 FORMDROPDOWN 

	NOTICE TO THE SERVICE

This form must be completed, in it’s entirety to include the service chief endorsement, for each tentative selection.  

OOQ & HRMS cannot take any action until all blanks on this form are filled in.  

· Once completed, the distribution of this form (to include a copy of the provider’s CV) is as follows:

               1. Faxed a copy to the Medical Staff Office (707) 437-1976 and HRMS (925) 372-2139. Fax NP Fee Basis forms only to Donna Iatarola(916) 843-9001.
               2. Original form must be sent to the Credentials Office at:  OOQ/JPG (Attn: Credentials/Medical Staff Office)

· OOQ & HRMS cannot take any action on a tentative selection until this form is completed. 

               Providers may not be scheduled for any clinical activities until final approval notification has been received from HRMS.


	Date:  

     
	Service:

Research

	Research will complete a Research Scope with the appropriate signatures. MSO will obtain Committee Chair, COS, and Director Signatures.
Licensed provider will also need ___________________ (specialty) privileges.                              
 
	Duty Location:

  FORMDROPDOWN 


	Degree:

     
	First Name:


	Middle Name:

     
	Last Name:


	Suffix:

     

	Sex: 

 FORMDROPDOWN 

	Occupation: 

HEALTH SCIENTIST
	Date of Birth:

     
	SSN:

     

	Birth City:
     
	Birth State:

     
	Birth Country:

     
	US Citizen?    
 FORMDROPDOWN 

	Visa Type:

 FORMDROPDOWN 


	Street Address:

     
	City:

     
	State:

     
	Zip Code:

     

	Home Phone:

     
	Cell Phone:

     
	Fax:

     
	Email:

     


Secondary Address   FORMCHECKBOX 
  Check here if application package needs to be sent to secondary address 
	Street Address:

     
	City:

     
	State:

     
	Zip Code:

     

	Alternate/Work Phone:

     
	Alternate/Cell Phone:

     
	Alternate Fax:

     
	Email:

     


Medical Background:  Degree(s):       
	Foreign Education:  (Circle one )

      Yes            No

	Residency:  Circle one      

     None       Foreign       U.S                  FORMDROPDOWN 

	Residency Specialty:
	ECFMG: Circle one
     Yes          No

	Licensed or Unlicensed:

     
	License State and Number:

     
	Malpractice Issues:     
                                  FORMDROPDOWN 

	Primary Care Provider:     
                                         FORMDROPDOWN 


	BLS: (Mandatory or substitute  ACLS) 
                  FORMDROPDOWN 

	BLS Exp Date:

     
	ACLS:

                  FORMDROPDOWN 

	ACLS Exp Date:

     


TYPE OF APPOINTMENT:

 FORMCHECKBOX 
  Full-Time Employee -
Job Announcement No:  
 FORMCHECKBOX 
  Part-Time Employee – Number of Hours Per Pay Period:        
 FORMCHECKBOX 
  Consultant   FORMCHECKBOX 
 Fee-basis   FORMCHECKBOX 
  C&P






 FORMCHECKBOX 
  Without Compensation (WOC)


 FORMCHECKBOX 
  On-Station Contract or Sharing Agreement. Contract end date:      
Note: Privileges will be inactivated in accordance   with the date the contract ends.

 FORMCHECKBOX 
  Transfer from another VA – Indicate which VA facility:        
Immediate Supervisor is:          Phone:       
Point of contact for this request is:          Phone:       
Performance based interviewing  FORMCHECKBOX 
 was  FORMCHECKBOX 
 was not utilized during the interview process.

Target Start Date for Provider:  Please enter realistic target date
_____________________________
__________

___________________________

__________

Service Chief Signature

Date


William Cahill, MD


Date



Chief of Staff



Updated 04/14/10





NCHCS Initial Hiring Request Form











