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SC Uniform Managed Care Provider Credentialing Application 
 
I. PERSONAL  INFORMATION 
 

Solo Practice   or  Group Practice 
 
Name:  Last    First    M.I.  Suffix    Degree 
 
Maiden and/or other name: 
 
(List W-9 Name if different     ) 
  
Place of Birth: (City)   , (State)                               Date of Birth: 
 
If you are not a U.S. Citizen, do you have authorization to work in the U.S.?   Yes  No 
 

Male    Female (OPTIONAL). This information will not be used by the Managed Care Organization in making its 
determination regarding your participation.  

 
Social Security Number:                       NPI:               UPIN Number: 
    
Practice Name: 
 
Tax ID Number:                        Group NPI:    
 
E-mail address of practitioner: 
 
II. MEDICAL LICENSE/REGISTRATION  

 
A. If you are a family practitioner, do you offer OB care?     Yes  No 
 
B. Do you speak any foreign language fluently that you would like added to the directory?  Yes  No 

 
If yes, please specify: 
 

C. ECFMG Number:   
 

Current Professional License Number(s)  (indicate if not applicable): NA   
 

 1. SC Medical License Number:              Issue Date:              Expiration Date:  
 
 2. Additional Medical State Licenses and Numbers:   
 
     State:    License Number:             Issue Date:               Expiration Date: 
  

    State:     License Number:             Issue Date:               Expiration Date:  
 

     State:    License Number:              Issue Date:              Expiration Date:  
  
 3. DEA No.:  Expiration Date:             SC Cont. Drug Perm. No.:  Expiration. Date: 
 
 
 
 History of Previous Licensure in all Jurisdictions (indicate if not applicable): NA   
 
     State:    License Number:             Issue Date:                         Expiration Date:  
 
     State:    License Number:             Issue Date:             Expiration Date:  
 
     State:    License Number:              Issue Date:              Expiration Date:  
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III. EDUCATION/TRAINING/HOSPITAL PRIVILEGES 
 
        1. Medical School Institution: 
 
 City:      State:    Country: 
 
 Date of Entry:   Graduation Date (MMYY):    Degree: 
 
 Internship Institution:               Specialty: 
  
 City:      State:     Country: 
  

Program Completed:  Yes No Date of Entry (MMYY):   Completion Date (MMYY):  
  

 
 Residency Institution:     Specialty: 
 
 City:      State:    Country: 
  

Program Completed:  Yes  No Date of Entry (MMYY):   Completion Date (MMYY): 
 

Fellowship Institution:      Specialty: 
  
 City:     State:    Country: 
 

Program Completed:  Yes No Date of Entry (MMYY):   Completion Date (MMYY):  
 
      2. CME REQUIREMENTS: 
  

Number of CME credits completed in the last two years:  
 
       3. HOSPITAL STAFF PRIVILEGES  
 
 Name: 
 
 Address: 
  
 Department:    Dates of Affiliation:  From (MMYY):   To (MMYY): 
  
 Status of Privileges:        % of Admissions: 
 
 Additional Hospital Name: 
 
 Address: 
  
 Department:    Dates of Affiliation:  From (MMYY):   To (MMYY): 
  
 Status of Privileges:        % of Admissions: 
 

Additional Hospital Name: 
 
 Address: 
  
 Department:    Dates of Affiliation:  From (MMYY):    To (MMYY): 
  
 Status of Privileges:        % of Admissions: 

  
         If you do not admit please describe arrangements to provide hospital care: 
           
 
 

Provider Initials:   Date:  
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IV. MEDICAL SPECIALTIES 
   

MEDICAL SPECIALTIES CERTIFYING BOARD DATE CERTIFIED EXPIRATION DATE 
Primary   

 
 

If not Board certified, do you plan to take certifying exam?                        Yes, Date                                                No  
Secondary 
 

   

If not Board certified, do you plan to take certifying exam?                        Yes, Date                                                No  
 
 Under which specialty do you wish to be listed in the Directory? 
  

Are you applying for participation as:  
 
Primary Care Physician:   Specialist:    Non-Physician Practitioner:  
 

 
V. MALPRACTICE  INFORMATION 
 

You are required to maintain malpractice insurance of an adequate and acceptable amount reflective of your specialty as a 
prerequisite for participating in a managed care organization.  Please  attach a copy of your most recent malpractice insurance 
binder. 

