HEALTH SERVICES ASSOCIATES, INC.

Credentialing Tool


	Provider Name
	Statement of Understanding and Release
	Resume or CV
	State License
	DEA
	Pharmacy License
	Specialty Board/National Credential Certificate
	DHHS OIG Exclusion List
	References
	Initials
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______________________________

Date:____________


Print Name:__________________________

Signature

______________________________

Date:____________


Print Name:__________________________

Signature

______________________________

Date:____________


Print Name:__________________________

Signature

Insert a “Y” if the information is present in the candidate/employee personnel file and “N” if the information is absent.  Any missing information should be brought to the attention of the Office Manager or Medical Director immediately.


