
 

 
Medical Staff Office  -  Texas Health Presbyterian Hospital Rockwall  -  3150 Horizon Road, Rockwall, TX 75032 

Phone: 469-698-1572  -  Fax: 469-698-1791  - Email: Alice.Willis@phrtexas.com  

 
Page 1 of 14 

 

 

 
REAPPOINTMENT APPLICATION FOR MEDICAL STAFF MEMBERS 

 
INSTRUCTIONS FOR COMPLETING REAPPOINTMENT PACKET 

 
1. Update your Texas Standard Credentialing Application.  

 
2. Complete additional attached forms for Texas Health Presbyterian Rockwall.   

 
3. Please forward PAGE 13 of the attached forms to the Medical Records Department at your most 

active/primary facility. 
 

4. Return your completed application packet via mail to the Medical Staff Office within 30 days.  Please 
utilize the checklist below for items include in your packet. If you do not seek reappointment at 
Presbyterian Hospital of Rockwall, please notify our office by completing PAGE 15 of this packet. 

 
CHECKLIST OF ITEMS TO RETURN FOR YOUR REAPPOINTMENT APPLICATION 

 

1. Completed TSCA Application (www.tdi.state.txu.us/forms/form9credential.html) 
 

2. Completed PHR Application Attachments (PAGES 2-12) 
 

3. Completed Delineation of Privileges Request Form  
 

4. Attach current photo to PAGE 2 of the PHR Application Attachments  
 

5. Copy of current TB testing / NOTE: Skin tests must be read within past 12 months 
 

6. Detailed explanation for any affirmative responses on TSCA  
 

7. Copy of current ACLS certification, if applicable, for requested privileges.  
 

8. Copy of your current malpractice insurance certificate  
 

9. Return Reappointment fee $150.00 (non-refundable) 

 

**Please be advised that Reappointment packet must be returned within 30 days from 
the receipt of reapplication.**  

 
RETURN MAILING ADDRESS 

Medical Staff Office 
Texas Health Presbyterian Hospital Rockwall 

3150 Horizon Road 
Rockwall, TX 75032 

http://www.tdi.state.txu.us/forms/form9credential.html
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Print Applicant’s Name and Professional Suffix (MD, DO, DPM, DDS) 

 
______________________________________________ 

 
Specialty 

 
______________________________________________ 

 
Requested Staff Status- Circle below 

(See below for definitions) 
 

ACTIVE   COURTESY  COMMUNITY 
 

 
 

* ACTIVE: Required to take Emergency Department call AS DEFINED BY the DEPARTMENT and consists of practitioners who regularly admit, or personally 
provide services other than written consultation, to patients in the hospital (which shall mean no fewer than twenty-four(24)  admissions or in-hospital contacts 
where services are personally provided per calendar year) and who are located (primary or satellite office and temporary or permanent residence) within a 
reasonable distance, but no greater travel time of sixty  (60) minutes, to the hospital in order to provide continuous care to their patients. 
 
** COURTESY: Consists of practitioners who are located (primary or satellite office and temporary or permanent residence) within a reasonable distance and / or 
travel time of sixty (60) minutes to the hospital to provide continuous care for their patients. Courtesy staff members shall be members of the active or associate 
staff of another hospital in which their regular participation in quality / performance management activities is documented and their performance is evaluated.  
Courtesy staff applicants and members shall provide satisfactory evidence to the Credentials Committee of such membership, participation, and evaluation.  
Courtesy staff members are not eligible to vote on medical staff or departmental matters, or hold medical staff office.  They may serve as voting members of 
designated departmental and hospital committees in which they may participate, except for the Credentials Committee and Medical Executive Committee.  They 
shall not be required to attend medical staff meetings. At times of shortage of hospital beds or other facilities as determined by the Chief Executive Officer the 
elective patient admissions of courtesy staff shall be subordinate to those of active staff members. 
 
