
 
 
 
 
 
 
 
 
 
December, 1999 
 
Dear Health Care Professional: 
 
In 1998, the Oklahoma Legislature passed a law dealing with credentials verification.  That law directed 
the Board of Health to promulgate rules and the Oklahoma State Department of Health to develop a 
uniform credentialing application.  The application will be used to request privileges or membership in a 
hospital, managed care organization, or other entity requiring credentials verification. 
 
The Department has developed the attached Uniform Credentialing Application.  Although many of the 
items apply primarily to physicians, this form has been designed for use by all health care professionals. 
 
Please note these specific instructions: 
 
1. DO NOT submit this form to the Oklahoma State Department of Health. 

2. Contact the facility or organization to which you plan to apply before submitting this form 

to find out what addendum, supplemental form, additional information, or additional items 

will be required. 

3. All items must be completed. 

4. If an item is not applicable, please so state. 

5. Please print legibly or type. 

6. Be sure to sign and date the application. 

7. If additional space is needed, please attach additional sheets. 

 
The application may be submitted to hospitals, ambulatory surgery centers, managed care organizations, 
and other entities requiring credentials verification.  The form is available on the Department’s website 
at www.health.state.ok.us .  For questions about the form you may contact the Department at (405) 271-
6868.  The form may also be available online at the different facilities and organizations to which you 
will be making application. 
 
 
Protective Health Services 
Oklahoma State Department of Health 
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Uniform Credentialing 
Application 

 
 

63 O.S. Supp. 1998, Section 1-106.2 

 
 
This form must be completed in full and typed or printed legibly (i.e. do not state “see CV”).  
Write “N/A” in areas that do not apply to you.  All time must be accounted for since entry into 
medical or other professional school.  If additional space is needed to complete information or 
explanations, use Section 14. 
 
Name of facility/organization this application will be submitted to:      
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SECTION 1: PERSONAL INFORMATION 

 
 
Name                
 Last    First   Middle     Suffix 
Professional Degree         Gender:         Male       Female 
 
Other Name By Which You Have Been Known           
 
Dates This Name Was Used:  From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
Other Name By Which You Have Been Known           
  
Dates This Name Was Used:  From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
Social Security Number  ___  ___  ___ - ___  ___ - ___  ___  ___  ___     NPID (formerly UPIN)     
 
Date of Birth:  ___  ___ - ___  ___ - ___  ___  ___  ___            
       Place of Birth    Citizenship 
 
               
Visa Type    Visa Number (provide copy)   Expiration Date 
 
               
Your Personal Medicare Number    Your Personal Medicaid Number 

 
 
 

SECTION 2: DIRECTORY INFORMATION 
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-Section 2 Continued- 
 
Office Street Address:              
      Street Address 
 
               
Suite Number   City    State   Zip Code 
 
( )     ( )   ( )    
Phone Number     Fax Number   Emergency or Pager Number 
 
( )              
Answering Service Number     E-Mail Address 
 
 
Office Mailing Address:              
      Street Address 
 
               
Suite Number   City    State   Zip Code 
 
( )     ( )   ( )    
Phone Number     Fax Number   Emergency or Pager Number 
 
( )              
Answering Service Number     E-Mail Address 
 
 
Office Billing Address (If Different From Claims Payment Address):         
        Street Address 
 
               
Suite Number   City    State   Zip Code 
 
( )     ( )   ( )    
Phone Number     Fax Number   Emergency or Pager Number 
 
( )              
Answering Service Number     E-Mail Address 
 
 
Claims Payment Address (If Different From Office Billing Address):         
        Street Address 
 
               
Suite Number   City    State   Zip Code 
 
( )    ( )    ( )    
Phone Number    Fax Number   Emergency or Pager Number 
 
( )              
Answering Service Number     E-Mail Address 
 
Make Checks Payable To:              
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 SECTION 3: CURRENT PROFESSIONAL PRACTICE 
 
 
               
