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PERSONAL AND PROFESSIONAL INFORMATION SHEET (PPIS)

 PRIVILEGED PROVIDER

NAVAL MEDICAL CENTER, PORTSMOUTH
Complete all items and sections.  List all dates as 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 sub-section for those items being commented upon in attachments.

1.  General.

	LAST NAME
	FIRST NAME
	MI.

	
	
	


ALIAS
	LAST NAME
	FIRST NAME
	MI.

	
	
	

	GRADE/RANK
	DESIGNATOR
	CITIZENSHIP
	BRANCH OF SERVICE


	
	
	
	


	SSN
	REPORTING (MM/YY)
	PRD (MM/YY)
	SPECIALTY
	DATE OF BIRTH

	
	
	
	
	

	OFFICE ADDRESS
	OFFICE PHONE
	PAGER

	
	
	

	HOME ADDRESS
	HOME  PHONE

	
	


2.  Professional Education and Training (list most recent first).

a. Basic Qualifying Degree (e.g. MD, DO, OD, MSW, or Ph.D., ASN, BSN, MSN).
	INSTITUTION
	ADDRESS
	DEGREE
	FROM (MM/YY)
	TO (MM/YY)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	     
	     
	    
	     
	     


b. Internship (INT), Residency (RES), Fellowship (FEL), NAMI, NUMI, etc.

	INSTITUTION
	ADDRESS
	DEGREE
	FROM (MM/YY)
	TO (MM/YY)

	
	
	
	
	

	
	
	
	
	


3.  Qualifying Certifications and Specialty Boards (e.g. American Boards, ECFMG).
	CERTIFICATION/ RECERTIFICATION
	BOARD TYPE
	ISSUE DATE (MM/YY)
	EXPIRATION DATE (MM/YY)

	
	
	
	

	
	
	
	

	     
	     
	     
	     


4.  List all active Licenses/Certifications by State or Federal Agency held (e.g. NCCPA, CRNA, ACSW, NP etc.).
a. Current license information (Active or military exempt):
	LICENSE /CERTIFICATION NUMBER
	STATE
	TYPE
	EXPIRATION DATE (MM/YY)

	
	
	
	

	
	
	
	

	
	
	
	

	     
	
	
	

	     
	  
	     
	     

	     
	  
	     
	     


b. List all inactive Licenses/Certifications previously held by State or Federal Agency. Include all those that have been
Voluntarily or involuntarily withdrawn. Include statement as to why the license is no longer current.

	LICENSE/CERTIFICATION  NUMBER
	STATE
	TYPE
	EXPIRATION DATE (MM/YY)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Explanation:

	

	     

	     


c. Drug Enforcement Agency (DEA).
	DEA NUMBER
	EXPIRATION DATE

(MM/YY)
	DEA NUMBER
	EXPIRATION DATE

(MM/YY)

	
	
	
	


5.  All Professional Assignments, Employment/Privileges previously held, Military and Civilian (List chronologically, most recent first. Document ALL time since graduation with NO time lapses). 

	INSTITUTION
	FULL ADDRESS
	POSITION
	FROM (MM/YY)
	TO (MM/YY)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	     
	     
	     
	     
	     

	
	
	
	
	

	
	
	
	
	


6.  Academic Appointments.

	INSTITUTION
	FULL ADDRESS
	POSITION
	FROM (MM/YY)
	TO (MM/YY)

	
	
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


7.  Professional Affiliations.

	ORGANIZATION
	FULL ADDRESS
	OFFICE
	FROM (MM/YY)
	TO (MM/YY)

	
	
	
	
	

	
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


8.  Continuing Education Credits for Past 2 Years (For active appointment only. Use practitioner's training file for renewal).
a. Academic

	INSTITUTION
	COURSE TITLE/SUBJECT
	CREDIT HOURS
	DATE

(MM/YY)

	SEE DEPARTMENTAL FILE
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


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

	TRAINING
	C/T
	EXPIRATION

(MM/YY)
	TRAINING
	C/T
	EXPIRATION

(MM/YY)

	BLS
	
	
	ACLS
	
	

	ATLS
	
	
	CTTC
	
	

	C-4
	
	
	NRP
	
	

	PALS
	
	
	
	
	


9.  Health status and history (Answer yes or no).  (Explain all yes answers in comments section).
	a
	Do you currently have any physical or mental impairment 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?
	

	e
	Have you ever been 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 conditions?
	

	g
	Have you ever been involved in the unlawful use of controlled substances?
	


Comments:

	

	

	     

	     

	     

	     


10.   Malpractice, licensure, privileging action, and legal history (Answer yes or no.)  (Explain all yes answers in comments section).


	a
	Have you ever been denied staff appointment or had your privileges suspended, limited, revoked, or renewal denied?
	

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

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

	d
	Have you ever voluntarily or involuntarily withdrawn, reduced, terminated, lost or been denied your staff appointment?
	

	e
	Have you ever voluntarily or involuntarily withdrawn, reduced, terminated, lost or been denied your clinical privileges?  
	

	f
	Was there previously any successful or currently pending challenge, investigations, revocation, restriction, disciplinary action taken, suspension, reprimand, probation, denial, or withdrawal to any license, certification, or registration (State, district, or DEA) to practice in any jurisdiction, or the voluntary/involuntary relinquishment of such licensure, certification, or registration?
	


Comments:









	

	     

	     


11.  Moonlighting information (Specify other facilities where you currently hold clinical privileges).
	INSTITUTION
	FULL ADDRESS
	DEPARTMENT
	PRIV SPEC

	
	     
	     
	     

	
	     
	     
	     


12.  Other information (Include any additional information that you wish to bring to the attention of the privileging authority).
	

	     

	     

	     

	     

	     

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


Signature:              
                                                                                                                  Date:     

I fully understand that any willful or intentional false statements or omissions made on the PPIS when applying for privileges or the renewal of privileges may constitute cause for denial of appointment, suspension of privileges and/or dismissal from the medical staff.  All information submitted by me in this application is true to my best knowledge and belief.                                                                                                                                                                                      

Signature:                                                                                                                             Date:   

I fully understand that any willful or intentional false statements or omissions made on the PPIS when applying for privileges or the renewal of privileges may constitute cause for denial of appointment, suspension of privileges and/or dismissal from the medical staff.  All information submitted by me in this application is true to my best knowledge and belief.     (Rev 4/08)                                                                                                                                                                               

Signature:                                                                                                                               Date:      

I fully understand that any willful or intentional false statements or omissions made on the PPIS when applying for privileges or the renewal of privileges may constitute cause for denial of appointment, suspension of privileges and/or dismissal from the medical staff.  All information submitted by me in this application is true to my best knowledge and belief.                                                                                                                                                                                 