***  COMMUNITY MEDICAL STAFF --The Community Medical Staff category shall consist of practitioners from the community who are not active in the Hospital 
but who have been credentialed by the Hospital. These practitioners are still actively practicing in the community but do not require clinical privileges at the 
Hospital. These practitioners are not eligible to admit, discharge or attend patients in the hospital or to write any patient orders or make notes in the patient’s 
medical record but may, with the consent of the patient, view the medical records and the care being provided for the patient by the attending/consulting 
physician of his or her patients. They are not eligible to vote on Medical Staff matters, hold Medical Staff or department office, nor serve on committees, unless 
they are requested to do so. They must discharge the basic responsibilities of all Medical Staff members, abide by all policies, Bylaws, Rules and Regulations 
including confidentiality provisions and uphold the ethical principles of their profession.  They may attend general staff or department meetings, including open 
committee meetings and educational programs that may be offered to the Medical Staff membership. 

 

 

 

 
Attach Current Photo Here 
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CONTACT INFORMATION 
 

NAME OF APPLICANT:  

 Primary Office Address:  

City, State, Zip  

Primary Office Phone:  

Primary Office Fax:  

Applicant E-mail:  

  

Credentials Contact:  

Contact Phone:  

Contact Fax:  

Contact E-mail:  

 
***MANDATORY UPIN/NPI INFORMATION FOR BILLING OFFICE*** 

 

UPIN:  

NPI:  

 
 
 

In an effort to expedite your application, the above contact information is requested. 
If there are any delays with your application, the above contact person will be notified. 
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The following is an extract from the Federal Register (Catalog of Federal Domestic Assistance 
Program No. 93.773, Medicare-Facility Insurance; and Program No. 93.774, Medicare-

Supplementary Medical Insurance Program): 
 
“Notice to Physicians” 
Medicare payment to facility is based in part on each patient’s principal and secondary diagnoses and the major 
procedures performed on the patient, as attested to by the patient’s attending physician by virtue of his or her 
signature in the medical record.  Anyone who misrepresents, falsifies, or conceals essential information required 
for payment of Federal funds, may be subject to fine, imprisonment, or civil penalty under applicable Federal laws. 
 
I have read the above notice: 
 
             
Physician Signature      Date 
 
“Notice to Physicians” 
Medicaid payment to facility is based in part on each patient’s principal and secondary diagnoses and the major 
procedures performed on the patient, as attested to by the patient’s attending physician by virtue of his or her 
signature in the medical record.  Anyone who misrepresents, falsifies, or conceals essential information required 
for payment of Federal or State funds, may be subject to fine, imprisonment, or civil penalty under applicable 
Federal and State laws. 
 
I have read the above notice: 
 
             
Physician Signature      Date 
 
“Notice to Physicians” 
Champus payment to facility is based in part on each patient’s principal and secondary diagnoses and the major 
procedures performed on the patient, as attested to by the patient’s attending physician by virtue of his or her 
signature in the medical record.  Anyone who misrepresents, falsifies, or conceals essential information required 
for payment of Federal or State funds, may be subject to fine, imprisonment, or civil penalty under applicable 
Federal and State laws. 
 
I have read the above notice: 
 
             
Physician Signature      Date 
 
 

The above statement will be retained as required for as long as you hold medical staff 
privileges at Texas Health Presbyterian Rockwall.  Each physician must sign the 

acknowledgement statement using his or her legal signature.  Initials are not acceptable. 
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CME ATTESTATION  
 

 
Texas Health Presbyterian Rockwall Medical Staff Bylaws requires continuing medical education (CME) 
credits in the same amount as required by the state for licensure.   
 
Have you met the minimum continuing education requirements for renewal of your license in the past 
two years?   
 

Ǐ Yes   Ǐ No 
 
I hereby certify I have completed the required continuing medical education.  If audited, I will be able to 
provide documentation of the seminars or courses I attended.  I recognize that failure to produce 
documentation upon request will jeopardize my membership on the Medical Staff.   

 
             
Physician Signature      Date 

 

 

HEALTH STATUS ATTESTATION 

 

1. What is your current health status?  GOOD   FAIR  POOR 

 

2. Do you have any physical or mental health problems that would affect your clinical judgment and/or 
motor skills?   YES  NO 

 

3. Are you taking any medications that would affect your clinical judgment and/or motor                      
skills?    YES  NO 

 

4. Since your last appointment, have you experienced any alcohol and/or drug                                  
dependency?  YES  NO 
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CONTACT INFORMATION FOR REFERENCES 

 

Á Please list (3) peer references and current contact information below.   

