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HEALTH PROFESSIONAL QUALIFICATIONS SUMMARY
Thank you for your interest in Navy Medicine!  This document is organized to guide you through the process of presenting your professional qualifications.  A Medical Department Professional Review Board for your professional community will review your information and evaluate your potential to serve as a fully qualified health professional and Naval officer.  This information will serve as the basis for your credentials package for your health profession as applicable.

Directions.  Complete all sections and items as they apply to you, noting the following:

· List all dates as “day-month-year.”

· Use "NA" if an item is not applicable to you.

· Additional pages for comments, etc. may be added for each section as required.

SECTION I: DEMOGRAPHIC, CONTACT AND PROGRAM INFORMATION
Name (Last, First, MI):      
 SSN:      
Type of Health Professional (e.g., physician, dentist, nurse, physiologist, etc.):      
Type of Commissioning and Source/Program

Active Duty

 FORMCHECKBOX 
Direct Accession

 FORMCHECKBOX 
Voluntary Recall

 FORMCHECKBOX 
Cross-service Transfer


Active Reserves

 FORMCHECKBOX 
Direct Accession


Inactive Reserves

 FORMCHECKBOX 
Armed Forces Health Professions Scholarship Program (AFHPSP)

 FORMCHECKBOX 
Financial Assistance Program (FAP)

 FORMCHECKBOX 
Other:       
Demographics

Maiden/Alias (Last, First, MI):      
Date of Birth (mm/dd/yyyy):       
 Age:    
Gender:  FORMDROPDOWN 


Place of birth (City, State, Country):      
Marital Status:  FORMDROPDOWN 


Number of Dependents:
 FORMDROPDOWN 

Home
       Street Address:      
                                    
City:     State:   Zip:     

Phone:



Fax:



E-Mail:



Work
Position/Title:








Street Address:








City:

State: 

Zip:




Phone:



Fax:



E-Mail:



Citizenship

 FORMCHECKBOX 
U.S. Citizen.?



 FORMCHECKBOX 
Dual citizenship?
Country:




 FORMCHECKBOX 
Naturalized citizen?
Certificate, Place, Date:



 FORMCHECKBOX 
Permanent resident status?
Certificate & Date:




 FORMCHECKBOX 
Limited residency status?
Comment:

CNRC Contact:

 FORMCHECKBOX 
CNRC Detachment, Bethesda (Active Duty)



 FORMCHECKBOX 
CNRC Code 37 (Reserves)
SECTION II: Professional education and Training
List in chronological order:

· Level of Training: Undergraduate (UND), Graduate (GRAD), Internship (INT), Residency (RES), Fellowship (FEL).

· Append official transcripts and certified copies of diplomas, etc., at end of this section.

· Append official results of graduate/professional school entrance examinations (required for scholarship applicants (AFHPSP, FAP) and applicants currently in graduate/professional school or postgraduate training only).

· Append official letter of acceptance for applicants who are accepted to training programs.

· Append letters certifying accreditation status of internship/residency programs as appropriate, for applicants who are entering or currently enrolled in training programs.  M.D. programs are accredited by the Accreditation Council for Graduate Medical Education (ACGME) and D.O. programs by the Educational Council on Postdoctoral Training (ECOPT).

· Continue on an additional page as required.

	Level of Training
	Institution
(Address)
(Training Director/Phone as appropriate)
	From (mm/yy)
	To 

(mm/yy)
	Degree/
Honors
**
	GPA
	Major/

Specialty
	Documents Attached

(Yes/No)

	UND
     
	     
	     
	     
	     
	     
	     
	     

	Graduate/Professional School Entrance Examination Results (GRE, MCAT, etc.)

	Exam
	Date 
	Examination Scores
	Documents Attached

	
	
	Section
	Score
	Percentile
	Section
	Score
	Percentile
	Section
	Score
	Percentile
	Section
	Score
	Percentile
	(Yes/No)

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	GRADUATE AND POST-GRADUATE TRAINING

	Level of Training
	Institution
(Address)
(Training Director/Phone as appropriate)
	From (mm/yy)
	To

(mm/yy)
	Degree/
Honors
	GPA
	Major/

Specialty
	Documents Attached

(Yes/No)

	     
	     
	     
	     
	     
	     
	     
	     


SECTION III: PROFESSIONAL ASSIGNMENTS/EMPLOYMENT HISTORY

Please provide all information requested for each place you have been employed/held privileges since completing your respective training program (i.e. Medical School, PA Program, fnp Program, etc).  Indicate if direct patient care was involved.  If yes, was it in your current specialty?  List in chronological order with the most recent first, and explain gaps in employment history in the “Comments” at the end (continue on a separate page if necessary).  Include history of all prior active military service in this section.

	Facility/Institution
	Position/

Specialty
	Privileges
Held
(Y/N)
	Direct Patient Care
	From

(mm/yy)
	To

(mm/yy)

	
	
	
	Y/N
	If “Yes”, hours per week?
	