 
List current and previous malpractice insurance carrier(s) for past five years: 

 
CARRIER  NAME/ADDRESS POLICY  

NUMBER 
EFFECTIVE  

DATE 
EXPIRATION 

DATE 
AMOUNT  OF 
COVERAGE 

     
     
     

 
 
VI. Five Year  Work History  (CV can not be used in lieu of completing this section) 
 

NAME OF PREVIOUS/CURRENT EMPLOYER(S)                         DATE OF EMPLOYMENT                
          (MM/DD/YY-MM/DD/YY)   

1.  
2.  
3.  
4.  
5.  
 
Please provide an explanation of any gaps in employment: 
 
 
 
 
 
Signature:         Date: 
 
                       RUBBER STAMPED AND ELECTRONIC SIGNATURES ARE NOT ACCEPTABLE 
 
Please print name: 
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VII. PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS 

(This section must be completed by practitioner) 
 
Managed Care Organizations must have complete liability information and written explanations to begin 
the credentialing process. (If you answer “Yes” to any of the questions listed below, please enclose a 
detailed explanation.) 
 

1. Do you have any pending misdemeanor or felony charges?            Yes       No 
2. Have you ever been convicted of a felony?                Yes       No 
3. Has your license to practice medicine in any jurisdiction ever been voluntarily or  
  involuntarily denied, restricted, suspended, challenged, revoked, conditioned or   
 otherwise limited?                       Yes       No  
4. In the past five years and up to and including the present, have you had any ongoing physical  
  or mental impairment or condition which would make you unable, with or without  
  reasonable accommodation, to perform the essential functions of a practitioner in your area 
  of practice, or unable to perform those essential functions without a direct threat to the  
  health and safety of others?                    Yes       No 
5. Considering the essential functions of a practitioner in your area of practice, in the past  
  five years and up to and including the present, have you suffered from any communicable  
  health condition that could pose a significant health and safety risk to your patients?     Yes       No 
6. Have you ever been publicly reprimanded or disciplined  by a professional licensing 
  agency or board?                        Yes       No 
7. Has your DEA certification or state controlled drug permit ever been restricted,  
  suspended, revoked, voluntarily relinquished or otherwise limited?          Yes       No 
8. Have any of your privileges or memberships at any hospital  or  institution 
  ever been denied, suspended, reduced, revoked, not renewed or otherwise limited?     Yes       No 
9. Has your participation in Medicare, Medicaid, or any other government  
  program ever been limited, curtailed or have you voluntarily excluded yourself from 
  any of these programs?                     Yes       No 
10. Has your participation in an Insurance Company network ever been limited or  
  terminated?                         Yes       No 
11. In the past five years and up to the present, have you had a history of chemical 
  dependency or substance abuse that might affect your ability to competently and safely  
  perform the essential functions of a practitioner in your area of practice?        Yes       No 
12. In the past five years and up to and including the present, have you had or do you have 
       any mental or physical condition or do you take any medications that might affect your 
       ability to competently and safely perform the essential functions of a practitioner in  
       your area of practice:                      Yes       No 
13. Has any malpractice carrier ever made an out-of-court settlement or paid a judgment of  

a medical malpractice claim on your behalf or are any medical malpractice suits pending 
against you?                        Yes       No 

14. Has your professional liability insurer ever placed conditions or restrictions 
  on your coverage or ability to obtain coverage?               Yes       No 

 
 
 

(THE ABOVE INFORMATION WILL BE HELD STRICTLY CONFIDENTIAL.) 
 

 
 
 

Page 4 of 8 



UCA 2005 

 

VIII.   AUTHORIZATION 
 
 
 
I CERTIFY THAT ALL INFORMATION CONTAINED IN THIS APPLICATION AND ALL ITS ATTACHMENTS ARE  
ACCURATE, COMPLETE AND TRUE. 
 