Á Please provide peers that have CURRENT clinical contact and will be 
able to respond to the Medical Staff Office in a timely fashion.  If you 
are in a group practice, atleast 2 of your references must be outside 
of your group practice.  

 

(1) Peer Reference:       

Address:        

City/State:       

Zip:        

Phone Number:       

Fax Number:       

 

(2) Peer Reference:       

Address:  _________     

City/State:       

Zip:        

Phone Number:       

Fax Number:       

 

(3) Peer Reference:       

Address:        

City/State:       

Zip:        

Phone Number:       

Fax Number:       
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BACKGROUND VERIFICATION AUTHORIZATION 

 
I authorize Texas Health Presbyterian Rockwall to conduct an investigation, as necessary, of my state 
licensure, medical education, residencies, malpractice history, criminal history, employment history and 
background, which may include, but may not be limited to, procuring consumer reports from consumer 
reporting agencies. 
 

Signature:    _____________   Date: ______________ 

 
 

POLICY:  MANAGEMENT OF THE DISRUPTIVE PRACTITIONER ACKNOWLEDGMENT 
 
I have received and read a copy of the policy regarding management of the disruptive practitioner and agree to 
abide by this policy at all times.  This policy is available at www.presbyterianrockwall.com under “Medical Staff 
Services.”  
  
 
SIGNED INITIALS:   [        ] 

 
 

 

MEDICAL STAFF BYLAWS AND RULES & REGULATIONS ACKNOWLEDGMENT 
 
I have received and read a copy of the Texas Health Presbyterian Rockwall Bylaw and Rules & Regulations and 
agree to abide by the Bylaws and Rules & Regulations at all times. These documents are available at 
www.presbyterianrockwall.com under “Medical Staff Services.”  
 
 
SIGNED INITIALS:   [        ] 

 
 

COMPLIANCE PROGRAM ACKNOWLEDGMENT STATEMENT 
 
I acknowledge that I have been made aware of the Compliance program and its purpose and intent.  I understand that my 
participation in or lack of is critical to the overall success of Texas Health Presbyterian Rockwall (PHR) and its strategic goals.  It 
is further understood that I will abide by all policies and procedures set forth. Secondly, I have received a copy of the Standards 
of Conduct and will abide by them and utilize them as they relate to the provision of care to the patients of PHR. Finally, it is 

understood that any violation of compliance policies and procedures may adversely affect my medical staff privileges.  This 
informational training is available at www.presbyterianrockwall.com under “Medical Staff Services.”  
 

 

Signature:    _____________   Date: ______________ 

http://www.presbyterianrockwall.com/
http://www.presbyterianrockwall.com/
http://www.presbyterianrockwall.com/
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CALL COVERAGE FORM 
 
 
                                                 
   
APPLICANT NAME        SPECIALTY/SUBSPECIALTY 
 
 
The Medical Staff Bylaws state that each member of the Medical Staff must arrange for patient 
coverage in the event that the physician is unavailable for the medical management of a 
patient.  Please complete this form in order to document the name and acknowledgment of a 
currently credentialed physician who will provide coverage in this event. 

 
THIS FROM MUST BE COMPLETED AND SIGNED BY A PHYSICIAN WHO IS CURRENTLY A 

MEMBER OF THE MEDICAL STAFF AND PRACTICES IN THE SPECIALTY/SUBSPECIALTY IN WHICH 
YOU HAVE REQUESTED PRIVILEGES. 

 
I agree to provide patient coverage for the above named physician at Texas Health Presbyterian 
Rockwall in the event that the above listed physician is unavailable for the medical 
management of his/her patient. 
 

