
 

Application 
 
Advanced Care Providers 
PO Box 972 
Minocqua, WI  54548 

 
 
Phone:  715-661-0030 
Fax:  323-375-3290 
Email:  mike@ACPstaff.com  
ACPstaff.com 

 

Last Name   First, Middle Name  
Email address  Date Available  

Specialty 1  Specialty 2  
Previous legal names in the past   

 

Current Address Information 
Street address  

City  State / Zip Code   
Phone (mobile)  Phone (home)  

 

Emergency Contact: 
Name of 

contact 
  

         Relationship 
 

Street address  
City                      State   

Zip Code        Phone (home)  
Phone (work)       Phone (mobile)  

 

National & State License / Certification: 
Profession –  PA   or    NP 
PA:  are you NCCPA certified  
NP:  are you FNPC or ANCC certified 

 Cert. number & 
expiration 

 

    
License Number  State  
Expiration    
License Number  State  
Expiration    
License Number  State  
Expiration    
License Number  State  
Expiration    

Please provide a legible copy of ALL state licenses you hold, National certifications, and diplomas. 
 

License / Certification / Courses: 
 

Check all applicable certifications and enter expiration date: 
 Certification Expiration  Certification Expiration 

 ACLS   BLS  
 ATLS   PALS  
 APLS   other  
 other   other  
 other   other  

Please provide a copy or your current certifications listed above. 
 

DEA License #   Expiration Date  
State DEA registered    

Please provide a copy or your current DEA license. 
 
 
 
 

mailto:mike@ACPstaff.com
http://www.acpstaff.com/


 
       Name:_______________________________________________________________ 
Professional References: 
Please name 3 references that may be contacted.  Please list supervisors if possible. 

Name  Title  
Address  

How long have you known this person?  
Name  Title  

Address  
How long have you known this person?  

Name  Title  
Address  

How long have you known this person?  
 

Education:   
Name / Address  
Month/Year graduated  
Diplomas, degrees  
City   State  

Graduate School: 
Name / Address  
Month/Year graduated  
Diplomas, degrees  
City   State  

Other School: 
Name / Address  
Month/Year graduated  
Diplomas, degrees  
City   State  

Please provide copies of your professional education diplomas. (Needed for insurance 
credentialing.) 

 

Additional Information: 
Please answer all questions.  Please give details and current status for any YES 

answers on a separate sheet and attach to this application. 
 

YES 
 

NO 
 
Has your license or certification ever been investigated, restricted, suspended or 
denied? 

  

 
Have you ever been denied credentialing at any healthcare facility 

  

 
Have you ever been convicted of a crime other than a minor traffic violation? 
(Including sex-related or child-abuse-related offenses.)  Driving under the influence is 
not considered a minor traffic violation. Exceptions due to state employment law: 
Conviction(s) that have been sealed, expunged, eradicated, dismissed, or overturned, 
and California Health & Safety Code §§11357 (b) & (c), 11360(c), 11364, 11365, 11550 
marijuana-related convictions over 2 years old, should not be revealed. 

  

 
Have you ever been named as a defendant in a professional liability action? 

  

 
Can you submit verification of your legal right to work in the U.S.?  Please include copy 
of your current driver’s license or state/fed issued ID. 

  

 
Are you practicing in the USA on visa,  
Please specify the type of work visa: 

  

   
 
 
 



 
 
      Name:_______________________________________________________________ 

Employment History: 
Please indicate all of your employments from the time of your graduation to the present, 
relating to the profession you are practicing - beginning with your most current employer. 
Account for any gap in employment (> 1 month) that you did not practice in your profession.  If 
more space is needed you may copy this page. 
 

Are you employed now?      
 

