Liberty
Healthcare

N NCorporation

PLEASE PRINT

1. BASIC PROFESSIONAL INFORMATION
Practice Type:

LIBERTY HEALTHCARE CORPORATION

Physician Application

401 East City Avenue , Suite 820, Bala Cynwyd, PA 19004-1155
800 331-7122; 610 668-8800 (voice); 610-667-5559 (fax)
www.libertyhealthcare.com

Position Applying for:

Location of Position:

2. BASIC PROFESSIONAL INFORMATION

Last Name:

First Name: Middle Name:

Social Security Number:

Home Street Address:

City: State: Zip code:

Home Phone: ( )

Office Phone: ( )

Mobile Phone: ()

Fax Number: ( )

Pager Number: ( )

Email Address:

Current Primary Professional Activity:

Office Street Address:

City:

State: Zip code:

Supervisor:

Medicare Provider Number:

Medicaid Provider Number:

Unique Provider Identification Number:
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3. BOARD CERTIFICATION AND OTHER CERTIFICATES OF COMPETENCE

Specialty Board Name Current Status
(Eligible, Certified, Diplomat, Fellow)

Year Obtained

4. EDUCATION

Medical School:

Date of Graduation: Degree Awarded:

Post-Baccalaureate;

Date of Graduation: Degree Awarded:

College or University:

Date of Graduation: Degree Awarded:

5. POSTGRADUATE MEDICAL TRAINING

PGYIL
Name of Hospital:

Address:

City: State: Zip Code:

Program Type: Dates:

Program Director:

Program Director’s Office Phone: ( )
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RESIDENCY:

Name of Hospital:

Address:

City: State: Zip Code:
Program Type: Dates:

Program Director:

Program Director’s Office Phone: ( )
(If more than one residency, please list on separate sheet of paper)
FELLOWSHIP:
Name of Hospital:
Address:
City: State: Zip Code:
Program Type: Dates:
Program Director:
Program Director’s Office Phone: ( )

5. MILITARY (if applicable)

Branch: Dates:

Current Status: Date of Discharge: / /

6. EXPERIENCE SUMMARY

Begin with your current or most recent place of employment and work backwards chronologically. Include all
employers (part time, full time and locum tenens), health care network participation (HMO, PPO, etc.), and
military experience. Do not include internships, residencies and fellowships in this section. Please do not enter
“see Curriculum Vitae” in any of the blanks. If additional space is needed to complete your experience summary,
photocopy this page and attach as part of this application.

Are you currently employed? U ves U No
May we contact your present employer? O Yes U No
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Name of Institution/Organization Department/Service Position/Staff Category

Address City State Zip Dates: From-To (Month)
Clinical Supervisor Phone Number Reason for Leaving
Name of Institution/Organization =~ Department/Service Position/Staff Category
Address City State Zip Dates: From-To (Month)
Clinical Supervisor Phone Number Reason for Leaving
Name of Institution/Organization =~ Department/Service Position/Staff Category
Address City State Zip Dates: From-To (Month)
Clinical Supervisor Phone Number Reason for Leaving
Name of Institution/Organization =~ Department/Service Position/Staff Category
Address City State Zip Dates: From-To (Month)
Clinical Supervisor Phone Number Reason for Leaving
Name of Institution/Organization Department/Service Position/Staff Category
Address City State Zip Dates: From-To (Month)
Clinical Supervisor Phone Number Reason for Leaving
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