Primary Specialty (or field of practice)     Subspecialty              % Of Time 
 
               
Secondary Specialty      Subspecialty              % Of Time 
 
Do you wish to be listed as:  
___ Primary Care Provider    ___ Specialist    ___ Hospitalist    ___ On-Call    ___ Other (specify)     
If you are a primary care physician, list special diagnostic or treatment procedures performed in your office(s):  
 
               
 
               
 
___ Yes ___ No Are you accepting new patients? 

___ Yes ___ No Are you willing, in the future to accept new patients? 

___ Yes ___ No  Do you admit your own patients to hospitals? 

If no, please explain how your patients will be admitted, which hospital and who will provide patient care. 

___ Yes ___ No  Are you willing to accept current patients if they convert to the healthcare plan to which you are applying? 

___ Yes ___ No  Are you a member of an Independent Practice Association or a Physician Hospital Association?  If yes, 

complete the following: 

 
Name:                
 
               
Street Address       Suite Number 
               
City     State    Zip Code 
 
( )    ( )    ( )    
Phone Number    Fax Number    Answering Service Number 
 
Name:                
 
               
Street Address       Suite Number 
               
City     State    Zip Code 
 
( )    ( )    ( )    
Phone Number    Fax Number    Answering Service Number 
 
List any restrictions on your practice (i.e. patient age and gender):         
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SECTION 4: EDUCATION 
 
 
Medical/Dental/Graduate Professional Schools  
 
List all, completed or not.  Continue in Section 14 if needed. 
 
(1)               
 Institution         Degree Awarded 
 
               
 Mailing Address      City  State Zip Code 
 
 Telephone Number:  (     )     
 

Dates Attended (mo/day/year)    From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
Graduation Date ___  ___ - ___  ___ - ___  ___  ___  ___ 

 
(2)               
 Institution         Degree Awarded 
 
               
 Mailing Address      City  State Zip Code 
 
 Telephone Number:  (     )     
 

Dates Attended (mo/day/year) From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
Graduation Date ___  ___ - ___  ___ - ___  ___  ___  ___ 

 
(3)               
 Institution         Degree Awarded 
 
               
 Mailing Address      City  State Zip Code 
 
 Telephone Number:  (     )     
 

Dates Attended (mo/day/year)   From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
Graduation Date ___  ___ - ___  ___ - ___  ___  ___  ___ 
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SECTION 5: TRAINING 
Internship/Residency/Fellowship/Preceptorship/Other 
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SECTION 6: ACADEMIC APPOINTMENTS 
 
List all, past and present.  If additional space is needed, copy this sheet or continue in Section 14. 
 
(1)           ( )   
 Institution and Address     City State Zip Code  Phone Number 
  

              From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 Position/Rank      Inclusive Dates (mo/day/year) 
 
(2)           ( )   
 Institution and Address     City State Zip Code  Phone Number 
 
               From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 Position/Rank      Inclusive Dates (mo/day/year) 
 
(3)           ( )   
 Institution and Address     City State Zip Code  Phone Number 
 
               From:  ___  ___ - ___  ___ - ___  ___  ___  ___  to  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 Position/Rank      Inclusive Dates (mo/day/year) 

 
 

SECTION 7: HEALTH CARE AFFILIATIONS 
 
List, in chronological order, all hospital/health system affiliations where you have ever been employed, practiced, 
associated, or privileged for the purpose of providing patient care.  Do not list affiliations that were part of   T2  Tc -tions that were part of   a( ) Tji5 468.75 0.75   T 3:127.5 0  TD3  TD3  T5ations-
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-Section 7 Continued- 
 
(3)           ___ Primary  ___ Secondary 
 Facility Name 
 
           ( )   
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SECTION 9: PROFESSIONAL LICENSES 
 
 
List all pending, current, and past professional licenses, registrations, and certifications to practice in your field.  Include 
states where you have ever applied to practice.  Examples of “type” of license are MD, DO, DDS, PA, DC, CRNA, MSW, 
etc. 
 
