












STATEMENT OF APPLICANT 
Please read carefully before signing 

 
I fully understand that any significant mis-statements in or omissions from this 
application constitute cause for denial of appointment or cause for summary revocation of 
privileges. All information submitted by me in the application is true to my best 
knowledge and belief.  
 
In making this application, I signify my willingness to appear for interviews, authorize 
the Hospital and the medical staff to consult with hospitals or employers with which I 
have been associated, as well as other persons or entities who may have information 
concerning my competence, character and ethical qualifications. I consent to the 
examination of all records that may be pertinent to the evaluation of my professional, 
moral and ethical qualifications. I consent to the examination of all records and 
competence to carry out the clinical privileges I request. I release from any liability all 
representatives of the Hospital and its medical staff for their acts performed in good faith 
in connection with evaluation of my application and my credentials. I release from any 
liability all individuals and organizations who provide information to the Hospital in 
good faith concerning my competence, ethics, character and other qualifications 
pertaining to this application, including otherwise privileged or confidential information.  
 
I understand and agree that I have to burden of producing adequate information for 
proper evaluation of my professional competence, character ethics, and other 
qualifications and for resolving any doubts about such qualification.  
 
If approved by the Hospital and the medical staff, I agree to the following: 
 

1. To engage in the practice of medicine as defined by the Medical Practice Act or 
the State Board of Medical Licensure and supervision or the State Board o 
Governors, or the Podiatric Licensing Board, or Dental Board of Licensure.  

 
2. Adhere to the policies and procedures of the medical staff and the Hospital as they 

may apply to my actions of duties.  
 

3. When in the Hospital to wear proper identification indication my name and title.  
 

4. To always maintain malpractice insurance coverage that meets or exceeds the 
required amount as established by the facility Board of Managers.  

 
 
 
 

Signature      Date 
 

 






