Malpractice Face Sheet 3  

MALPRACTICE FACE Sheet 

	Clinician’s Name:      
	Title:      
	Discipline:      


Check the appropriate response. If you answer yes to any of the following questions, please complete a detailed description.  

1. Have you ever been treated for alcoholism, substance abuse, or mental illness? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

2. Do you have any chronic illness or mental impairments that will limit your ability to perform the essential functions of this position? If yes, please list those reasons here:                               
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

3. Has your professional liability insurance ever been denied or canceled?     

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4. Has any hospital ever censured, restricted, suspended, or revoked your  privileges?                                                                                                                     FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5. Have you ever surrendered your clinical privileges upon threat of censure, restriction, suspension, or revocation of such privileges?           

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

6. Has your membership in any professional society or association ever been canceled, revoked, or censured?  

  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

7. To your knowledge, have any fee complaints been registered against you?    
  FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No

8. Have Medicare, Medicaid, PRO, or PSRO authorities brought documented charges against you for alleged inappropriate fees nor quality of care issues?    

  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

9. Has any claim or suit for alleged malpractice ever been brought against you or are you aware of any circumstances that might lead to such a claim or suit?   
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
10. Have you ever been involved in business bankruptcy proceedings? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

11. Have you ever been convicted of a felony or involved in charges relating to moral or ethical turpitude?   
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

12. Have you ever been convicted or charged with fraud?  
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

13. Are you currently using any illegal substances?    

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

A. Medical/ Professional Associations or Society memberships: 
           
B. List all current contracts with HMO or managed care companies: 

	Name/Address of Company
	Approximate % of Practice

	     
	     

	     
	     

	     
	     


C. Are you a paid employee or consultant for any health care plan?  

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If yes, please list the name of company and contact person/telephone. 


              
D. Other Insurance plans accepted (Please list those insurance plans which you accept as payment for   services rendered.) 
                  

Clinical Psychotherapeutic Expertise 

	Clinician’s Name:      
	Title:      
	Discipline:      


A. Treatment Modalities: Are there special treatment modalities that can facilitate appropriate referral and expedite treatment goals? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Check at least 3 areas listed below for which you have had training and/or experience and how much training /experience you have had. 

1. Training- A minimum of 6 months supervised training. 

2. Experience- A minimum of one (1) year experience treating patients with this type of modality.  
	 FORMCHECKBOX 
 Adolescent Therapy     
	 FORMCHECKBOX 
 Family Therapy        
	 FORMCHECKBOX 
 Behavior Therapy                 

	 FORMCHECKBOX 
 Cognitive Therapy  
	 FORMCHECKBOX 
 Biofeedback
	 FORMCHECKBOX 
 EclectroconvulsiveTherapy(EAC)                        

	 FORMCHECKBOX 
 Group Therapy                                        
	 FORMCHECKBOX 
 Child Therapy                 
	 FORMCHECKBOX 
 Psychopharmacology


Clinical Specialties: Please select up to six (6) areas listed below in which you have training and experience and rate each for referral preferences (1= Most Preferred/ 6= Least Preferred) 
	 FORMCHECKBOX 
 ADHD                             
	 FORMCHECKBOX 
 Ethnic/Cultural Issues         
	 FORMCHECKBOX 
 Domestic Violence

	 FORMCHECKBOX 
 School Related Problems        
	 FORMCHECKBOX 
 Gay/ Lesbian  
	 FORMCHECKBOX 
 Chronic Mental Illness

	 FORMCHECKBOX 
 Alcohol/CD                     
	 FORMCHECKBOX 
 Forensics                     
	 FORMCHECKBOX 
 Sexual/Physical Abuse

	 FORMCHECKBOX 
 Adol. Behav. Disorders                             
	 FORMCHECKBOX 
 Borderline Pers. Traits          
	 FORMCHECKBOX 
 Eating Disorders

	 FORMCHECKBOX 
 Grief/Bereavement          
	 FORMCHECKBOX 
 Step/Blended Families      
	 FORMCHECKBOX 
 Physical Disabilities

	 FORMCHECKBOX 
 Chronic Pain                    
	 FORMCHECKBOX 
 Head Trauma                                         
	 FORMCHECKBOX 
 Stress Management

	 FORMCHECKBOX 
 Chronic/Terminal Illness
	 FORMCHECKBOX 
 Hearing Impaired                        
	 FORMCHECKBOX 
 Women’s Bio/ Psych Issues

	 FORMCHECKBOX 
 Crisis/ Trauma                 
	 FORMCHECKBOX 
 Marital/Sep/Divorce            
	 FORMCHECKBOX 
 Workplace Issues

	 FORMCHECKBOX 
 Developmental Disabilities
	 FORMCHECKBOX 
 Men’s Issues                               
	 FORMCHECKBOX 
 Children

	 FORMCHECKBOX 
 Other (please explain):


Briefly state your theoretical and practice orientation in the treatment of Mental Health/Substance Abuse Problems. 

      
Signature: ______________________________
Date: ________________
Effective September 2011


