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Materials Needed for Credentialing

COMMUNITY

HEALTH NETWORK
of Connecticut

Please mail current copies of the following documents with your completed application to Community Health
Network of CT, Inc. (CHNCT) so that we may complete your credentialing application in a timely manner.
Failure to include the required documents will delay the processing of your application. Thank you!

Signed Documents
[] Page 3 of 3 of the Application — All questions answered and Attestation

[ Consent To Release Information For Verification Of Credentials
0 Malpractice Claims/Suit History (with explanations and attachments) — if applicable

Current Licensure
[J State License to Practice
[J Federal DEA Certificate (if applicable)

Professional Liability Coverage
[] Insurance Certificate/Policy for current practice site

Education/Certification/Additional Training
[l Curriculum Vitae (C.V.) or Resume
U Educational Commission for Foreign Medical Graduates Certificate (ECGMG)
[1 Board Certification Certificate
U Continuing Medical Education Credits (For PCPs only)

Additional Documents
[J Letter showing current hospital privileges
[1 CLIA certificate
[J AAAHC or JCAHO Accreditation Certificate
[1 W-9 Form
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Community Health Network of CT, Inc.
Credentialing Program

Practitioner Credentialing Criteria for
PHYSICIANS

CHNCT requires the credentialing of physician practitioners who provide care for CHNCT members on the basis of an
independent relationship with CHNCT. Physician practitioners with an independent relationship are those who: (a) provide
services for CHNCT members outside the inpatient hospital setting or freestanding ambulatory facilities*; or (b) are
hospital based but who provide services for CHNCT members as a result of independent relationships with CHNCT, i.e., in
instances where CHNCT members are directed for services to specific physician practitioners or groups of practitioners on
the basis of their being participants in the CHNCT Provider Network.

Credentialing is not required for physician practitioners who: (a) do not have an independent relationship with CHNCT, such as
those who practice exclusively within the inpatient setting, e.g., as hospitalists, etc., and who provide care for CHNCT members
solely as a result of members being directed to that hospital or another inpatient setting for services; or (b) practice exclusively
within freestanding facilities and who provide care solely as a result of CHNCT members being directed to the facility.

All applicants are presented to the CHNCT Credentialing Committee: (a) upon initial application; (b) at re-credentialing; (c)
upon request to have credentials reviewed for specific purpose of change of specialty or sub-specialty designation. The
Committee may approve or deny an application; or otherwise pend an application for further review, determination in such
instances based on consideration of additional information to be requested.

The following criteria have been adopted by CHNCT as the minimal requirements for participation in CHNCT’s provider
network as a physician with designation as a clinical specialist or sub-specialist within a given field. A practitioner meeting
criteria will be presented to the CHNCT Credentialing Committee with recommendation for approval to become @ member of
the provider network with specialty or sub-specialty designation. A practitioner not meeting one or more criteria shall have

" his/her credentialing file reviewed by the Committee, determinations in these instances made on a case-by-case basis.

1. Practitioner must submit to CHNCT a completed Credentialing/Recredentialing application, with attestation signed

and dated.

2. Practitioner must have a current, valid, unrestricted physician license to practice within Connecticut.

3. Practitioner must either: (a) be certified by a member board of the American Board of Medical Specialties (ABMS) in

the specialty for which practitioner is seeking credentialing approval; or (b) be certified by a specialty board in the

. specialty for which practitioner is seeking credentialing approval that is not an. ABMS member board, but whose own
eligibility requirements include certification by an ABMS member board; or (c) be eligible for the certification -

examination of the ABMS member board for the specialty for which credentialing approval is being sought or,

alternatively, for the certification examination of a non-ABMS member board that requires certification by an ABMS

- member board as a prerequisite.

4. If applicable for practitioner’s specialty, must have unrestricted admlttmg prwnleges to a hospital participating in

CHNCT’s hospital network.
5. If applicable for practitioner’s specialty, must have current, valid DEA license for administration or prescription of
controlled substances under schedules II, III, IV, and V.

