___________________________________________________________

New application for credentialing and defining scope of clinical practice for allied health professionals not recruited by Queensland Health practising within ………………………………….………….………….facility/service
Applicant and contact details

Allied Health Profession ………………………..……………………………………………………..…

Surname: …………………..…..…......…. Given Name/s: ……..……………..……………………….
Previous Name: ……………....……...…. .(Please include your previous name if that appears on certificates)
Date of Birth: ………………….……...…..  Place of Birth: ……….………………..…………………
Professional Address: ………………………..……………………………………………………..……
Preferred Postal Address ………………………………………………...: …………………………………..
Business Phone: ……....………....…..........Mobile: ................................ ......................................



Please attach copies^ of the following:

(
Certificate of registration (if from a registered profession) 

or
Qualifications 

(

(
Professional indemnity certificate (including provider number and type of cover) 

(
Copy of Hepatitis B immunisation record or serology results (if applicant belongs to one of the mandatory work categories*) 

(
Certificate of accreditation (where relevant)
(
Completed criminal history form 

(
Copy of Blue Card or Aged Care Check (if relevant) 

(
Photo identification (drivers licence, passport or equivalent)
^copies should be certified by a Justice of the Peace unless originals are sighted by the Queensland Health delegate who approves credentialing

*physiotherapy, occupational therapy, radiography, sonography, podiatry, pharmacy, psychology 

Please list the clinical areas in which you intend to practise 
…………………………………………………………………………………………………………… 
……………………………………………………………………………………………………………
....................................................................................................................................................

History of employment in the past five years (please attach a separate sheet if necessary)

	Date


	Title of position
	Organisation
	Clinical practice areas

	
	
	
	

	
	
	
	

	
	
	
	


Continuing professional development in last 12 months, or relevant CPD in last 3 years (please attach a separate sheet if necessary)

	Date
	Description/Name
	Relevant to the following practice areas 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


References
Please list the names and contact details of two (2) professional referees who can comment on your skills in the areas for which you wish to practice.

Name: .……………………………………………………………………………………………………..
Current position: ………………………………Professional address: …………………………………
Business phone no: …….…….. ……….…….. Mobile phone no: ………..…….……. ……………
Pager: ……………………….. Email address: …………………………………………………………
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

Name: ………………………………………………………………………………………………………
Current position: ………………………………Professional address: ………………………………
Business phone no: ………………………… Mobile phone no: ………………………………………
Pager: ………………………… Email address: …………………………………………………………
	Applicant’s Declaration
	

	I declare that all the following statements are TRUE or FALSE as indicated in the tick boxes.


	N/A
	TRUE
	FALSE

	My right to practise has never been denied, restricted, suspended, terminated or otherwise modified by any health care organisation (including overseas organisations, health facilities, registration bodies, professional associations or other official bodies).


	(
	(
	(

	A professional association has never refused to renew my membership.


	(
	(
	(

	I participate in the continuing professional development program, maintenance of professional standards program, or similar, of my professional body and I am current with the requirements of that program.  


	(
	(
	(

	I have no physical or other condition or substance abuse that may limit my ability to exercise the scope of practice which has been granted/requested.


	(
	(
	(

	I have never claimed professional indemnity


	(
	(
	(


Please attach any relevant documentation if you are unable to answer “True” to any of the above questions.
	I, ………………………………………………., will provide Queensland Health with evidence of currency of registration (if applicable), , and indemnity insurance on an annual basis.

I authorise Queensland Health to conduct a criminal history check and aged care or working with young children check (if required).

I declare that the statements contained in this application are correct.  In applying for appointment I agree to abide by Queensland Health policies and regulations and any terms and conditions which are attached to my appointment by the credentialing and scope of clinical practice committee.  I undertake to immediately notify the Chair of the credentialing and scope of practice committee if my clinical privileges are retracted, withdrawn or altered at any other hospital or day procedure centre.  I authorise Queensland Health, its officers and agents to seek information as to my past experience, performance and current fitness and the validity of my responses to the above questions.

Signed ………………………………………………………………………………………………………

Date …………………………………………………………………………………………………………

Witness Signature …………………………………………………………………………………………

Witness Name ………………………………………………………………………………………………

(Block Letters)




Office use only:

Recommendation:  

I support/do not support this applicant practising at …………………………………..facility in the following clinical areas:

……………………………………………………………………………………………………………..

……………………………………………………………………………………………………………..

Comments:

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

Name:  …………………………………………………………

Position:………………………………………………………..
Signature ………………………………………………. 

Date …………………………..
Name of referee who has confirmed the applicant’s competence, performance and good standing
………………..................................................................................................................................
Decision:

Application                                                                Approved  □  
Rejected  □
Executive Director Allied Health ……………………………………….
Date ………………

If application is rejected please detail reasons:

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………

………………………………………………………………………………………………………………
Review date ……………………………………………………………………………………………..

Letter to applicant advising outcome of application    

Yes  □  Copy attached  □
Letter to facility manager advising outcome of application 
Yes  □  Copy attached  □

Review date entered into database 



Yes  □
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