 
COVERING NAME (PLEASE PRINT OR TYPE) 
 

 
COVERING SIGNATURE 
 

 
COVERING SPECIALTY/SUBSPECIALTY 
 

 
DATE 
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DEA CERTIFICATE REGISTRATION OF SIGNATURE FORM 
 

Texas Health Presbyterian Rockwall requires physician DEA numbers and signatures on record 
in the Pharmacy.  This is in compliance with State and Federal regulations for dispensing 
controlled substance orders to inpatients, outpatients, and emergency room patients.   
 
Please complete the information below and return with your reappointment application 
packet. 

 
 
 

   _______       
 PRINTED NAME 

 
 

  _______        
  PHYSICIAN APPLICANT SIGNATURE (AS SIGNED ON ORDERS) 
 
 
  ________         
  DEA REGISTRATION NUMBER 
  (NUMBER ON DEA REGISTRATION FORM) 
 
 
  ___________________       
  EXPIRATION DATE OF DEA REGISTRATION 
  (AS LISTED ON REGISTRATION FORM) 
   
   

THIS FORM WILL BE FORWARDED TO THE PHARMACY.  
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ELECTRONIC SIGNATURE AGREEMENT 
 
 
 

I have read and understand the policy for electronic signature.  I am the only individual who will 
use my access code for the purpose of dictation and electronic signature.  I understand that 
allowing others to use my access code may result in the loss of my electronic signature 
privileges. 
 
Signature  
 
 
 
 
 
Signed Initials 
 
 
 
 
Print Name 
 
 
 
 
 
 
 

THIS FORM WILL BE FOWARDED TO THE HEALTH INFORMATION DEPARTMENT. 
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CONSENT FOR RELEASE OF INFORMATION FOR MEDICAL STAFF APPOINTMENT/REAPPOINTMENT 

I understand and agree that I, as an applicant for appointment/renewal of medical staff membership, have the burden of 
producing adequate information for proper evaluation of my professional competence, character, ethics, and other 
qualifications and for resolving any doubts about such qualifications, and that all information submitted by me in this 
application is true to the best of my knowledge and belief.  In making this application for appointment/reappointment to the 
medical staff at Texas Health Presbyterian Rockwall (“PHR”), I acknowledge that I have received and read the Bylaws and Rules 
and Regulations of the facility.  I further state that I am familiar with the principles and standards of The Joint Commission and 
the principles, standards, and ethics of national, state, and local associations that apply to and govern my specialty and/or 
profession, and I agree to be bound by the terms thereof, and further agree to abide by such facility and staff rules and 
regulations as may from time to time be enacted. 
 
I agree to immediately notify the Medical Staff Office of PHR of the revocation or suspension of the applicant’s professional 
license or the imposition of terms of probation or limitation of practice by any state licensing agency or the DEA, or of the 
commencement of any actions with regard to such adverse licensure activity; of the voluntary or involuntary loss of staff 
membership or clinical privileges at any health care institution; of the cancellation or restriction of professional liability 
coverage; of any adverse determination by a peer review organization or a third party payor reimbursement; of the 
commencement of a formal investigation or the filing of charges by the Department of Health and Human Services or any law 
enforcement agency or health regulatory agency of the United States or of any state; of the notice of intent to file or the filing 
of a claim alleging professional liability; or the filing of any criminal charges; or any investigational or other action taken by any 
governmental agency related to the Medicare or Medicaid program. 

I hereby further consent to the disclosure, inspection and copying of information in my Credentials file by and between PHR 
and its/their representatives and other hospitals or healthcare organizations and its/their representatives, or other persons or 
entities who, in the opinion of PHR and its/their representatives have a legitimate need for such information.  I authorize and 
consent to the release by and between PHR and other hospitals or healthcare organizations and their representatives, of all 
records and documents, including medical records, that may be material to an evaluation of my professional qualifications and 
competence for membership and/or clinical privileges herein requested, as well as my physical and mental health, and moral 
and ethical qualifications for membership and/or clinical privileges.  I hereby release from liability PHR, all other hospitals and 
other healthcare organizations, and their officers, directors, employees, liaisons, agents and representatives, including medical 
staff members, for their acts performed in good faith and without malice in connection with evaluating my application and my 
credentials and qualifications, and I hereby release from any liability any and all individuals and other hospitals and healthcare 
organizations who provide information to or share information with PHR, in good faith and without malice, concerning my 
professional competence, ethics, character and other qualifications for membership and/or clinical privileges. 

