Name, Address
City State Zip Code

Are you currently in practice, or have you retired? If retired, what is your
date of retirement?

If currently in practice:

Employer Address

City State Zip Code
Phone Numbers- Home Office

Fax # Other

E-mail address

Emergency Contact and #
Date of Birth

How did you hear about the Clinic? Please check:
U Friend O Radio/TV O Newspaper O Another volunteer
O Billboards ~ H Phone book U Other

Please list the name, address and phone numbers for three physician references
currently in practice in the metropolitan Kansas City area:

Name Address Phone

Why would you like to volunteer your time and talent at the Clinic?




KANSAS CITY FREE HEALTH CLINIC - SCOPE OF PRACTICE

The mission of the Kansas City Free Health Clinic is to provide free, quality health care
to people who might not otherwise have access to such care. This care is provided on a
non-judgmental basis with respect for the dignity of the individual patient. The clinic is
structured around a large volunteer provider base comprised of generalists and specialists.

The Kansas City Free Health Clinic is an ambulatory care facility providing services for
commonly occurring self-limiting acute illnesses, stable chronic conditions and
preventative health/health maintenance needs of children and adults. Potentially severe or
emergent care situations will be referred to appropriate health care settings with the
requisite facilities and equipment. Chronic conditions with the likelihood of severe or
emergent complications will be referred to the appropriate specialist for long term follow

up.

Definitions of services provided: (These definitions are to serve as an example and by
no means implies a complete listing.)
e Self-limiting acute: Upper respiratory infection, urinary tract infection, flu,
sexually transmitted disease, sore throats, rashes, generalized pain
e Stable chronic conditions: Type II diabetes with oral hypoglycemic control,
stable hypertension, hypothyroidism, asthma, seasonal allergies, osteoarthritis
e Prevention/health maintenance: Physicals, TB testing, immunizations,
women’s health, education, pregnancy testing
e Procedures: Venipuncture, minor incision and drainage without sutures

Services provided in clinic:
o Initial assessment of all presenting conditions.
e Follow up care after initial assessment if within Scope of Practice.
e Appropriate referrals to other health care providers. For example:
0 Any emergency care — Call 911.
o Any unstable acute or chronic illness — refer to a hospital
emergency room.
0 Any condition with the likelihood of severe or emergent
complications.

NOTE: An unstable chronic condition can be referred to an outside specialist for
assessment and follow-up related to that condition while other basic health care is
provided by KCFHC. Example: Mental health is referred but other health needs are met
at KCFHC.

I have reviewed and agree to work within the above Scope of Practice.

Signature Date

Print Name



Medical Education

School Degree Year

CREDENTIALS

Please include copies of the following credentials with your application.

1. Medical Licensure
Number Exp. Date

2. Proof of Malpractice Insurance
Company name

Amount Exp. Date

Policy number

3. Name and phone number of an area hospital where you have active
staff privileges.

Hospital Phone number

4. Insurance billing information: UPIN#
(For patient referrals to outside facilities, ie. Truman Medical Center)

For Staff Use Only: O Confirmed privileges Date Int.




Please answer the following questions:

L

Have your privileges at any hospital been denied, suspended, revoked or not
renewed, or is there any action pending in that case? 0O YesONo

. Have you been involved in any liability action, or is there action pending in

such case? OYes ONo

Have you been charged or convicted of a drug related misdemeanor or
felony, or is there action pending in such case? OYes ONo

. Have you been asked to make any reform or compromise in connection with

the Drug Enforcement Administration, or is there action pending in such
case? OYesONo

. Have you been censored by any hospital, county/state, medical societies, or

is there action pending in such case? OYesONo

Has there been any restriction in your state licensure, or is there action
pending in such case? OYes ONo

Do you have a physical or emotional condition, including alcohol or drug
dependence, which may affect or is likely to affect your ability to perform
your professional duties? OYes ONo

** Tf any of the above questions is answered YES, please provide additional
information in a separate letter.