6. Must have current professional malpractice insurance covering practitioner for the scope of practice, and the
practice location, for which the practitioner is seeking to participate in the CHNCT provider network; limits of
coverage must be at least $1,000,000 per occurrence/$3,000,000 in the annual aggregate. In the absence of such
liability coverage, the practltloner must provide documentation that the federal Bureau of Primary Health Care has
determined that the practitioner is a “federal employee” for the purpose of medical malpractice coverage under
provisions of the Federal Tort Claims Act. :
Must have no unexplained gaps of six months or more in work history during the past five (5) years.

Must have no history of licensure sanctions or restrictions-in any state during the past five (5) years.
Practitioner must have no history of Medicaid/Medicare sanctions or restrictions during the past three (3) years.

. Must have no history of professional malpractice claims during the past five (5) years. - _

Primary Care Physicians and Obstetrician/Gynecologists: Must have a credentialing site visit performed at the practice

location(s) where CHNCT members will receive treatment (JCAHO accreditation will satisfy this requirement).
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Approval by the Credentialing Committee will allow participation in the CHNCT provider network as well as listing
in the CHNCT Provider Directory under the designated specialty or sub-specialty heading (contingent upon
completion of the contracting process).

*As defined by NCQA, a freestanding ambulatory facility is a health care facility that is separate from a hospital and
whose primary purpose is to provide immediate or short-term medical care on an outpatient basis. Samples include
but are not limited to mammography centers and outpatient surgical centers.

Approved by Credentialing Committee
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September 4, 2007
Date
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Community Health Network of CT, Inc.
Credentialing Program

Practitioner Credentialing Criteria for
ADVANCED OPTOMETRIC CARE PROVIDERS

The following criteria have been adopted by CHNCT as the minimal requirements for
participation in CHNCT’s Provider network as an Advanced Optometric Care Provider. A
practitioner meeting these criteria will be presented to the CHNCT Credentialing Committee for
approval to become a member of the provider network with the designation of Advanced
Optometric Care Provider: (a) upon initial application; (b) at re-credentialing; (c) upon request to
have credentials reviewed for specific purpose of being so designated. Approval by the
Credentialing Committee will allow the use of this designation by the provider within the
CHNCT provider network and the listing as such in the Provider Directory. A practitioner not
meeting one or more of the criteria shall have his/her credentialing file reviewed by the
Committee. In such instances the Committee will make determinations on a case-by-case basis.

1. Practitioner must submit to CHNCT a completed Credentialing/Recredentialing
application, with attestation signed and dated.

2. Practitioner must have a current, valid, unrestricted license to practice optometry within
the state of Connecticut,

3. Primary source verification of licensure must confirm that the practitioner has satisfied
Connecticut statutory requirements to practice Advanced Optometric Care (ref.: CT
General Statutes, Chapter 380, Section 20-127).

4. Practitioner must submit to CHNCT satisfactory documentation of: (1) successfully
completing program consisting of a minimum of seventy-five classroom hours and fifty-
one clinical hours in the study of advanced optometric care conducted by a duly

-accredited school or college of optometry or medical school; and (2) successfully passing
an examination administered by the accredited school or college of optometry or medical
school that conducted the course of study in advanced optometric care.

5. Must have current, valid DEA license for administration or prescription of controlled
substances under schedules II, I, IV, and V.,

6. Must have current professional malpractice insurance covering practitioner'for the scope

of practice, and the practice location, for which the practitioner is seeking to participate in

the CHNCT provider network; limits of coverage must be at least $500,000 per
occurrence/$1,500,000 in the annual aggregate.

Moust have no gaps of six months of more in work history during the past five (5) years.

Practitioner must have no history of Medicaid/Medicare sanction or restriction during the

past three (3) years,

9. Must have no history of professional malpractice claims during the past five (5) years.

o0

Approved by Credentialing Committee:

by, V. %Mt@; M.D_ Apl o 2fofr

Date




Page 1 of 3

l
\\\‘/// APPLICATION FOR PRACTITIONER

CREDENTIALING
COMMUNITY
HEALTH NETWORK O Husky O Charter Oak Health Plan O SAGA

of Connecticut
Please be sure to answer all questions, sign and date where indicated, and attach all documents requested.
Incomplete applications will delay the processing of your application. Thank you!