I understand and agree that I, as an applicant for membership and/or clinical privileges, have the burden of producing adequate 
information for proper evaluation of my professional competence, character, ethics, and other qualifications and for resolving 
any doubts about such qualifications. 

   

       

Applicants Printed Name        

 

Applicants Signature:        

Applicant Signed Initials: _________ Date: ______________ 
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ACTIVITY INFORMATION 
 
As an applicant to the PHR Medical Staff you are requested to provide information regarding your 
admissions, consults and procedures for the proceeding 2 years for consideration by the Credentials 
Committee.  The purpose of this information is to provide the Credentials Committee with a mechanism 
to determine your activity level and clinical competence related to the privileges you have requested.  
 

Medical Staff Member Name: ___________________________________________________ 
 

1. Indicate your most active/primary facility during the past 2 years: ____________________________ 
 
2. Circle which closely reflects your recent practice: 

 
A.  You have been out of your post graduate training program for less than 2 years 
 
B. You have been practicing for 2 years or more years 

 

If responded A, the following is required with your reappointment file: 
1. A copy of Surgical/Procedure Logs from your training 
2. A report from you most active (primary) facility indicating-- 

a.  Total number of admissions and consults over the past 1 year 
b.  A list of the procedures and procedure count that you performed over the past 

1 year (i.e. Lumbar Puncture = 10)  
 
If responded B, the following is required with your reappointment file:  

1.  A report from you most active (primary) facility indicating-- 
a.  Total number of admissions and consults over the past 2 years 
b. A list of the procedures and procedure count that you performed over the past 2 

year (i.e. Lumbar Puncture = 10)  
 
 

I have enclosed a form to assist you in requesting this information from your primary facility and 
releasing it to be sent to the Medical Staff Office for your reappointment file.  I hope that this form will 
speed up the process of requesting this information as it is required for your reappointment file.  Please 
feel free to duplicate this form as necessary. 
 

 

**Please note it is the responsibility of the Medical Staff member to facilitate 
requesting & obtaining these records from the appropriate Medical Records 

Department at your primary facility. **
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ACTIVITY REPORT REQUEST 
 
TO:   Medical Records/ Quality Management Department 
       

   _________________________________ 
                (Your primary facility) 
 
FROM:  ______________________________, MD/ DO 
                               (Your printed name) 
 
I am applying for reappointment at Texas Health Presbyterian Rockwall. As a part of the re-
application process, I need to provide a report of my activity from my primary facility over the 
past 2 years.  
 
1. Please generate a report of the following information--  
 

1. Total number of admissions over the past 2 years 
2. Total number of consults over the past 2 years 
3. List of procedures including procedure count over the past 2 years (i.e. 

Lumbar Puncture= 10).  
 
2. Please forward the completed report directly to the PHR Medical Staff Office as below.  
 

Joanna Hailey, RN, MSN, MBA 
Texas Health Presbyterian Rockwall- Quality Office 
3150 Horizon Road 
Rockwall, TX  75032 
Phone:  469-698-1522 
Fax:  469-698-1501 
 

This information is REQUIRED for my application and is required to be in their office AS SOON 
AS POSSIBLE for review by the Credentials Committee. Thank you in advance for your 
assistance!  
 
Sincerely, 
 
___________________________________________ _________________________ 
(Your signature)       Date 
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REQUEST FORM FOR NON-REAPPOINTMENT 

 
 
 
 

I do not wish to be reappointed to Texas Health Presbyterian Rockwall. 
 
Reason:           _________________ 
           __________ 
 
 
Resignation Request effective now or at end of current appointment period? _________________________ 

 
 
Name:         __________________  
  
Signature:         Date:      

 
 
 

Please return via fax at 469-698-1791 or by mail to: 
 

Medical Staff Office 
Texas Health Presbyterian Hospital Rockwall 

3150 Horizon Road 
Rockwall, TX 75032 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


