APPENDIX B. Reappointment Process


South Texas Veterans Health Care System

Medical Staff Member Appointment Request


DEPUTY CHIEF OF STAFF  REVIEW (optional):

CONCUR     /    DO NOT CONCUR
WILLIAM H. CAMPBELL, MD, MBA





DATE

Service:__________  Subspecialty: ________________ Proposed EOD: ______


Service Point of Contact: _______________ 		Phone: __________


Applicant Name: ______________________________  Degree: ___________


Social Security Number:	______________  Birth Date (mm/dd/year): _____________________


Birth City/State:   _________________________________ Birth Country: ______________________


Mailing Address: (street address required; do not list P.O. Box address)


7400 Merton Minter Blvd.									


San Antonio, TX 78229										





Applicant Contact Information:  Home Phone: _________________ Work Phone: x.15208__________


FAX#:	_________________	BEEPER#: ___________________ CELL#: ____________________	





CITIZENSHIP:  	(  X  )	 US Citizen by Birth    OR  (    ) Naturalized Citizen	 


Not a US Citizen: (Indicate Visa Status)  ________________________________________________





LICENSURE(s) (State/License#): ______________________________________________________


NPI Number: _______________________





ATTACH COPY OF APPLICANT’S CV.


ATTACH COPY OF UTHSCSA DEPT CHAIR LETTER FOR FACULTY APPOINT (IF APPLICABLE)


==============================================================================





RESOURCE ASSESSMENT:  (CHECK OFF RESOURCE ASSESSMENT AS APPROPRIATE)





Human Resources Specialist notified to recruit: _______________________________________





TYPE OF APPOINTMENT: (Circle as appropriate.)  


FT		PT (      /8TH)		CONTRACT	FEE BASIS/CONSULTANT	WOC - RESEARCH												PRIVILEGES





YES	NO	


___ 	___	NEW FTE (attach REC or other approval to include plan for support staffing needs) 


___ 	___	EXISTING FTE (Recruitment VICE: _________________________)


___ 	___	NEW Specialized equipment needs (submit request through Equipment Committee)


___  	___	NEW Clinic / Office Space needs (submit through Space Committee)





Plan for Focus Professional Practice Evaluation:  _____________________________________________





												


SIGNATURE OF SERVICE CHIEF					DATE








MEDICAL STAFF OFFICE INITIAL REVIEW(optional with interview below): 


Current & unrestricted license:	Y  /  N                             Board Cert:		Y  /  N
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