I understand that: 
A. Any misrepresentation, misstatement or omission of a relevant fact in connection with this application may result in denial 

of my application or termination of my participation in the Managed Care Organization; 
 
B. It is my responsibility to promptly advise the Managed Care Organization in writing within 30 days of any changes or 

additions to the information contained in this application; 
 
C. All the information contained in this application, or its attachments, is subject to the Managed Care Organization’s 

investigation and review and; 
 
D. This is an application only and my submission of this application does not automatically result in participation with the 

Managed Care Organization; 
 
NOTICE: The National Practitioner Data Bank will be queried if you apply.  If your application is rejected for reasons relating 

to professional conduct or professional competence, which reasons include misrepresenting, misstating, or omitting a 
relevant fact in connection with your application, the rejection may be reported to The National Practitioner Data Bank. 

 
I authorize the Managed Care Organization to consult with administrators and members of the medical staffs of hospitals or 
institutions with which I have been or am currently associated, and with others, including without limit past and present 
malpractice carriers, who may have information bearing on my professional competence, character and ethical qualifications.  
I further consent to the inspection by agents, employees, contractors, affiliates or other representatives of the Managed Care 
Organization of all documents that may be material to an evaluation of my professional competence, character and ethical 
qualifications. 
 
I release from liability the Managed Care Organization and all representatives of the Managed Care Organization for their 
acts performed in good faith and without malice or negligence in connection with evaluating my application and my 
credentials and qualifications, and I release from any liability any and all individuals and organizations who provide 
information to the Managed Care Organization in good faith and without malice or negligence concerning my professional 
competence, character and ethics. I consent to the release and exchange of information as allowed by law relating to any 
application, investigation, disciplinary action, suspension, or curtailment of participation status, membership and/or 
privileges of any type to or from the Managed Care Organization. 

 
 
NAME: _________________________________________________________________________________________________ 

(print or type) 
 

 
SIGNATURE:          DATE: 

     (Applicant) 
          

 Must be signed in ink 
EACH SUBMISSION REQUIRES AN ORIGINAL SIGNATURE AND CURRENT DATE.  

 Rubber Stamped and Electronic Signatures Are Not Acceptable 
 

Practitioners have the right to review information obtained to evaluate their 
credentialing and recredentialing applications. 
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SC Uniform Managed Care Office Information 
 
I. GENERAL  INFORMATION   
A. Do you accept Medicaid patients? 
  

       Yes     Medicaid ID number:         No 

B. Have you signed an agreement to 
participate with Medicare in the past 
twelve months?  
  

 
 
       Yes    Medicare Group ID number: 

 
 
      No 

C. Are you accepting new patients? 
  

     Yes       No 

D. Are there any age limitations?  
  

     Yes, 
Minimum Age:                Maximum Age:  

      No 

E. Are there gender restrictions? 
 

          
         Males Only                 Females Only  

      Both/ no restrictions 

Please describe any other patient limitations: 
 

 
II. OFFICE INFORMATION 
 

A. Office Address: (physical) 
  

1. Practice Name:       EIN# : 
 
2. Street:      City:    County:    State:  (Zip) 

 
3. Appointment Phone:      Fax: 

 
4. Office Contact Person:  
 
5. Credentialing Contact Phone Number: 
 
6. List of all practitioners (including physician extenders) who are at this location.  Indicate (P) for Participating and (A) for applying by each 

name: If need more room, attach a separate sheet. 
 

Status Practitioner 
  
  
  
  
  
  
  
 
 

7.     Do you offer 24-hour/7-day coverage?      Yes       No  Please  describe: 
 
 
 
8.     List physicians who are not a part of your  practice with whom you share call:  
 
 
9.     What hours are you available to see patients in this office: 

  Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
From/To        

  
10.   After hours phone number: 
 
11.   Is your office equipped with telecommunications devices for the deaf (TDD):   Yes  No 
 
12.   Sign language assistance available:   Yes  No 
 
13.   Languages spoken by office staff: 
 
14.   Handicap Access:   Yes  No 
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B. Billing Address: (if different) 
  

1.      Name claims payable to:  
 

2.      Street/PO:     City:     State:   Zip: 
 

3.      Phone:     Fax: 
 

C. Mailing Address: (if different)  
 

1.  Street/PO:     City:     State:   Zip: 
 
2.  Phone:     Fax: 
 
  

D. Office e-mail address (if any): 
 
E. Practice Web site address (if any): 
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ATTACHMENT  -FOR EACH ADDITIONAL SATELLITE OFFICE LOCATION, DUPLICATE THIS PAGE 
 
A. Satellite Office Address (physical): 
  

1. Practice Name:                  EIN#: 
 
2. Street:    City:              County:    State:   Zip: 
 
3. Phone:    Fax: 
 
4. Office Contact Person: 
 
5. Credentialing Contact Phone Number: 
 
6. List of practitioners (including physician extenders) who are billing at this location.  Indicate (P) for Participating and (A) for 

applying by each name. If need more room, attach a separate sheet. 
 