	

	Current

	     


Point of Contact:
Phone:
Fax:
E-mail:
	     
	     
	     
	     

	     

	     


	Scope of Current Practice/Responsibilities.  
     

	Previous (reverse chronological order)

	     


Point of Contact:
Phone:
Fax:
E-mail:
	     
	     
	     
	     

	     

	     


	     
     
	     
     

	     
     

	     
     

	     
     


	     
     



	     
     




Comments:      
SECTION IV: PRIOR MILITARY SERVICE/EXPERIENCE

1. Prior Uniformed Service   Please include details of active duty assignments in “SECTION III: PROFESSIONAL ASSIGNMENTS/EMPLOYMENT HISTORY.”
	Rank
	Branch
	Corps
	Dates
	Type of Discharge

	
	
	
	
	


2. Reserve Information (If applicable)

a.
Reserve Unit and RUIC:


b.
Readiness or Reserve Center and UIC:


c.
Naval Air Reserve or Reserve Center:


d.
Readiness Command (REDCOM):


e.
Billet Assigned:


3. Reserve Training (If applicable)


a.
OIS/DCO (Officer Indoctrination School /Direct Commissioned Officer School)

Completion Date: 


b.
List Annual Training (AT), Active Duty for Training (ADT), and Active Duty for Special Work (ADSW) during the past two years.

	Facility and Location
	Position/

Specialty
	Privileges
Held (Y/N)
	Direct Patient Care/ Clinical (Y/N)
	From
	To

	
	
	
	
	
	


c.
Do you perform drills at a military treatment facility?

If yes, specify below:

	Facility and Location
	Position/

Specialty
	Privileges
Held (Y/N)
	Direct Patient Care/ Clinical (Y/N)
	Frequency
(drills per year)

	
	
	
	
	


4. Military Medical Readiness Training (indicate trained "T")
	Training
	T/I/No/NA
	Expiration Date
	Comment
	Documents Attached

(Yes/No)

	C4
	
	
	
	

	NRP
	
	
	
	

	CTTC
	
	
	
	

	
	
	
	
	


5. Additional Information.  Please provide any additional information regarding military experience that you would like considered, including medals, ribbons, awards, honors, specialty training or experiences (continue on a separate page if necessary).









SECTION V: REFERENCES, PROFESSIONAL AFFILIATIONS AND PRODUCTIVITY

1. Department Director/Chief of Service Reference.  Please provide a supervisory reference who can attest to your qualifications based on current clinical experience within the past two years.
· Students and providers in post-graduate training (internship, residency, fellowship) should include professional school dean’s or academic director’s letter.

	Name/Position
	Work Address
	Work Phone
	Work Fax
	E-mail
	Letter of Reference Attached

(Yes/No)

	
	
	
	
	
	

	
	
	
	
	
	


2. Peer References.  Please provide two peer references (same specialty, i.e. Clinical Dietician/Clinical Dietician, Internal Med/Internal Med, General Dentist/General Dentist, Family Nurse Practitioner/ Family Nurse Practitioner) who can attest to your qualifications in core specialty based on current clinical experience within the past two years. NOTE: Two peers are required for each set of core privileges requested.
	Name/Position
	Work Address
	Work Phone
	Work Fax
	E-mail
	Letter of Reference Attached

(Yes/No)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


3. Professional Affiliations.  Please list affiliations with professional organizations, academic appointments or other professional activities that you would like considered.
4. Productivity.  Please append a bibliography of any publications, list of presentations or other academic/research activities that you would like considered.





List attached (Yes/No)


SECTION VI: PERSONAL STATEMENT AND REMARKS.  Please provide any further statements you wish to bring to the attention of the Professional Review Board, including motivation, career vision, etc.
Signature: 







Date: 





SECTION VII: BOARD EXAMINATIONS, LICENSURE, CERTIFICATIONS, LIFE SUPPORT TRAINING AND CONTINUING EDUCATION

Append official transcripts or certified copies of appropriate documentation in the order that they are listed below.

1. Medical Licensure Examinations
	Examination
(USMLE or NBOME)
	Step
	Test Date
	Pass or Fail
	Diplomate #

Or

Certificate #


	Three-Digit Score
	Two-Digit Score
	Documents Attached (Yes/No)

	
	
	
	
	
	Total
	(Min. Pass)
	Total
	(Min. Pass)
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


2. Educational Commission for Foreign Medical Graduates (ECFMG) Certification
	Basic Science Examination passed on (date):
	
	ECFMG Certificate
	Documents Attached (Yes/No)

	Clinical Science Examination passed on (date):
	
	Number
	Date Issued
	

	English Proficiency Examination passed on (date): 

Valid through (date): 
	
	
	
	