Name of Institution Start & Finish Dates (month & year) 
 
 

 

Street Address City, State and Zip code 
 
 

 

Phone Number Fax Number Affiliation Status 
 
 

  

 
 

Name of Institution Start & Finish Dates (month & year) 
 
 

 

Street Address City, State and Zip code 
 
 

 

Phone Number Fax Number Affiliation Status 
 
 

  

 
 

Name of Institution Start & Finish Dates (month & year) 
 
 

 

Street Address City, State and Zip code 
 
 

 

Phone Number Fax Number Affiliation Status 
 
 

  

 
 

Name of Institution Start & Finish Dates (month & year) 
 
 

 

Street Address City, State and Zip code 
 
 

 

Phone Number Fax Number Affiliation Status 
 
 

  

 
 

Name of Institution Start & Finish Dates (month & year) 
 
 

 

Street Address City, State and Zip code 
 
 

 

Phone Number Fax Number Affiliation Status 
 
 

  



 
 

 
 
I attest that I am the applicant and the information provided in this application is complete and accurate, to the 
best of my knowledge. Providing incomplete or inaccurate information may result in disqualification from the 
program, and may be a violation of state law(s) that could result in civil penalties. The Company is authorized to 
obtain information from my current and previous employers, and to release information in support of my 
application (application, references, background search results, etc.) to the Company's client institutions. The 
Company may also share information regarding applicant's employment with its affiliates and appropriate 
governmental or licensing entities; and send me employment opportunity-related information at fax numbers or 
email addresses that I provide. I understand that the Company, certain states and/or Client institutions may 
require criminal background checks, and I consent to such checks. Prior to conducting any background checks 
that qualify as consumer or investigative consumer reports, I will be provided, and will return, separate disclosure 
and acknowledgement forms as required by the Company. 
 

Notice of Applicant’s Rights 
You may review your application and information from publicly available documents at any time during the 
verification process.  This does not include documents protected by hospital policy and/or applicable state laws.  If 
there are discrepancies in the information received during the process, you will be notified and allowed an 
opportunity to add information to your application. 

Confirmation Signature and Date 
I hereby certify that all the information on this application for is complete, true and accurate.  
I further agree to update this information as necessary so that it remains complete, true and 
accurate while my application is being processed. 
 
Name:  
 (please print or type)  
    
Signature:  Date:    
    
If submitting online, typing your initials in this box 
constitutes your confirmation signature.               

  

                                                     
 

Documents needed for credentialing 
Current CV Please include 
Application for ACP This document 
Current State License All states and should be current 
Current RN license (NP) For NPs only – required to practice 
Current National License Either:  NCCPA – ANCC – FNCP 
DEA License New requirements to have for each state you practice in 
School Diplomas Please include 
Drivers License Please include  - to get a better copy you can use your cell phone and email. 
Photo Please email this.  If you don’t have one you can use your cell phone camera 

and email it to us – mike@acpstaff.com 
References 3 required at most facilities for credentialing 
Background Check Request Form Attached pages – required by all health organizations 
NPI# Please include the letter with your assigned number if you have it 
Malpractice claim history If you have had a claim against you – you should have a description of 

outcome 
Certifications in courses you have 
taken 

All current courses and certifications.  Everyone should have BLS at minimum. 
Some locations / specialties require ACLS, PALS, ATLS, etc. 

Immunization history MMR, Varicella, Hep B (need the actual lab paper) 
TB test Test within the last year is standard.  PPD or QTB 
Additional Documents or Information Anything you feel sells your service.  Good idea to send CME log 

More information can be found on our web site or you can call us for further information on documents needed 
and why. 
 

Your information is secure.  We will contact your for approval prior to sending credential documents to any 
healthcare facility. 



Disclosure and Release

In connection with my application for consideration of staffing assignments (including contract
for services) with Advanced Care Providers, I understand that a comprehensive review of my
background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes will be conducted. I understand that the scope of the
consumer report/investigative consumer report may include, but is not limited to, the
following areas:

Verification of social security number; current and previous residences; employment history
including personnel files; education including transcripts; character references; criminal
history records from any criminal justice agency in any or all federal, state, county
jurisdictions; birth records; motor vehicle records to include traffic citations and registration;
and any other public records or to conduct interviews with third parties relative to my
character, general reputation, or work ethics and performance.

I further authorize any individual, company, firm, corporation, or public agency (including the
Social Security Administration and law enforcement agencies) to divulge any and all
information, verbal or written, pertaining to me to Advanced Care Providers or its agents. I
further authorize the complete release of any records or data pertaining to me which the
individual, company, firm, corporation, or public agency may have, to include information or
data received from other sources.

I hereby release Advanced Care Providers, the Social Security Administration, and its agents,

officials, representatives, or assigned agencies, including officers, employees, or related

personnel both individually and collectively, from any and all liability for damages of whatever

kind, which may, at any time, result to me, my heirs, family, or associates because of

compliance with this authorization and request to release. You may contact me as indicated

below.

