your tail policies from the past five (5) years.  If you are currently covered 
under a claims-made policy and your tail policy has yet to be issued, you will need to supply a letter 
from your employer or insurance carrier stating that a tail policy will be purchased at the time of 
your termination.  Upon issuance of your tail policy, you will need to provide a copy to DHS Risk 
Management. 
 
 
Occurrence Coverage Only 
 
� I certify that I have only been covered by occurrence professional liability insurance policies in 
the past five (5) years and therefore a tail policy is not applicable. 
 
 
Other (e.g. Group Policy, Modified Claims-Made, etc.) 
 
� Please explain insurance coverage: ___________________________________________ 
_________________________________________________________________________________
_______________________________________________________________________ 
  
 
Lastly, I certify I have no uninsured periods of professional liability exposure and that I have 
purchased “tail” policy(ies) or was insured by occurrence-type coverage for all periods that I 
have practiced medicine. 
 
 
_____________________________________ 
       Applicant’s Name – Please Print 
 
 
_____________________________________  ______________________ 
       Applicant Signature        Date 
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