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Contact Numbers
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(573) 817
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800.735.6776 Toll

-

Free
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8344
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@primaris.org
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Physician Reviewer Application
Primaris 
200 N. Keene Street
Columbia, MO 65201
PERSONAL INFORMATION
	Name (Last, First, Middle Initial)
	Degree(s)
	Preferred Address to Send Medical Record 
 FORMCHECKBOX 
 Home     FORMCHECKBOX 
  Office    

	Home Address (Street, City, State, Zip Code) 


	Office Address (Street, City, State, Zip Code)

	Home Phone Number
(         )
	Work/Office Phone Number
(        )
	Cell/Other Phone Number
(      )

	E-Mail Address

	Available to Contact via E-mail?
 FORMCHECKBOX 
 Yes            FORMCHECKBOX 
 No           FORMCHECKBOX 
 N/A

	Fax Number
(        )       
	Contact Person in your office:       
 

	
	Preferred Contact Phone Number:
 FORMCHECKBOX 
 Home     FORMCHECKBOX 
  Office     FORMCHECKBOX 
  Cell/Other    

	Missouri Medical License Number
	UPIN Number

	
	SSN/TAX-ID

	Specialty 
	Subspecialty

	Board Certified    
                                  FORMCHECKBOX 
 Yes            FORMCHECKBOX 
 No  
	Board Certification Re-Certification Date:
                 /                         /

	If not Board Certified are you Board Eligible?
                                                                                    FORMCHECKBOX 
 Yes            FORMCHECKBOX 
 No           FORMCHECKBOX 
 N/A

	Medical School Attended

	Residency Attended
	Residency Graduation Date
               /                        /


HOSPITAL PRIVILEGES (attach additional sheet if necessary)
Hospital Name
Type of Privileges

      FORMCHECKBOX 
  Active/Admitting
              FORMCHECKBOX 
 Consulting
             FORMCHECKBOX 
 Other


      FORMCHECKBOX 
  Active/Admitting
              FORMCHECKBOX 
 Consulting
             FORMCHECKBOX 
 Other


      FORMCHECKBOX 
  Active/Admitting
              FORMCHECKBOX 
 Consulting
             FORMCHECKBOX 
 Other
REQUIRED ATTACHMENTS

· Current Curriculum Vitae (CV)

 FORMCHECKBOX 

· Signed Confidentiality/Conflict of Interest Statement (copy enclosed)

 FORMCHECKBOX 

· Completed IRS Form W-9 (copy enclosed)

 FORMCHECKBOX 

· Copy of current Missouri medical license

 FORMCHECKBOX 


· Copy of current Missouri BNDD certificate

 FORMCHECKBOX 

· Copy of current DEA certificate

 FORMCHECKBOX 

· Verification of current specialty board certification or eligibility

 FORMCHECKBOX 
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	STANDARD MEDICARE PANEL (All applicants must complete this section)

	1. Are you engaged in active practice at least 20 hours per week?

                                                                                                                                                 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No 
If not, please explain:​​​​​​​​​​​​​​​​​
2. Do you prescribe treatment for Medicare patients on a routine basis?
  
                                                                                                                                            FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
If not, please explain:
3. Do you currently perform review for any other review organizations?

                                                                                                                                                  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
If yes, please list organizations
4. Do you currently hold other state licenses to practice medicine?              
                                                                                                                                                   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
If yes, please list:
5. Are you willing to review cases for suspected “dumping” or COBRA/EMTALA violations? 
                                                                                                                                                   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
If yes, please list:
6. Do you consent to the release of your identity as a physician reviewer?                               FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No
(Under QIO Manual 10070 and 42 CFR 480.133 the identity of a physician reviewer is confidential for standard Medicare reviews,                                            except for EMTALA cases)

7.  Are you willing to occasionally perform reviews requiring an expedited turn-around (24 hours or less)?

                                                                                                                                            FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No


	PRIVATE CONSULTANCY PANEL (Complete only if desiring participation on the Private Consultancy Panel)

	1. Do you desire participation on the private consultancy panel?                                             FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No
2. Are you willing to provide a deposition and/or live testimony as to your medical opinion?  
                                                                                                                                                   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
3. Do you have experience in providing expert medical testimony, either live or in depositions?

                                                                                                                                             FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No 
4. Would you be willing to occasionally perform reviews in an expedited time period (24 hours)? 
                                                                                                                                                   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No



CONTINUED ON NEXT PAGE
PAGE 2 OF 4
	ALL APPLICANTS MUST COMPLETE AND SIGN THIS SECTION
ATTTESTATION: 
1. To your knowledge, are you currently under investigation by any licensing body, or is there any pending investigation or litigation activity which might affect your licensure?                
      FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

2. Have pending or finalized litigations or investigatory activities resulted in any form of disciplinary action, restrictions on your licensure, or restrictions on hospital privileges?
                              FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No


3. Have you had any difficulty obtaining malpractice insurance?
 
                              FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

4. Have you, or any license held by you, been restricted or disciplined, including revocation, suspension, probation, or reprimand, whether voluntary, agreed to or not by any state, federal agency, or foreign country?                                                                                                                            FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

5. Have you had any disciplinary or corrective action taken against you or your right to practice restricted by any professional, medical or osteopathic association or society, licensed hospital or medical staff of a hospital or a managed care plan?                                                                                             FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

6. Have any charges or complaints been filed against you by any federal agency or US state licensing or disciplinary agency? 
                                                                                                      FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

7. Have you been a defendant in a legal action involving professional liability or had a professional liability claim paid in your behalf or paid such a claim yourself within the last five years?               FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

8. Have you or any practice you have been affiliated with been a party to a corporate integrity agreement with the US Department of Justice or CMS Office of Inspector General (OIG)? 
                   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

9. Have you been diagnosed or treated for any mental or physical illness or condition that might hinder your ability to practice medicine?                                                                                               FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

*If you answered yes to any of these questions, please explain below: ( if additional space is required please attach additional pages)

                  I hereby certify that all of the information entered in this application is, to the best of my knowledge, true and correct.


Applicant’s signature                                                                                                                            Date

Please print name



Primaris Use Only:
Initial Applicant’s Name:  





Approved
Denied


Additional Info
Standard Medicare Review

      FORMCHECKBOX 
   

 FORMCHECKBOX 




 FORMCHECKBOX 

Private Consultancy Review

       FORMCHECKBOX 
   

 FORMCHECKBOX 




 FORMCHECKBOX 

EMTALA Review


     FORMCHECKBOX 
   

 FORMCHECKBOX 




 FORMCHECKBOX 

COMMENTS:

Medical Director Signature





 Date

�





�
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