
 

 
REQUEST FOR MEDICAL STAFF APPLICATION 

 
 

The applicant’s Curriculum Vitae must accompany this completed form.      Date: _____________ 
 
Practitioner Name: ________________________________________       Title (degree): _______________ 
 
Specialty: ______________________      Social Security #: _______________      NPI#: _______________ 
 
Do you plan to establish, or have you established an office near the hospital?  Yes   No   
 
  Solo Practice   Joining: _________________________________________________________ 
                              Please list the name(s) of physician(s) that you are joining 
 

Office Name: ____________________________________________________________________ 
 

Office Address: __________________________________________________________________ 

  __________________________________________________________________ 
 

Telephone: _______________ Fax: _______________ Email: _________________________      

 
Board Certified/Eligible:  Yes:  No:        AMBS:      AOA:      Other: ______________________ 

 
Is the applicant in a current residency program?    Yes      No     
 

If yes, year Residency/Fellowship completed: ________________ 
 
Does the applicant hold a current State of Michigan license?  Yes      No     
 

 If yes, State of Mich. License #:______________________________ 
 
 If no, Date applied for State of Mich. License: ___________________ 
 
 
1. To what extent do you anticipate using the facilities and services at Botsford Hospital? ______________  
 

__________________________________________________________________________________ 
 

 

2. Are you currently appointed to the Medical Staff of any other hospital?   Yes      No     
 

  If Yes, please list other hospitals: _________________________________________________ 
 

__________________________________________________________________________________ 
 
3. Have you actively practiced in your field in the previous 24 months (or have completed a 12-month 

residency/fellowship within the last 18 months)?          Yes      No     
 
4. Are you currently/or were ever under investigation with any licensing board? Yes      No     
 

 If Yes, please explain: ______________________________________________________________ 
 

__________________________________________________________________________________ 



 

 
5. Have you been or are you now suspended, excluded, barred, sanctioned or ineligible under the Medicare 

program, any Medicaid program, or any other private or federal program or agency for the payment or 
provision of medical services?          Yes       No           If Yes, please explain: _________________ 

 

__________________________________________________________________________________ 
 
6. The Mission of Botsford Hospital is: “We promise an uncompromising commitment to excellence and quality in 

the delivery of personal and compassionate health care.” Please explain how you would contribute to this 
mission if accepted to the Botsford Medical Staff?  

 

__________________________________________________________________________________ 
 

__________________________________________________________________________________ 
 
7. Do you have any business interests (including, but not limited to, ownership or investment in any freestanding 

health care facility) that would cause a conflict of interest with Botsford Hospital’s interests or mission? 
 

 Yes      No            If Yes, please list other interests: ___________________________________ 
 

__________________________________________________________________________________ 
 
 
 
No application for appointment shall be provided to a physician, nor shall an application be accepted from a 
proposed applicant if the applicant does not meet the minimum requirements for Medical Staff membership, 
which requirements are available upon request.   

I request an application for appointment to the Medical Staff of Botsford Hospital. I understand that the 
information requested on this Request for Medical Staff Application is sought to enable the hospital to make 
an administrative decision as to whether I am eligible to receive an application. I further understand that 
there may be additional departmental requirements that will be considered. The Request for Medical Staff 
Application does not constitute an application, and in no way obligates the hospital and/or Medical Staff to 
afford me Medical Staff membership or privileges. 

I hereby release from any and all liability, and agree not to sue, the hospital and its representatives, for their 
actions in connection with evaluating the information provided on this questionnaire, and their determination 
as to whether I am eligible to receive an application. I understand that hearing rights under the Medical Staff 
Bylaws do not apply if I am determined to be ineligible to receive an application.
 
 
My typed name below shall have the same force and effect as my signature.
 
 _________________________________________         _______________________ 
Physician Signature                                                                            Date 

 
 
 

Questions? Please call Tamie Musch, Credentials Coordinator at (248) 471-8820 
Email or Fax completed form with current CV to: (248) 471-8837 
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You must be logged into your email to use the "Submit by Email" button. Please attach your CV to the email.   
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