Status Practitioner 
  
  
  
  
  
  
  
 
 

7.     Do you offer 24-hour/7-day coverage?      Yes          No      Please  describe: 
 
 
 

8.     List physicians who are not a part of your  practice with whom you share call:  
 

 
9. What hours are you available to see patients in this office: 
 

  Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
From/To        

 
10. After hours phone number: 
 
11. Is your office equipped with telecommunications devices for the deaf (TDD):   Yes  No 
 
12.   Sign language assistance available:   Yes  No 
 
13.    Languages spoken by office staff: 
 
14.    Handicap Access:   Yes  No 

      
B.     Billing Address: (if different) 
 

1.  Street/PO:      City:    State:    Zip:  
 
2.  Phone:      Fax: 
 

C.  Mailing Address: (if different) 
 

1.  Street/PO:     City:   State:    Zip:  
 
2.  Phone:     Fax: 
 

D.   Office e-mail address: 
 
E.    Practice Web site address (if any): 

Page 8 of 8



 

 

 


	Check Box1: Off
	Check Box2: Off
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Text28: 
	Text29: 
	Check Box30: Off
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Check Box50: Off
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Check Box76: Off
	Check Box77: Off
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Check Box85: Off
	Check Box86: Off
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Check Box94: Off
	Check Box95: Off
	Text96: 
	Text97: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Check Box131: Off
	Text132: 
	Text133: 
	Check Box134: Off
	Text135: 
	Check Box136: Off
	Text137: 
	Check Box138: Off
	Text140: 
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Text201: 
	Text202: 
	Check Box203: Off
	Text204: 
	Check Box205: Off
	Check Box206: Off
	Text207: 
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Text213: 
	Text214: 
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Text218: 
	Text219: 
	Text220: 
	Text221: 
	Text222: 
	Text223: 
	Text224: 
	Text225: 
	Text226: 
	Text227: 
	Text228: 
	Text229: 
	Text230: 
	Text231: 
	Text232: 
	Text233: 
	Text234: 
	Text235: 
	Text236: 
	Text237: 
	Text238: 
	Text239: 
	Text240: 
	Text241: 
	Text242: 
	Text243: 
	Text244: 
	Check Box245: Off
	Check Box246: Off
	Text247: 
	Text248: 
	Text249: 
	Text250: 
	Text251: 
	Text252: 
	Text253: 
	Text254: 
	Text255: 
	Text256: 
	Text257: 
	Text258: 
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Text264: 
	Check Box265: Off
	Check Box266: Off
	Text267: 
	Text268: 
	Text269: 
	Text270: 
	Text271: 
	Text272: 
	Text273: 
	Text274: 
	Text275: 
	Text276: 
	Text277: 
	Text278: 
	Text279: 
	Text280: 
	Text281: 
	Text282: 
	Text283: 
	Text284: 
	Text285: 
	Text286: 
	Text287: 
	Text288: 
	Text289: 
	Text290: 
	Text291: 
	Text292: 
	Text293: 
	Text294: 
	Text295: 
	Text296: 
	Text297: 
	Text298: 
	Text299: 
	Text300: 
	Text301: 
	Text302: 
	Text303: 
	Text304: 
	Text305: 
	Text306: 
	Check Box307: Off
	Check Box308: Off
	Text310: 
	Text311: 
	Text312: 
	Text313: 
	Text314: 
	Text315: 
	Text316: 
	Text317: 
	Text318: 
	Text319: 
	Text320: 
	Text321: 
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Text326: 
	Check Box327: Off
	Check Box328: Off
	Text329: 
	Text330: 
	Text331: 
	Text332: 
	Text333: 
	Text334: 
	Text335: 
	Text336: 
	Text337: 
	Text338: 
	Text339: 
	Text340: 
	Text341: 
	Text342: 