I hereby authorize procurement of consumer report(s)/investigative consumer report(s). I
understand this authorization automatically expires 90 days from the date executed below. If
hired (or contracted), this authorization shall remain on file and shall serve as ongoing
authorization for Advanced Care Providers to procure consumer report(s)/investigative
consumer report(s) at any time during my employment (or contract) period and to provide
information to medical facilities I currently am credentialed at or facilities I agree to apply for
credentialing and privileges. I understand I have the right to revoke the authorization at any
time, provided I do so in writing.

Print Name:

Signature:

Date:

April 2009: Advanced Care Providers



Health Information Privacy & Consent Confidentiality Statement

With the passage of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), personally identifiable healthcare records came
under a new and heightened level of confidentiality. In the regular course of business, Advanced Care Providers interacts and
communicates directly with candidates who may share their personally identifiable information. In turn, we collect, store and process the
information electronically and/or manually. With the belief that it is a person's right to have their personal information kept private, Advanced
Care Providers conducts business with respect for and in compliance with all applicable health information privacy laws, including but not
limited to HIPAA. We respect our legal obligation to implement privacy procedures and technical security measures to keep your personal
information private and secure. As we are obligated to give you notice of our privacy practices, the statement of policies and protocols which
follows describes how our staff may use and disclose your medical information and how you may get access to this information and relative
accounting. After reviewing the information carefully, please complete, sign, and date this form, then return it via fax or mail to the addresses
listed at the end of this statement.

For the purpose of this document and for employment through Advanced Care Providers, your “health information”includes the following
items that we request on behalf of our facility clients:

 Annual physician’s or health record statement
 Documentation used to prove immunity to measles, mumps, and rubella [laboratory titers or records of MMR injection(s)]
 Documentation used to prove immunity to varicella [laboratory titer, record of Varivax immunization, or immune by history statement]
 Documentation used to prove immunity to HBV [laboratory titer or record of HBV immunization series] or a declination statement thereof
 Annual tuberculosis screening [PPD test results or chest x-ray reading]
 Pre-placement drug screening [conducted by Advanced Care Providers or contracted facility]

Generally, we cannot use your health information or disclose it outside of our office without your written permission. The written permission
comes from your completed consent form. We ask you to sign the consent form allowing us to use and disclose your health information for
purposes of submittal to client facilities, of assignment to job openings at client facilities, and continued employment through Advanced Care
Providers at client facilities. For example, your health information may be sent via fax or email to a client representative either for submittal
consideration or to confirm placement. Facility representatives [HR managers, nursing officers, unit managers or medical staff services] will
review your health information to evaluate whether or not you meet their standard immunization requirements set forth for temporary staff.
An Advanced Care Providers representative will advise you of any necessary medical documentation for placement. Any variation from the
facility standard may delay or cancel an assignment. We may refuse to place you if you do not sign the consent form. At times, client
facilities may request further documentation than the above defined “health information”of a candidate’s health and immunization records to
comply with state or local regulations. At those instances, an Advanced Care Providers representative will advise you of the requirements
and request your consent for that additional information.

The law gives you many rights regarding your health information. You may request photocopies of your health information, an amendment to
any incorrect or incomplete information, additional copies of this notice, or a list of the disclosures we have made of your health information.
Advanced Care Providers reserves the right to change this statement at any time in compliance with and as allowed by law. If we make any
changes, the new policies and protocols will apply to your health information that we already have as well as to such information that we may
generate or request in the future. We will send out notices of any changes via mail and post them in our office and on our website
www.ACPstaff.com. If you should have any questions concerning Advanced Care Providers' privacy practices or wish to access or correct
private information collected from you, please contact our HIPAA Privacy Officer via mail, phone, fax, or email: MAIL: PO Box 972, Minocqua,
WI 54548 PHONE: 715-661-0030 FAX: 323-375-3290 EMAIL: mike@ACPstaff.com

I confirm that I have read, understand, and consent to the policies and protocols regarding disclosure and transmission of information as
outlined in this statement regarding my health information.

Print Name:

Signature:

Date:

April 2009: Advanced Care Providers

http://www.acpstaff.com/
mailto:mike@ACPstaff.com







