OFMQ PHYSICIAN CONSULTANT REGISTRATION FORM

____________________________________________________

_______________________________________________

Name

Social Security or Tax ID Number

_______________________________________________

_______________________________________________
Practice Address

Home Address

_______________________________________________

_______________________________________________

City, State Zip

City, State Zip

_______________________________________________

___________________________________________

Practice Telephone Number

Home Telephone Number

_______________________________________________

___________________________________________

Practice Fax Number

Practice or Home E-mail Address

***************************************************************************************************

___________________________________________

_______________________________________

Oklahoma Physician License Number

Medical School

____________________________________________

_______________________________________

Primary Specialty

City, State


Board Certified:
Yes [  ]  No [  ]

_______________________________________



Expiration Date: _______________________

Year Graduated




Board Eligible:
Yes [  ]  No [  ]




Exam Date: ___________________________

_______________________________________



Years of Practice / Primary Specialty _________

Hospital of Internship

___________________________________________

_______________________________________

Secondary Specialty

City, State


Board Certified:
Yes [  ]  No [  ]




Expiration Date: _______________________



Board Eligible:
Yes [  ]  No [  ]

_______________________________________



Exam Date: ___________________________

Hospital of Residency


Years of Practice / Secondary Specialty ________

_______________________________________






City, State

Total Years of Medical Practice _________________


***************************************************************************************************

Do you engage in active practice a minimum of 20 hours per week?
Yes [   ]  No [   ]

Does your practice include the care of Medicare patients on an on-going basis throughout the year?
Yes [   ]  No [   ]

Does your practice include the care of Medicaid patients on an on-going basis throughout the year?
Yes [   ]  No [   ]

Are you currently a member of The Oklahoma Foundation for Medical Quality?
Yes [   ]  No [   ]

Please list the Hospitals at which you are on staff and have active status: 

Hospital



City
_______________________________________________

___________________________________________

_______________________________________________

___________________________________________

_______________________________________________

___________________________________________

_______________________________________________

___________________________________________

List the Professional Societies and Associations of which you are a current member:

_______________________________________________

___________________________________________

_______________________________________________

___________________________________________

_______________________________________________

___________________________________________

I certify that the above information is complete and accurate as of the date of my signature below. I further certify that my signature below is proof of my willingness to serve as a Physician Consultant to the Oklahoma Foundation for Medical Quality. I understand my responsibility to notify OFMQ of any changes to the above as they occur.

__________________________________________

_______________________________________

Signature

Date
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