IGENERAL INFORMATIOEI

Last Name: First Name: MI: Degree:
Maiden Name (if applicable): Taxonomy Code: Primary Specialty:

SSN: Date of Birth: Place of Birth:

Federal DEA Number (4ttach Copy): Sex: MO FO
TAX ID NUMBER MEDICAID NUMBER

(Must give your individual number, not a facility’s number.)

NATIONAL PRACTITIONER IDENTIFIER (NPI Number)

IPRACTICE SITE INFORMATIOEI (Information about practice sites where you will be seeing CHNCT members)

Name of Practice/Business:

1.  Name of CREDENTIALING CONTACT (ADMINISTRATIVE SERVICES) ONLY:

Street Address Phone: () Fax: ( )
City St. Zip
Office Hours: Mon Tue Wed Thur Fri Sat Sun
Email Address:
2. Primary Practice Site:
Street Address Phone: () Fax: ( )
City St. Zip Handicapped Access: Yes 0 No [l Do you provide service for the hearing impaired?: Yes 1 No O
List hours practitioner is at this location:
Office Hours: Mon Tue Wed Thur Fri Sat Sun
3. Secondary Practice Site:
Street Address Phone: ( ) Fax: ( )
City St. Zip Handicapped Access: Yes[d No DO Do you provide service for the hearing impaired?: Yes O No [
List hours practitioner is at this location:
Office Hours: Mon Tue Wed Thur Fri Sat Sun
4. BILLING OFFICE (if different from above) ONLY:
Street Address Phone: () Fax: ( )
City St. Zip Do you provide service for the hearing impaired?: YesO No [
Office Hours: Mon Tue Wed Thur Fri Sat Sun

Email Address (if different from above):

EYPE OF PRACTICEI (For which you are seeking affiliation)

Applying as a: (The Clinical Quality Analyst will contact all Primary Care and OB/GYN Provider offices to schedule a site visit.)

0 Primary Care Practitioner O Specialist
00 Family Practice O General Practice 0O Specialty:
[J Internal Medicine [ Pediatrics [] Sub-specialty:
PRACTICE INFORMATION:
[0  Private/Solo Practice [l Partnership [0 Hospital Based [0 Group
Group Name: Please list the names of providers in your group who participate with CHNCT:

PROVAPP.doc Updated: 10/02; 01/03; 09/04; 07/06, 10/06, 5/08




Practitioner’s Last Name: First Name: Page 2 of 3

TYPE OF PRACTICE (continued)

FOR PCP’s ONLY:
“According to CHNCT policies and procedures: Members ages 0 through 18 will be allowed to select Pediatric Medicine PCPs; Members ages
19 and over will be allowed to select Adult Medicine PCPs (i.e. Internal Medicine); and Members of all ages will be allowed to select Family
Practice PCPs.” If you wish your member assignments to be restricted to age groups that differ from CHNCT’s policy, please indicate those age
groups: Restrictions: O No restrictions

Signature: Date:

BOARD CERTIFICATION/EDUCATION/CLINICAL TRAINING]

Date Certified/ Expiration
Name of Board Eligible? Re-certified Date Specialty
Education: Name of Institution and Location: Postgraduate Education: Name of Institution and Location
(Attach copy of Curriculum Vitae) Internships, Residencies, Fellowships, Etc.

Undergraduate School Name: Internship Program Name: Type:

Address: Address:

Degree: Year Awarded: Years in program:

Medical School Name: Residency Program Name: Type:

Address: Address:

Degree: Year Awarded: Years in program:

Education Commission for Foreign Medical Graduates (ECFMG) number (if a graduate of a medical school outside the U.S.A.):

' WORK HISTORY| (please explain any gaps of 6 months or more during the past five years)

Practice Name Location (City/State) Dates: From /To
Current Practice: /
Previous Practice/Employer: /
Previous Practice/Employer: /

Explanation:

IE OSPITAL AFF ILIATIOgI

Type If pending privileges, please list or attach the
Name & Location (Active, admitting, temporary, pending) names of Covering Physician(s):

1. (Primary)

2.

3.