Oklahoma  
 
Oklahoma 
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-Section 10 Continued- 
 
 
SUBSPECIALTY CERTIFICATION AND ADDED QUALIFICATIONS 
 
               
Subspecialty or Added Qualification    Name of Board 
 
___  ___ - ___  ___ - ___  ___  ___  ___ ___  ___ - ___  ___ - ___  ___  ___  ___             ___  ___ - ___  ___ - ___  ___  ___  ___ 
Date Initially Certified   Date Most Recently Recertified  Date Certification Expires 
 
               
Subspecialty or Added Qualification    Name of Board 
 
___  ___ - ___  ___ - ___  ___  ___  ___ ___  ___ - ___  ___ - ___  ___  ___  ___             ___  ___ - ___  ___ - ___  ___  ___  ___ 
Date Initially Certified   Date Most Recently Recertified  Date Certification Expires 
 
BOARD QUALIFICATIONS 
 
___ Yes ___ No If you are not certified, are you qualified to sit for the exam in a primary or subspecialty board or added qualification? 

___ Yes ___ No Are you planning to take the exam? 

___ Yes ___ No Are you scheduled to take the exam?  If yes, attach confirmation letter. 

Date Scheduled: 
 
Oral ___  ___ - ___  ___ - ___  ___  ___  ___   

Written ___  ___ - ___  ___ - ___  ___  ___  ___   

Other ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
 
               
Subspecialty or Added Qualification      Name of Board 
 
Date Qualified ___  ___ - ___ ___ - ___  ___  ___  ___ Date Qualification Expires  ___  ___ - ___  ___ - ___  ___  ___  ___ 
  
Classifications: 
 
 ___ Yes ___ No Are you certified in CPR?   Expires  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 

___ Yes ___ No Basic Life Support (BLS)   Expires  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
___ Yes  ___ No Advanced Cardiac Life Support (ACLS) Expires  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
___ Yes ___ No Health Care Provider (CoreC)  Expires  ___  ___ - ___  ___ - ___  ___  ___  ___ 
 
___ Yes ___ No Advanced Trauma Life Support (ATLS) Expires  ___  ___ - ___  ___ - ___  ___ ___  ___ 
 
___ Yes ___ No Neonatal Advanced Life Support (NALS) Expires  ___  ___ - ___  ___ - ___  ___  ___  ___ 
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SECTION 11: OFFICE INFORMATION 
Primary Office 

 
               
Group Name    Name As It Appears On Your W-9 (if applicable) Business Owned By 
 
Type of Practice: 
 
___ Solo  ___ Partnership  ___ Single-Specialty Group  ___ Multi-Specialty Group   Other (specify)     
 
               
Office Manager      Nurse Coordinator 
 
               
Group Medicare Number    Group Medicaid Number   IRS Tax ID Number 
 
Does this office have lab service? ___ Yes ___ No Reference Lab? ___ Yes ___ No On Site? ___ Yes ___ No 
 
CLIA ID #       CLIA Waiver #        
 
Does your office have the following: 
 
___ Yes ___ No Radiology     List all independent licensed non-physicians working in this office. 

___ Yes ___ No EKG 

___ Yes ___ No Audiology     Name   Provider Type License Number 

___ Yes ___ No Treadmill             

___ Yes ___ No Sigmoidoscopy            

___ Yes ___ No Wheelchair/handicapped access?          

___ Yes ___ No Other services for the disabled?  Fluent Languages: 

If yes, please list:      You         

___ Yes ___ No Other:     Your Staff        

       Other Resources        

___ Yes ___ No Does this office meet all state and local fire, safety and sanitation requirements? 

___ Yes ___ No Do you provide 24-hour, seven day a week coverage? 
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 SECTION 12: COPIES OF REQUIRED DOCUMENTS 
 
 
Please include a copy of the following with this applicati
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