3. Board Certification
	Examining Board
	Specialty
	Eligible, Certified or Re-certified 
	Diplomat Number
	Issue Date
	Expiration Date
	Documents Attached

(Yes/No)

	
	
	
	
	
	
	

	
	
	
	
	
	
	


4. Licensure or Certification by State or Federal Agency
a. License or Certification Information

	Licensing/Certification Authority
	State
	Type of License or Certificate
	License/ Certificate Number
	Issue Date
	Expiration Date
	Documents Attached

(Yes/No)

	
	
	
	
	
	
	

	
	
	
	
	
	
	


b. Drug Enforcement Agency/Controlled Dangerous Substance Number(s)

	Authority (DEA or CDS)
	State
	Status
	License/ Certificate Number
	Issue Date
	Expiration Date
	Documents Attached

(Yes/No)

	
	
	
	
	
	
	

	
	
	
	
	
	
	


c.
Life Support Training (Indicate “T” for trained, “I” for instructor, “No” if not trained or “NA” if not applicable.

	Training
	T/I/No/NA
	Expiration Date
	Documents Attached (Yes/No)
	Training
	T/I/No/NA
	Expiration Date
	Documents Attached (Yes/No)

	BLS
	
	
	
	PALS
	
	
	

	ACLS
	
	
	
	ATLS
	
	
	


5. Continuing Education Hours
· Have you fulfilled your state licensure requirements for continuing education during the past 2 years?


YES

NO (If not, please explain.)
Documents Attached (Yes/No)



· Have you participated in continuing education in each requested area of specialization during the past 2 years (i.e., Flight Surgery, Internal Medicine)?


YES

NO (If not, please explain.)
Documents Attached (Yes/No)



Comments : 




SECTION VIII: PRIVILEGING ISSUES
1. Health Status and Ability to Perform.  (Please answer “Yes” or “No.”  Explain all “Yes” answers in “Comments.”)

a.
Do you currently have any physical or mental impairments that could limit your clinical abilities?


b.
Are you currently under or have you ever received treatment for an alcohol or drug-related condition?


c.
Have you ever been arrested or detained for an alcohol or drug-related incident?


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


e.
Have you failed to meet Navy routine physical examination requirements or have you been found to have a disqualifying physical condition within the past 12 months?

Comments: 


2. Malpractice, Licensure, Privileging Action, and Legal History  (Please answer “Yes” or “No.”  Explain all “Yes” answers in “Comments.”)

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


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


c.
Have you ever been the subject of investigation resulting in the termination of employment or a contractual arrangement?


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


e.
Have you ever voluntarily resigned or otherwise disassociated yourself from employment or practice after being notified of intent to start action against you for failure to properly accomplish your professional responsibilities?


f.
Have you ever voluntarily relinquished privileges from any hospital or institution?


g.
Has there been previously successful or currently pending challenges, revocation, or restriction to any license, certification, or registration (State, district, or Drug Enforcement Agency) to practice in any jurisdiction, or the voluntary/involuntary relinquishment of such licensure, certification, or registration?


h.
Are you now or have you ever been required to appear before any medical or state regulatory authority regardless of the result, concerning your status as an impaired, hindered, or otherwise restricted provider?

Comments: 


3. Professional Liability.  List all insurance carriers (to include insurance companies, health care facilities, employers, etc.) who have provided medical liability coverage for the past 10 years.  Include umbrella insurance information for residency and internship if within 10 years.
	Carrier Name/Address
	Contact
	Policy Number
	Amount of Coverage
	Dates of Coverage

	
	
	
	
	From
	To

	
	Phone:
Fax:
E-mail:
	

	

	

	


	
	Phone:
Fax:
E-mail:
	

	

	

	


	
	Phone:
Fax:
E-mail:
	

	

	

	



4. Other Information. Include any additional information that you wish to bring to the attention of the selecting and privileging authority.)

VERIFICATION CONDITIONS AND RELEASE OF INFORMATION

1. All statements or information provided on this application are subject to primary source verification, and you are authorizing the contracting Verification Agency on behalf of the U. S. Government to obtain and verify as much of the following information as may be necessary to arrive at an employment decision.

a. Official college transcripts.

b.  Letter of Recommendation to include scope of practice and

malpractice events

c.  Professional and specialty certificates and licenses(s).

         d.  Statement from ALL malpractice insurance carries (including 
umbrella insurance coverage for residency and internship) dating back 10 years indicating the nature of applicant’s coverage; whether applicant’s policy was/will be renewed; whether all malpractice claims were filed against the applicant under the policy, and the status of these claims.

d. Professional Employment History.

2. All false or misleading information on this applicant or the

    withholding of pertinent information will result a delay of the    

    certification and review process.

3. With your signature below, you are indicating that you have read and 

    understand the above statements concerning the verification process.

This information is accurate and true to the best of my knowledge.

Signature______________________________________   

Date_____________________
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