PRACTICE INFORMATIO
| Malpractice Coverage: Company
(Attach copy of Insurance Binder) Period of Coverage Amount Per Occurrence Annual Aggregate Amount

IEICEN SURE] (List every state in which you are currently licensed and enclose a copy of each license.
State License # Date of License

1.
2.
3.
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Practitioner’s Last Name: First Name: Page 3 of 3

PROFESSIONAL PRACTICE

Explain your arrangement for 24-hour, 7-day coverage:

Does this coverage apply to hospitalized patients? [ Yes [J No If No, explain how hospitalized patients are covered:

N y

S S G R S 5 e R
Do you employ ancillary health delivery providers (NP’s, PA’s, Counselors, Nutritioni
v’ __If Yes, will they be providing services to CHNCT members? [1 Yes [ No
Do you guarantee that any ancillary providers practicing at your office location (for example, NP’s or PA’s) who will be
providing services to CHNCT members will be duly licensed and/or credentialed as required by relevant CT laws and will
perform services only within the scope of their licensure?
Will you allow CHNCT staff to complete a site visit review of your office and medical record-keeping practices?

S

Do you agree to abide by AMA principles of ethics and practice only within the scope of your clinical training/licensure?

(PCPs only) Do you agree to perform or directly supervise the ambulatory primary care services of our members?

Do you speak any language other than English?
v’ Ifyes, please list them:

Does this provider operate an independent lab on the premises?
v’ __If Yes, please include a copy of your updated CLIA certificate.
Is your practice AAAHC or JCAHO accredited?
v’ If Yes, please include a copy of your accreditation certificate(s).
Do you currently hold malpractice insurance for the practice site where you will see CHNCT members?

Has your license ever been revoked, suspended or otherwise limited, in any state or county?

Have your hospital privileges at any hospital ever been restricted, suspended or revoked?
Do you have any adverse professional review actions on file with any state Medicaid review board?

Have you ever been convicted of a criminal offense?

Have you ever been expelled or suspended from Medicare or Medicaid?

Do you have any physical or mental impairment that might adversely impact your ability to perform the duties of your practice?

Are you presently impaired due to chemical dependency?

Do you currently use illegal drugs?

Do you now have any pending malpractice claims? If Yes, please attach description of each, including date of alleged
occurrence, description of complaint, and current status of claim.

Any claims settled within the past five years? If Yes, please attach description of each, including date of alleged
occurrence, description of complaint, and settlement amount and disposition.

IATTESTATION]|
T hereby certify that all information provided on this application and any additional documentation submitted is complete and accurate. 1
understand that information entered on this application, or additional documentation submitted, that is subsequently found to be false may
result in immediate termination of any contract between myself and Community Health Network of CT, Inc. (CHNCT). I also agree to
accept reimbursement at the prevailing DSS Medicaid rate on the date of service for authorized covered services provided to CHN patients
while I am in the credentialing process and prior to the execution of my Participating Provider Agreement(s). I further agree to comply
with all applicable state and federal statutes and regulations and agree to hold the Husky and SAGA Members that I treat harmless from all
financial liability for authorized services rendered.

Signature: Date:

Print Name:
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CONSENT TO RELEASE INFORMATION
FOR VERIFICATION OF CREDENTIALS

I hereby grant permission to Community Health Network of Connecticut, Inc. (CHNCT) to
request information regarding my professional credentials from any and all parties to evaluate
my application to be a CHNCT participating practitioner.

This consent includes medical/dental schools, postgraduate medical/dental training, program
chief(s) of clinical department(s) of the hospital(s) where I have staff privileges, professional
certification boards, State and Federal regulatory and licensing agencies, and any third party that
may have information bearing on the subject matter of this application.

Iunderstand that CHNCT will use this information in confidence and solely in conjunction with
this application. I agree that submission of this application does not constitute approval or
acceptance as a CHNCT participating practitioner and grants me no rights or privileges in the
program until such time as I receive notice of participation and sign a contract with CHNCT.

NAME (print or type):

ADDRESS (print or type):

SPECIALTY (print or type) Phone: ()
SIGNATURE Date:

Consent forms 10/02






